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Introduction

Much of family therapy being practiced today can be categorized as struc-
tural, strategic, behavioral, problem-solving, narrative, generalized psycho-
dynamic, postmodern, or mixtures and amalgams of some or most of them.1

It is clear that if any of these approaches were effective most of the time we
would hear of no other suggested models for the treatment of families. With
over 2,000 family therapy training programs operating in the United States
and other countries around the world, the field of family therapy includes a
wide array of health professionals from a variety of backgrounds and disci-
plines and with a variety of experience. New journals focusing on family
therapy appear on a regular basis and also reflect an expanding field.

The renewed attention given to learning, understanding, and practicing
family therapy has many sources. One is the increased focus on changes in
the family and family composition, and the hypothesized effects of these
changes. Another may be the increase in violence in the home and school
and its association with the family environment. Whatever the reason for
this new interest, a prerequisite for conducting good family therapy includes
using an advanced treatment model that has internal consistency and dem-
onstrated effectiveness. The McMaster model meets these criteria. In addi-
tion, the McMaster approach to family therapy is noted for the solid
theoretical base that underlies the model and the comprehensive and col-
laborative therapeutic process between the therapist and family members.
The parallel research and teaching components that have been developed
in concert with the clinical model have contributed to its widespread use.

In this book we do not offer a review of current schools of family therapy,
nor do we critique different approaches to studying and treating families.
Introductory textbooks and literature reviews address the variety of
theoretical models underlying clinical work with families and generally are
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useful for presenting the strengths and weaknesses of different approaches.
It is all too common for practitioners to choose bits and pieces from different
models and to set off in various directions to do therapeutic battle. While
the motivation may be honorable, the result is often chaotic or ineffective.
We believe there is no justification for an undisciplined approach to treating
family problems. Consequently, one of our fundamental beliefs is the im-
portance of clarity and consistency in the framework used by therapists
when treating families. Professionals working with families need a model
that provides an understanding of family functioning and one that guides
their treatment. The McMaster approach provides a conceptual framework
for assessing and diagnosing family functioning, and for treating families.

The McMaster Model of Family Functioning (MMFF) originally referred
to the theoretical basis of how a family functions. The model was developed
after years of working with a variety of family types who described a myriad
of family problems. The therapy that derived from this model, the Problem
Centered Systems Therapy of the Family (PCSTF) was referred to as the
treatment model. In writing this book we use the term “McMaster approach”
to encompass the model, methods of evaluation and treatment of families,
and our underlying philosophical framework.

Purpose

Our motive for writing this book was threefold. First, our clinical, research,
and teaching program has generated a large number of books, articles,
monographs, and manuals addressing various theoretical and clinical aspects
and research findings based on the MMFF. We are often asked if our work is
available in one volume that includes all aspects of the McMaster approach:
(1) how the original model was conceived and developed; (2) how the theo-
retical, assessment, and treatment components of the model are used and
linked to one another; and (3) how our clinical and research findings help
us develop further lines of investigation.

Second, we have noticed that as others have used the MMFF and PCSTF,
the original concepts and ideas oftentimes become either diluted or mis-
represented. We felt that if we describe the model in detail, trace its develop-
ment, and explicitly show the linkages between the model and treatment
approach, assessments, and applications, practitioners will have a more
unified picture and be better able to apply the concepts, and, hopefully, the
model more faithfully.

Finally, it has become increasingly clear that pharmacotherapy alone is
often not sufficient, and sometimes not appropriate, to address the issues
and problems presented by patients with a psychiatric or medical illness. A
ceiling effect may operate for treating patients with medication only or it
may be that medication is not warranted for a variety of reasons (e.g., patients

Introduction
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unable to tolerate medication, less severe symptomatology, presenting prob-
lem is a family issue). Family therapy is one treatment option that a thera-
pist can use either as an adjunctive treatment or as the main therapeutic
offering to help patients and their family members.

However family therapy is used, it is essential for the treatment model to
have explicit stages and clearly defined steps so that the treatment process is
successful. Teaching programs often emphasize a survey of theories and
practices as an approach to treating families in lieu of providing an in-depth
knowledge and understanding of at least one method of family therapy.
Students may be able to link different goals or techniques with a family
therapy model, but they are still unable to evaluate a family’s functioning,
much less initiate and conduct family therapy. The end result is often a
hodgepodge of ideas and ill-formed strategies that help neither the therapist
nor the family. The McMaster approach provides a solid framework for elic-
iting information from families, obtaining accurate assessment to determine
diagnoses, and for setting up a workable treatment plan. In addition, the
model has been developed as a time-limited therapy, a fortuitous circum-
stance given the mandates that have recently been established by the current
health care reimbursement climate.

Audience

This book is addressed to students, interns, experienced therapists, trainers,
and family researchers. Because we try to reach as wide an audience as pos-
sible, the McMaster approach has been taught to social workers, psychiatric
nurses, family therapists, pastoral counselors, family physicians, pediatri-
cians, psychologists, and psychiatrists in a variety of clinical settings and
with a variety of presenting problems. Further, since the original develop-
ers were practicing clinicians with a keen interest in research, they realized
that the model had to be of use to both clinicians and researchers. For those
who are interested in learning (and teaching) the McMaster approach, we
hope this book becomes a useful tool. The components of the model—
including family assessment, family treatment, and family research—form
an integrated system. We have developed the model, however, so that each
of these components may also be used independently.

Outline

We have tried to make the plan of this book as systematic as the model it
explains. Throughout the book we give examples of clinical aspects of family
problems and provide summaries based on case studies or family sessions
that highlight the McMaster approach to a presenting problem. Any reference
to clinical cases has been carefully reviewed and edited to conceal specific

Introduction
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circumstances of a case and to disguise names, places, and situations so that
families and individuals cannot be identified. Since our clinical work spans
four decades we were able to describe a composite of family problems when
we provided examples of how the assessment and treatment might work.

The book is divided into two parts. Part I includes a description of the
history and development of the model, treatment, training process, assess-
ments, and research. Details of the specific content of the chapters are noted
below. Part II includes the instruments and assessment tools that we have
developed when using the McMaster approach and a section listing related
articles from researchers not associated with our program.

Chapter 1 traces the origins of the MMFF and places it in historical con-
text. We show how the model evolved from earlier psychiatric theories and
how we integrated these ideas with observations drawn from our own clinical
and research experience. This chapter also introduces the originator of the
McMaster approach, Nathan Epstein, and the development of his ideas.
Chapter 2 provides an in-depth description of the MMFF by laying out the
meaning and concepts associated with each family dimension and summa-
rizing variations expected within a normal family. Chapter 3 presents the
Problem Centered Systems Therapy of the Family (PCSTF), the treatment
approach that is based on the MMFF, and includes specific steps to follow
when using the McMaster approach in family therapy. Chapter 4 is a blue-
print for establishing a training program to teach the PCSTF. Based on our
experience in developing programs, we discuss key concepts, issues, and
concerns to be aware of when setting up a training program.

In chapter 5 we focus on the instruments we have developed based on
the model, including a self-report assessment, a clinician rated scale, and a
structured interview for the beginning therapist or paraprofessional. We
give examples of case studies for each of the assessments to show how they
can be used as clinical, research, and teaching tools. Chapter 6 is a review of
our research findings presented over the past several decades, an outline of
our current research efforts, new directions we are planning for the future,
and research gaps that we have not addressed in our work. In chapter 7 we
answer questions that we receive periodically about the model, our instru-
ments, research findings, teaching methods, and clinical issues. These ques-
tions originate from trainees in our program, attendees at conferences or
workshops, or correspondence with researchers and translators of our in-
struments and assessments.

We believe that our model is useful for clinical and research purposes
and represents a contribution to the field of behavioral sciences in general
and to family treatment in particular. In writing this book, our goal was to
present a useful, practical, and comprehensive guide for assessing and treat-
ing families. We hope that we have done so.

Introduction
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3

CHAPTER 1
Development and

 Historical Background

The conceptual beginnings of the McMaster Model of Family Functioning
(MMFF) originated at McGill University in Montreal, Canada more than
50 years ago. Under the direction of Nathan Epstein, a team of clinicians
and researchers began their work in family therapy by focusing on two major
areas: (1) research with nonclinical families and (2) research on the process
and outcome of conducting family therapy. A nonclinical family refers to a
family whose members have no diagnosed psychiatric illness. The family
may or may not be healthy and may have good or poor family functioning.

The model that was conceptualized and tested from the mid 1950s
through the 1970s, first at McGill and then at McMaster University in
Hamilton, Ontario was refined, elaborated upon, and completed at Brown
University in Providence, Rhode Island where Epstein had relocated and
created the Family Research Program. The prototype for some instruments
and manuals (i.e., the Family Assessment Device and the Problem Centered
Systems Therapy of the Family (PCSTF)) had begun at McMaster and
became finalized and ready for distribution after the team moved to Brown.
Other measures used to assess family functioning (the McMaster Clinical
Rating Scale and the McMaster Structured Interview of Family Functioning)
were more fully developed at Brown. Today, members and associates of the
Family Research Program continue to teach and study this model, and to
use it daily for clinical as well as research purposes.

We thought that a useful way to introduce the McMaster approach to
working with families was to present a brief historical background of the
conceptual beginnings of the McMaster model. The easiest way to do so
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4 • Evaluating and Treating Families

was to introduce the developer of the model and to discuss the specific
schools of thought that influenced him and from which the model emerged.

Nathan Epstein, founder of the Family Research Program and the main
developer of the model, first received training as an adult and a child psy-
chiatrist. He underwent additional training in psychoanalysis, a highly valued
component of every psychiatrist’s repertoire during the 1950s and 1960s.
Throughout his training, Epstein worked in the area of child psychiatry,
seeing children, adolescents, and families. Epstein was interested in under-
standing a child’s development—how he or she thought and behaved—not
because he wanted to treat children, but because he wanted to better under-
stand the thinking and development of the adults he treated. The training
he received, his work with children and their families, and the ideas he was
exposed to led to a change in Epstein’s thinking and focus. Ultimately, the
shift in direction resulted in a body of work that included the development
of the McMaster model for assessing and treating families, the establishment
of an interdisciplinary team of researchers who focused on family issues,
and the creation of a training program for clinicians and therapists.

Although Epstein led the effort in developing the McMaster approach,
many individual clinicians and researchers played key roles in designing
the model, treatment, instruments, training, and research. Whether their
contributions assisted the programs at McGill University, McMaster Uni-
versity, or here at Brown University, the work would not have progressed
without their hard work, clinical insight, and research knowledge. In this
chapter we first trace Epstein’s development as a clinician and researcher,
for it exemplifies how to intertwine clinical experience with research findings.
We then highlight the unique features of the McMaster model, show how
the clinical, teaching, and research components developed in concert, and
introduce the philosophy and thinking which serve as the underpinning of
the model and guide our approach in evaluating and treating families.

Early Training

By the early 1950s, workers in child psychiatry had begun to connect the
role of the mother to the behavior of the child. Some therapists noted that
other family members also had an effect on the identified patient. Nathan
Ackerman, in particular, began to develop his ideas on working with the
total family group in psychotherapy—a radical idea at the time.2 Ackerman
was drawn to families and the family environment through work with his
own young patients. He reasoned that, since the family was the focus in a
child’s development, it did not make sense to expect a child to change in
isolation from other family members.2,3 By the time Epstein underwent train-
ing with him, Ackerman was already engaged in formulating family theories
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Development and Historical Background • 5

and family therapy techniques as a more effective way of understanding
and treating patients.2 The process he used had the significant actors in the
patient’s life attend the therapy session, thereby making it easier for the
therapist to tease out family interactions that led to the behavior being
treated.

Other leaders in the field of psychiatry and human development who
were based at Columbia University also had an impact on Epstein’s early
thinking. Abram Kardiner, a pioneer in cultural psychiatry, examined the
interplay between culture, economics, history, and social patterns and prac-
tices as they affect individual and group behavior.4 Two other noteworthy
figures who stimulated further thought were Sandor Rado, whose work cen-
tered on adaptational psychodynamics5 and David Levy who taught research
methodology and the process of integrating research findings with an under-
standing of human behavior.6 The interplay between the theoretical ideas
he was exposed to and the clinical work he was engaged in led Epstein to the
same realization that Ackerman had arrived at, that is, that he could not
help children unless he worked with their families. He realized that if he
just focused on the child, the treatment was not effective. He was convinced
that, unless he saw the family, his understanding of the clinical issues were
lacking. He decided to stop treating children unless the family was present.

Once Epstein determined to include the family in treatment, he began to
experiment with different ways of involving family members and patients
in the course of conducting therapy. He tried several approaches: (1) seeing
the mother and child patient in play therapy; (2) having both parents in for
occasional sessions, with or without the child or adolescent patient present;
(3) having mothers participate in activity-group therapy with children and
seeing the mothers in a separate weekly group without the children; (4)
seeing both spouses together when only one of them was the presenting
patient; and (5) bringing in different members of the individual patient’s
family at various times during the course of the patient’s therapy. As time
went on, the approach that was used most frequently and seen, at least clini-
cally, as most effective was one in which all members were seen together for
conjoint family therapy regardless of the presenting problem.

Theoretical Foundation

During these early years, the basic conceptual model that therapists used
when working with families was intrapsychic while the therapeutic approach
was psychoanalytic.7 For example, family interaction patterns that were
thought responsible for the intrapsychic and behavioral pathologies in the
identified patient were observed, stimulated, inferred, and interpreted. Then
analytic concepts were used to interpret behavior seen in family meetings.
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6 • Evaluating and Treating Families

The concepts might include role projection, displacement, incorporation
and projection of part objects, oedipal strivings, sibling rivalry, denial, and
affective repression. The primarily analytic approach changed gradually to
one that focused more on interactional aspects of intrafamilial behavior.
Therapists began to emphasize the importance of releasing affect underlying
the presumed and significant family interactions and the associated intra-
psychic conflicts and fantasies. The primary objective remained that of easing
the intrapsychic conflicts of the identified patient that were inferred to result
in the pathological symptoms or behavior for which treatment was under-
taken.8

When Epstein returned to McGill after his training at Columbia, he and
several colleagues began a series of family studies. The first studies involved
nonclinical families and overlapped with later studies that focused on fami-
lies with an identified patient. Whether family cases were nonclinical or
clinical, the primary function of the family was conceived as providing an
environment for the psychosocial development and maintenance of its
members. Over time Epstein and his colleagues came to believe that the
family as a system was more powerful than intrapsychic factors in deter-
mining the behavior of individual family members. This insight, which came
out of the series of small research studies, led to a fundamental shift in his
approach to family therapy.

In practice, the shift from viewing therapy as primarily a psychoanalytic-
interactional mode to a systems mode was difficult at best. In the family
systems approach the family is looked at as the factor to be evaluated; it is
the family that is centrally involved in the difficulty and in the behavior
being examined. The 15 years of training and experience that Epstein and
colleagues had undergone had to be modified and a new approach had to
be developed. The new approach was controversial, for it questioned previous
assumptions of treating patients and families and because it made use of
research data to alter clinical practice. Now, the idea of evidenced-based
treatment is much in vogue, but in earlier periods the link between clinical
practice and research findings was tenuous. During the transition period,
before the new method was fully developed and established, there was a
natural tendency for Epstein to slip back into a primarily psychoanalytic
approach when conducting therapy. Today Epstein may consciously decide
to use a psychoanalytic approach to generate another viewpoint that furthers
understanding or therapeutic progress.

Approaches to Family Therapy

As noted, Epstein’s psychoanalytic training had resulted in a strong interest
in the interaction between personality and the surrounding environment.9
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Given his additional training with Ackerman, Epstein paid increasing at-
tention to the family as an important aspect of an individual’s environment.
Not surprisingly, therapists viewed the family from very different perspec-
tives. At least three important conceptual approaches marked the early ad-
vances in the field of family therapy and set the stage for later model
development. The approaches included: (1) an individual psychodynamic
model, (2) an interaction model, and (3) a systems model. Epstein’s think-
ing about these models evolved over time and included some overlap. The
three models and examples are described below, roughly as occurring in
three sequential phases.7

Phase 1

Individual Psychodynamic Model
The conceptual orientation which Epstein used in phase one of his clinical
work with families was based on an individual psychodynamic model in
which therapists saw the family as a backdrop for understanding the intra-
psychic conflicts of the identified patient. The primary focus of the therapeu-
tic work was on the patient; the family was seen only as the context in which
the individual psychodynamic processes and structures were worked out.
Significant family members were referred to and even seen on occasion, but
the focus always remained on the individual.

Example:

Donald, 7 years old, was referred for treatment because of a severe
crippling anxiety. The boy was involved in a strong symbiotic relation-
ship with his mother. Examination revealed that the anxiety was related
to extreme separation anxiety. He displayed a school phobia, but only
as one aspect of his unwillingness to ever let his mother out of sight.
The mother contributed strongly to the maintenance of this symbiotic
relationship as a means of fulfilling her own intrapsychic needs.

Therapy focused on the boy, primarily in the form of individual
play therapy sessions. Epstein occasionally spoke to the mother and
received reports from her on the patient between sessions. During
these brief meetings, he encouraged her to extricate herself from this
over-intense relationship and to develop a healthier stance with her
son. Epstein saw the father only after many months and only because
the mother indicated some unhappiness in her relationship with him.
Epstein saw the father alone and dealt with some of his intrapsychic
problems on a rather superficial basis. He never saw the couple nor
any other family member together. The patient and the mother gave
reports of the family to the therapist, but these were not dealt with in
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8 • Evaluating and Treating Families

detail nor used to any great extent in the treatment of the identified
patient.

After several years of regular visits, the patient was relatively free of
anxiety and had a close, warm relationship with his mother, yet both
seemed to allow for autonomous functioning.

Epstein’s intrapsychic orientation was so strong during this period of his
career that treatment focused on the identified patient (with some suppor-
tive work done individually with both parents), despite the fact that family
pathology indicated couple and family therapy might be helpful. Recogni-
tion of the impact that family members had on each other (including, but
not limited to the patient) would later become a key concept in the McMaster
model.

Phase 2

Interactional Model
The interactional phase of Epstein’s work is distinct from the previous phase
despite some overlap in both the temporal and conceptual sense. Interac-
tions between several family members (usually two) are observed and in-
terpreted to members during therapy sessions. The interactions are usually
related to the intrapsychic processes of the interacting members, but they
do not have the same degree of detail, frequency, and intensity as does the
intrapsychic phase. The assumption underlying the interactional therapeu-
tic approach is similar to that of the previous phase—the psychopathology
is centered in the intrapsychic structure of the identified patient and one or
more family members. Interaction between family members is observed
and used as a means of unlocking the intrapsychic pathological processes.

Example:

The presenting problem was a married man in his late 20s who com-
plained of impotence. Psychodynamic investigation revealed that this
man had severe conflicts in his relationship with women and in cop-
ing with his aggression. He was the youngest of a family that included
many sisters and a mother who overwhelmed him with loving atten-
tion. According to the patient’s description, the women were loving
but powerful. He was a pleasant, smiling, ingratiating individual; as
long as he repressed all anger and negative response he was showered
by protective love. The price he paid for this happy state of affairs was
almost complete impounding of his rage and aggressive responses.
His dreams and fantasies of women, however, revealed the extent of
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Development and Historical Background • 9

his fear and rage toward them. He saw them as devouring, dangerous,
and overwhelming.

Epstein treated the patient and his wife in couple’s therapy. Examina-
tion of the spouse revealed a severely disturbed woman who experi-
enced a traumatized and deprived infancy and childhood. This woman
did not merely hate men—she hated everyone indiscriminately. The
rage she carried inside her was limitless.

Treatment focused on the interactions of the couple with each other
in the here and now—in the sessions and at home between sessions.
The man overcame his impotence, but this was replaced by her frigid-
ity. It took months of weekly sessions to get the couple stabilized in a
relatively satisfactory relationship. The therapeutic focus was on how
they could change their interactional pattern from one of mutual de-
struction, which reinforced their respective intrapsychic conflicts, to
one of mutual support, which was a means of minimizing the intra-
psychic pathology. Once the relationship was stabilized for several
months, Epstein terminated treatment. Both were encouraged to re-
contact Epstein if they felt the need. In fact, they periodically con-
tacted Epstein over the years whenever they had difficulties in their
relationship with each other, their children, or in their lives outside
the family.

In this example, Epstein always focused the therapy on the interactional
level of the couple. The approach yielded reasonable results. Three factors
from this phase of Epstein’s work reappear as integral parts of the McMaster
model. They are: (1) an emphasis on the here-and-now, (2) use of the
strengths of family members as active ingredients in the therapy process, and
(3) an openness and active encouragement by the therapist for family mem-
bers to return if further work is needed or other problems arise.

Phase 3

Systems Model
In the systems phase of Epstein’s work, the family is viewed as an open system.
Structure, organization, and transactional patterns displayed by the family
system are seen as the important variables that determine the behavior of
family members. Changes from within or without that affect the family sys-
tem affect the behavior of all members of the system. In treating families,
the focus is on the disturbances in the system from the standpoint of its
structure, organization, or transactional patterns. The intrapsychic processes
of members of the system are of secondary importance. The implicit assump-
tion is that if the system variables are in good working order, then the
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10 • Evaluating and Treating Families

individual’s behavior will be favorably influenced as will the intrapsychic
processes of these individuals.

Example:

This case was referred by a family physician who had attempted for
some time to help the family solve their problem. The presenting issue
was that the husband’s mother lived with the family for the previous
four years, causing constant friction between the wife and the mother-
in-law. The situation also created dissension between the husband and
the wife and a general unpleasant tension in the entire family. The
whole family was seen in consultation—husband, wife, mother-in-
law, and three teen-aged sons.

Clinical evaluation suggested the following family dynamics. The
wife was frustrated in her attempts to get love and attention from the
mother-in-law. The mother-in-law was aware of the wife’s needs and
enjoyed the power allocated to her. The wife was angry at the mother-
in-law and attacked the husband for not standing up to his mother
and demanding that she be nicer to his wife. The husband felt caught
in the crossfire between his wife and his mother.

The children reported constant tension in the home and very little
communication. Rather, there seemed to be an unhappy silent with-
drawal on the part of the three adults. The husband suggested that he
may be the cause of the trouble because he was not giving as much of
himself to his wife as he should. This remark by the husband led the
discussion to one of the central issues in the family, namely, that the
wife was not getting enough gratification from her husband. Since
her children were becoming more independent and since she could
not derive support from them, she looked to an alternate source, her
mother-in-law. The result was constant tension with the mother-in-
law becoming a scapegoat.

Therapy focused on opening up the family system by dealing with
the whole family unit.

Emphasis was placed on improving communication patterns within
the system, and encouraging the husband and wife to develop their
own relationship toward a more open and giving level. The wife was
encouraged to demand more of what she felt she wanted from her
husband and the husband was encouraged to open up to his wife and
to discuss the conflicts he was feeling between his wife and his mother.
The family responded well with only a few sessions of therapy. No
intrapsychic probing was done during this family case.
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Rather than address the intrapsychic conflicts of individual family mem-
bers, Epstein focused instead on the structure, organization, and transac-
tional patterns displayed by the family. Specific system variables that he
examined were power allocation, division of labor, patterns of intrafamilial
affective expression and involvement, and communication channels. These
factors appear again, albeit in a refined form, in the McMaster model.

Synthesis of Ideas

Although there is obvious overlap in the theoretical and therapeutic ap-
proaches discussed above, the examples presented show how the emphasis
differs in understanding the behavioral problems and, therefore, in the ap-
proach taken to treat the families. By this time, Epstein had finished his
training at Columbia and had returned to Montreal where he continued his
work combining clinical, teaching, and research in the area of family studies.
Because a common belief in the 1950s and 1960s was that families were
responsible for psychopathology in individual members, the focus in his
own training was to recognize and name the pathology. A corollary of this
thinking was often ignored. That is, if the family was responsible for psycho-
pathology in individual members, then the family should be responsible
for healthy behavior as well. Epstein recognized the value of working with
family strengths and incorporated this idea into his thinking as well as into
his clinical practice.10

His research studies also caused him to question what he did clinically
and what he was led to believe both through the theoretical work that he
had been trained in and through pronouncements of leaders in the field.
One tenet that raised questions was the belief that if parents were emotionally
healthy and showed no pathology, then their children would be healthy and
show no pathology. Another strongly held conviction in the field was that
parents who did not have a healthy sexual relationship would not be able to
have a good functioning family. Both his clinical and his research work sug-
gested otherwise. Also, as he observed, many parents were diagnosed with
severe psychiatric illness or emotional problems, yet their children were fine.
In contrast, some unhealthy children came from families that appeared very
healthy in their functioning and, in fact, had healthy functioning siblings. It
became apparent that there was a dissonance between the findings from his
research studies and the ongoing family therapy that he and his colleagues
were practicing in the clinic.

As he continued to treat families using the theories in which he was
trained, Epstein realized that some of the underlying theoretical premises
conflicted with what he observed and found in his research. He reasoned
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that if the research findings were valid, then some aspects of the theoretical
approach were based on false premises. He and his colleagues went back to
the data to check and recheck. Convinced that the data were accurate, he
then retraced the clinical assumptions that he and his colleagues held. The
process led to a rethinking of their clinical work. For Epstein personally, it
led to a marked change in his own therapeutic orientation.1

Epstein became attracted to the systems approach and, with his colleagues,
began to build a model for understanding and treating families. They bor-
rowed major ideas from systems theory, but broadened its theoretical focus.
A particularly attractive advantage for using the systems approach was that
it allowed for the retention of Freudian and developmental theoretical po-
sitions that had not been invalidated by their research findings. In addition,
some behavioral components that seemed promising and applicable to fam-
ily work were built into the model. The result was eclectic in that concepts
and theories that were particularly relevant to families in the clinic were
incorporated into the model. Yet the model was structured in the sense that
a framework was clearly delineated, concepts defined, and a therapeutic
approach made as pragmatic as possible. Learning from past experience,
Epstein and colleagues ensured that the model was testable.9

In the process of building a new model based on systems theory, the
clinical/research team learned to sharpen their thinking, redefine concepts
that were unclear, and rework therapeutic approaches to family treatment.
The full extent of this exciting and challenging work, and the subsequent
change in the therapeutic approach to family assessment and treatment,
ultimately resulted in the development of the MMFF and the PCSTF, the
building blocks of the McMaster approach.

The McMaster Approach and Other Family Therapies

The McMaster model is one variation of a family systems model.1, 11 It is
clear that Epstein and colleagues incorporated components from other
models, perspectives, and theories as they built a new model. To place the
McMaster model in a context vis-à-vis other family therapies or systems
approaches, we provide a guide that cuts across several theoretical perspec-
tives. These perspectives/therapies may include systems models, the psycho-
dynamic and interactional models described earlier, or variations of them.
In addition, perspectives or concepts of other models that have not been
explicitly discussed here may include more recent approaches such as be-
havioral therapy, narrative, postmodern, couples therapy, or idiosyncratic
therapeutic approaches.
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All models using the systems approach have some features in common,
including the ability to achieve a global perspective and a stated rationale
for the treatment of families. If the major premise of these models is that
the organization, structure, and transactional patterns play a leading role in
determining the emotional health of family members, it follows from sys-
tems theory that a therapeutic change within these components can be used
to bring about a healthy result. A change in the family system should lead to
a change in the functioning of the system. Thus, in treating families the
focus is on the disturbance in the system and how to effect a change that
will improve the functioning of the system.

Despite the common theme of changing the system, the focus of change
and     the mechanisms of change are two areas that differentiate family systems
models from each other. Focus on system variables such as power alloca-
tion, division of labor, patterns of intrafamilial affective expression and in-
volvement, familial communication, and family subsystems are some areas
that differ in the amount of prominence they receive in the therapy session.
Mechanisms of change that vary between models include: defining bound-
aries, directing or restructuring family behavior, assigning tasks, solving
problems, using negative sanctions and positive reinforcement, negotiating
change, guiding and educating families, and facilitating communication.
The McMaster approach differs from other therapeutic approaches in sev-
eral key areas. In the following section we discuss six critical areas that dif-
ferentiate the McMaster approach from other family therapies. We discuss
these points in order to highlight the McMaster approach and not to review
or critique other models or other perspectives.

••••• Theoretical base. The McMaster model is based on a family systems
approach in which the family is viewed as systems within systems (in-
dividual, marital) that relate to other systems (extended family,
school, church/synagogue, workplace). In the McMaster model, the
dynamic family group cannot be simply reduced to the characteristics
of the individual or interactions between pairs of members. Clarifica-
tion of the family as a system helps to identify the locus of difficulty
and stress in the system so that the therapist is able to identify the
aims, the objectives, and the methods of therapy. This approach differs
from therapies in which the individual is the focus within the family
context. It also differs from family system models in which the em-
phasis is on subsystems, repeated transactional patterns, the family
structure, or family processes that are far removed from the immediate
family or the presenting problem.
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••••• Time frame. The McMaster model is time-limited as the number of
therapy sessions is limited (typically 6–12 sessions) rather than un-
limited or possibly lasting for several years. If desired, families can
work on one set of problems and return at a later period to work on
other issues. Also, the McMaster model focuses on problems of the
here-and-now as opposed to inter-generational patterns, past origins
of problems, or systematic analysis of childhood issues.

With the help of the therapist, family members learn how to label
interactions (both affective and behavioral) and their effects (again,
both affective and behavioral), particularly concerning everyday trans-
actions. The therapist stresses the importance of what is happening
currently     rather than what has happened in the past. This is not to say
that traumatic events or long-standing problems are ignored or have
no place in the therapy session. If the problems that occurred in the
past affect the present-day functioning of the family (as is often the
case), then clearly they may be very important to understand current
issues. The emphasis, however, is for family members to address present
concerns, resistances, or blockages to problem solutions.

••••• Therapist-family member relationship. The degree of openness in the
therapist-family relationship and the prominence of the role of the
therapist and family members are linked. In the McMaster approach,
the belief in clear and direct communication between therapist and
family members, and between family members themselves, is a very
important part of the model. Since the model draws on communica-
tion theory, this emphasis is not really surprising. Clearness and direct-
ness is often liberating for family members as well as for the therapist.

The roles of the therapist and family members are also distinguish-
ing features in many family therapy approaches. Often the therapist
acts as a director, facilitator, manipulator, educator, and guide. When
using the McMaster approach, however, the therapist functions as a
catalyst, clarifier, and facilitator. Family members are responsible for
doing most of the work during their course of treatment; the therapist
facilitates openness, clarity of communication, and development of
effective problem solving abilities. Of course, as a clinician, the therapist
may be an educator at times; but the emphasis, by far, is on the active
collaboration of family members and therapist throughout the treat-
ment period.

Family members are expected to fully participate in the family as-
sessment sessions and to be open and direct in identifying, clarifying,
and resolving family issues. One goal of the model is to help family
members become adept at identifying and solving problems
themselves. Family members learn how they are responsible to find
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answers to their problems. This approach is in contrast to directive
models in which the therapist takes responsibility for delineating a
problem and finding a solution. In the process of evaluating and work-
ing toward a solution to a problem, each family member becomes in-
volved and helps in their own, and each other’s, development.

••••• Insight. On a more abstract level, a clear philosophical issue in the
approach to family treatment is on whether insight into the family’s
problems is necessary for change to occur or whether insight follows
change and is not necessary to initiate the process. Psychodynamic
and psychoanalytic models posit that insight is necessary for change.
In contrast, models based on system theory (like behavioral models)
do not consider insight a necessary ingredient for change.

In the McMaster approach, insight into a problem is not a necessary
or sufficient ingredient for change to occur in the system. Concern is
not for what produces pathology in the individual but with the process
occurring within the family that produces the behavior. Therapy is
directed at changing the system and thereby changing the behavior of
the individual.

Many methods are available to effect a change in behavior and they
are often directed at an individual. For example, behavior models often
target specific behaviors in a patient and positively reinforce good
behavior or negatively reinforce poor behavior. Other models use para-
doxical approaches to effect change, manipulate space or boundaries,
recreate communication patterns, or assign tasks and homework. The
McMaster model incorporates assignments and tasks that have been
agreed upon by family members, but it also uses bargaining, mediation,
and conciliation to effect changes. The treatment sessions are used to
teach families the techniques they need for negotiating on concrete
issues. Once family members learn the techniques, they will be able to
generalize to many areas of life. The aim of negotiation in the family
therapy process is to allow the maximum satisfaction within each in-
dividual while taking account of the family system. Negative sanctions
may on occasion be used to change behavior, but the therapist should
emphasize choice as much as possible. During any course of treat-
ment family members may or may not accept the proposed change.
Whatever option is chosen, possible consequences are discussed and
treatment sessions are used to address the effects of the change.

••••• Clarity of concepts and treatment. The degree of clearness in the
method of treatment also differentiates family models. In contrast to
other models, systems theory allows for relatively easy conceptual-
ization of each person’s behavior in the system and permits a clear
understanding of the therapeutic process. The importance of clarity
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of concepts and methods should not be underplayed. As developers
of the McMaster model, we feel that if the treatment concepts are con-
sistently applied, then therapists will be reasonably effective in the
majority of cases that they treat. The reliability and validity of con-
structs used in the McMaster approach ensures that the methods of
evaluating and treating families will be readily teachable to nonexperts,
transferable to different settings, and applicable to a variety of family
problems. In addition, the clinical-research link is up front and can
clearly be tested empirically. In fact, because of our interest in testing
the model, early in our program we made a decision that if a concept
could not be operationally defined it would be excluded from the
model. Some concepts that held our clinical interest (particularly those
from a psychodynamic background) were excluded because we were
unable to operationalize them. Our care in defining the model ulti-
mately made it easier to describe the treatment component of the
McMaster approach. We were able to break down the therapeutic pro-
cess of the McMaster model into a series of simple, discrete compo-
nents that can be taught, analyzed, and measured.

••••• Transportability. Related to the degree of clarity is the ease of trans-
porting the ideas, concepts, and techniques that make up any treatment
approach. Because of the emphasis we had originally placed on having
clearly defined constructs, the McMaster approach is easily transported
from one setting to another. Our interest in teaching the model and
conducting research was the driving force behind the insistence on
concept definition. Another reason we set up clear definitions was a
reaction to events that periodically occur in the field of family therapy.
That is, while it is fascinating to watch a “master of therapy” in action,
it is difficult, if not impossible, to transmit the therapeutic approach
to someone else. Since therapeutic skills are tied to the therapist in-
volved, there is no systematic description, and the concepts are impos-
sible to teach. Further, some techniques (e.g., manipulation) can be
destructive if novices try to imitate the master but do not have a clear
understanding of the concepts—either because they have not been
defined or because they have been defined so poorly that several inter-
pretations are possible. Clarity of concepts and methods, therefore,
minimizes dependence on a charismatic therapist and reduces idio-
syncratic approaches to therapy. Finally, if it is unclear what a therapist
is doing with the patient or family members, then he or she is not a
good role model. Unclear or inconsistent approaches may promote
dependence on, rather than independence from, the therapist.
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Early Stages in Developing the McMaster Approach

Once the basic framework of the McMaster model was delineated, Epstein
and colleagues worked on setting up the treatment structure and defining
the therapeutic process. The clinical and research work focused on ongoing
family therapy even as work continued with a sample of “normal” nonclinical
research subjects.12 The juxtaposition of working with clinical and
nonclinical families in several pilot projects helped in understanding varia-
tions in healthy and unhealthy family functioning. On the basis of their
original pilot studies, Epstein’s group developed a Family Classification Sys-
tem that consisted of a series of family dimensions describing areas in family
life. The group focused attention on dimensions they felt were of prime
importance in understanding families and on developing more effective
therapeutic methods. As the research and clinical work progressed, the con-
ceptualization of these family dimensions was reworked until they made
theoretical and clinical sense, and were carefully defined. The family dimen-
sions evolved into a classification system called the Family Category Schema.

Despite making progress, limitations in the research methodology be-
came apparent when work began with the schema. The original goals of the
studies were to find predictors of outcome, to develop measures of affective
interaction within therapy sessions, and to evaluate therapeutic outcome.
Because Epstein and his colleagues strongly believed in the need to integrate
clinical and research perspectives, they decided to test some of their ideas
empirically sooner rather than later. Epstein’s experience at Columbia had
already demonstrated to him the importance of understanding and ques-
tioning research findings and incorporating them into the therapeutic ap-
proach. The early studies highlighted the iterative process that is so crucial
when developing an evaluation and treatment model.

For example, because they had not developed precise operational defini-
tions of the therapeutic transactions they were interested in studying, Epstein
and his colleagues soon found that they were not able to collect precise or
reliable data. The questions posed to the therapists in the early research
protocols elicited only the overall impressions of the therapists as to what
actually took place during each session. The researchers discovered that an
objective rating of transcribed sessions revealed a totally different picture
of the treatment reports completed by the therapists. Some of the difficulties
revolved around coding affective interactions. Other difficulties arose when
deciding who was speaking to whom during the session, or who was angry
with whom. It became clear that trying to measure concepts, particularly
affective concepts such as welfare, positive, and neutral emotions, was prob-
lematic.
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Results from these preliminary studies helped the research team rethink
the research process and its goals. Epstein and colleagues learned to appre-
ciate a long-term, programmatic way of thinking. It led the group to develop
a more defined model and a therapy manual so that any therapist involved
in the study would be treating families in approximately the same manner.
Creating a treatment manual is now seen as an elementary step when testing
a therapy model. At the time, however, it was assumed that rigorous train-
ing in the model, combined with frequent discussions of therapy sessions,
ensured that therapists practiced the same method of treatment. Epstein
and his team learned firsthand the importance of standardization in re-
search protocols and the inadequacy of relying on clinical impressions and
imprecise conceptualizations.

Early research experience also taught the team that in order to make real
progress, they would need to develop instruments that would effectively
measure the key constructs of the McMaster model. After reassessing the
line of research they had already completed, the team decided to build on
their findings and to develop two major streams of work to take place con-
currently. The two areas of focus were family treatment and instrument
development. Because these areas were developed in tandem by both re-
searchers and clinicians, it was possible to identify and correct problems or
incorporate advances in therapeutic or methodological techniques with rela-
tive ease. We now believe that the continuous interweaving of clinical and
research work—that occurred from the beginning of the model develop-
ment—is one of the major strengths of the McMaster approach and one
reason why this model has endured.

••••• Family Treatment. The work that had begun in Montreal continued
when Epstein moved to McMaster University in Hamilton, Ontario.
It was in Ontario that the Family Category Schema evolved into the
McMaster Model of Family Functioning. Not only were the concepts
of the model now fully defined and operationalized, they were re-
evaluated with a new audience. That is, Epstein and his colleagues
enlisted a group of students to see if the theoretical model could be
packaged and taught by others so that it was both “teachable” and
“learnable.” Epstein did not want the model to be dependent on char-
ismatic teachers only to gain acceptance. The developers presented
their ideas at each stage of progress to students and varied groups in
the university community. These included psychiatrists, psychologists,
social workers, researchers in the social and behavioral sciences, and
family physicians. Feedback from these professionals was incorporated
into the model.
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All of the years of clinical and research work that Epstein and col-
leagues had undertaken were nicely coalescing into the completion of
the McMaster Model of Family Functioning. Work on this model was
finalized a few years later after Epstein moved to Brown University
with two of his colleagues, Duane Bishop and Gabor Keitner. At Brown,
the clinical/research group completed a treatment model and treat-
ment manual that was a blueprint for conducting family therapy. They
drew on their years of research and experience that had started in
Montreal and continued in Ontario. The result, the Problem Centered
Systems Therapy of the Family, was a detailed guide on how to evaluate
and treat families following the theoretical framework of the McMaster
Model of Family Functioning. The treatment manual was completed
at the same time that a new teaching and training program was being
instituted for clinicians in their treatment of families. The therapy
model and the McMaster approach soon became one comprehensive
package with a structure that combined clinical, research, and teaching
components.

••••• Instrument Development. As they worked on the McMaster model
and the treatment manual, the research group set about to develop
much needed assessment instruments. The development of the model
and the instruments were tied together very closely. Gaps in the re-
search program were directly related to gaps in the clinical evaluation
of the therapy sessions. Once again, the importance of the clinical-
research link became apparent—in the absence of valid assessments,
the research could not go forward. For example, many of the outcome
measures were subjective ratings by either the therapists or the fami-
lies. Not only were these subjective ratings open to bias, the correlation
between these measures and more objective measures was unclear.
Awareness of these drawbacks increased the desire to push ahead with
a search for instruments that attained satisfactory psychometric prop-
erties yet were clinically meaningful.

The approach taken when developing the subjective and objective
family assessment instruments was based on previous research work
as well as on clinical experience of treating families. The first task was
to devise a method to measure a family’s functioning. Epstein’s ap-
proach to instrument development paralleled his approach in the clini-
cal and research areas. That is, the team needed to develop instruments
that were reliable, valid, and applicable to a wide variety of settings.
Also, the measures needed to have clinical utility and research appli-
cability. The original model that the research group had worked on,
the Goal Attainment Scale (GAS), was too individualized and too
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idiosyncratic. Epstein and his colleagues went back to the drawing
board and consulted with clinicians, therapists, and researchers. The
team wanted to know what questions therapists ask a family to learn
how they solved problems, communicated, assigned roles in the family,
and other aspects of a family’s functioning. From a list of over 200
items, factor analytic methods were applied to derive several broad
areas of family life.

The results were unsatisfactory, mostly because the data reduction yielded
an assessment that seemed to be too far removed from clinical experience.
Through an iterative process of testing and retesting the instruments, using
clinical and research perspectives, the team finally became satisfied. A ruling
dictum for the clinical/research group was that the model and the instru-
ments had to have relevance and clinical sense in order for the team to re-
tain the ideas in the research design. The Family Assessment Device (FAD)
captured the elements of what was considered to be a good summary of a
family’s functioning. As work developed in refining the FAD, it became clear
that the approach Epstein used stirred some controversy among those knowl-
edgeable in the field of psychometrics. Several experts in psychometrics in-
formed the team that they were going about their work in reverse. They
were told that data for scale development should first be gathered by casting
a broad net that had theoretical relevance for family functioning but was
not necessarily connected with clinical work. Once the information was
collected, the next step was to subject these scales to factor analysis in the
creation of the final form of the instruments. It was only at that point that
the scales should be put to actual use in measuring family functioning.

Because of the strong clinical background and commitment to their pa-
tients, Epstein, together with members of his research team, resisted the
suggested approach to develop instruments since it did not make clinical
sense. They looked for an alternative method that would be robust, meet
criteria that would satisfy psychometricians, and still have clinical relevance.
They consulted experts in psychometrics, one in the philosophy of psycho-
metric work and the other in the clinical application of psychometric tests.
The consultants spent a considerable amount of time in learning the orien-
tation, background, and goals of what was becoming known as the McMaster
approach to assessing and treating families. They advised the team that the
original approach was acceptable provided rigorous psychometric proce-
dures were followed to achieve acceptable reliability and validity for the
instruments. These consultants stated that it was acceptable to do factor
analytic studies of our instruments at later stages of development rather
than at the beginning. Epstein and colleagues took their advice and real-
ized, in hindsight, the correctness of adhering to their original position of
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keeping the focus on clinical relevance. We believe that the strength and the
durability of the McMaster instruments are due, in part, to the fact that
they are so strongly grounded in clinical experience.

Application of the Model and Assessments

The more successful the research team became in psychometric development
of the assessments, the stronger was the understanding of treatment out-
comes. This was indeed positive feedback for maintaining a strong link be-
tween clinicians and researchers and for adhering to clear and precise
concepts. The development of the therapy model, completion of the treat-
ment manual and the subjective and objective assessments led to the next
phase of work. This involved the comprehensive application of the clinical
approach combined with administration of the assessments to study fami-
lies. In addition, it was now possible to initiate several research protocols
involving varied patient and non-patient populations.

When the team moved to Brown, one of the first studies completed was
a comparison of family functioning across several groups of psychiatric
patients and their family members. Concurrent studies measured the func-
tioning of families of patients with a variety of medical illnesses. The resulting
database consisted of several hundred families with a wide range of family
scores. These data allowed us to compare family functioning in medical,
psychiatric, and nonclinical populations.

Once we established that family functioning differed between clinical
and nonclinical families, the group designed several naturalistic studies that
tracked changes in family functioning over the course of an illness. Find-
ings from these studies led the group to begin work on treatment studies,
using the McMaster approach as one of the treatment arms. Depending on
the specific illness and research goals, we were able to adapt the McMaster
model to fit a number of clinical and research needs. Currently, we are using
the McMaster approach in several research projects that focus on determin-
ing the most effective combination of treatments (including pharmaco-
therapy, family, individual, and group therapies) for patients and their
families.

Summary

Research in family therapy is a very complex undertaking and requires the
input of colleagues with many different skills. Epstein began the family
therapy work over 5 decades ago with an expressed interest in expanding
his knowledge and abilities to further develop his profession and to provide
the optimal treatment for his patients. He sought to learn as many
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approaches as possible to the problems he faced as a clinician, researcher,
and teacher and then, with his colleagues, to develop a comprehensive and
cohesive method to deal with them. Although obvious to many, it bears
repeating that it takes a long time to develop the necessary expertise, know-
how, and tools in order to ensure a successful clinical, teaching, and research
program. Having some feeling and appreciation for the evolution of ideas—
from early theoretical influences, schools of thought, and previous experi-
ences—may generate a better understanding of the philosophy behind the
McMaster approach as it is presented in the following chapters.
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CHAPTER 2
The McMaster Model

 of Family Functioning

This chapter focuses on describing the model, its assumptions, and the spe-
cific concepts, including family dimensions, that are key to understanding
it. We begin with a brief discussion on our view of the “normal” family that
has been helpful in setting expectations or anchor points of family function-
ing. Clinical uses, research studies, and methods for teaching the model are
addressed in depth in other chapters in this book.

Health and Normality

To attempt to define a healthy or normal family may seem like, or actually
be, a fool’s errand. It is tempting to avoid this particular exercise, particu-
larly for those of us who conceptualize the family as a system of interacting
individuals as well as a system involving a number of other systems (cultural,
social, political, economic, biological substrates). The variables to consider
seem overwhelming. Nevertheless, the demands of a comprehensive, em-
pirical research program of the family necessitate that a series of bench-
marks of family functioning be developed. The markers of what is meant
by normal or healthy are particularly important. Although the healthy family
is not perfect, it manages problems productively.

Normality is an ill-defined concept, often meaning, “not displaying any
particular problems.” When defined in this exclusionary way, “normal” is
not a very useful concept. While a normal family is described as not having
a number of features, there is no positive statement about what a normal
family is. Another way to define normal is to equate the concept with a
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statistical average. Measurements are taken on a sample and the average
score is considered normal for the population. If the sample is representative
of the total population, then something may be known of the characteristic
being measured. However, too often this approach is flawed. For example, if
the characteristic is the frequency with which spouses discuss financial prob-
lems, and the average is once per week, it does not tell us much about the
families. It could be that the current life situation of the family influences
the amount of discussion taken place (either more than usual or less than
usual). Alternatively, it is not clear whether families with a once-a-week
financial discussion are functioning better than families who discuss their
finances more or less often.

We have taken the position that it is useful to equate the notion of “health”
with “normality.” Our reasoning is as follows. A healthy family is neither
necessarily average nor merely lacking in negative characteristics. Rather, it
has described positive features. In the sections below we use a composite
family to describe a healthy functioning family according to the MMFF.

Functioning Continuum

It is important to remember that the McMaster model does not cover all
aspects of family functioning.13,14 Rather, the model focuses on the dimen-
sions of family functioning that are seen as having the most impact on the
emotional and physical health or problems of family members. We have
defined functioning within each dimension as ranging from “most ineffec-
tive” to “most effective.” We feel that “most ineffective” functioning in any
of these dimensions can contribute to clinical presentation whereas “most
effective” functioning in all dimensions supports optimal physical and emo-
tional health. Any family can be evaluated to determine the effectiveness of
its functioning with respect to each dimension. To provide a framework on
how we view families, we describe a family’s functioning on each dimension.

Systems Orientation

The MMFF is based on a systems approach:

In this approach the family is seen as an open system consisting of
systems within systems (individual, marital, or dyad) and relating to
other systems (extended family, schools, industry, religions). The
unique aspect of the dynamic family group cannot be simply reduced
to the characteristics of the individuals or interactions between pairs
of members. Rather, there are explicit and implicit rules, plus action
by members, which govern and monitor each other’s behavior.8
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The significance of these ideas for therapy is the fact that the therapist is
not concerned with the intrapsychic pathology in the individual, but rather
with the processes occurring within the family system which produce the
dysfunctional behavior. Therapy is directed at changing the system and,
thereby, the behavior of the individual. The concepts of communication
theory, behavior theory, learning theory, and transactional approach are
drawn on, although the infrastructure remains the systems model.

Value Orientation

Practicing clinicians must appreciate how cultural values play an important
role in influencing human behavior. In depicting a normal family, we often
use value judgments when describing behavior as, for example, the appro-
priateness of a family member’s reaction of sadness or anger. However, the
expression of many values varies by culture; therefore, the judgments of
health or normality are relative to the culture of the family. Although we try
not to impose our values in conducting therapy, we recognize that we do
make value judgments. Throughout this chapter we will point out areas of
family functioning in which cultural sensitivity may be particularly critical.

Family Task Orientation

A major function of the family unit is to provide a setting for the social,
psychological, and biological development and maintenance of family mem-
bers. During the process of fulfilling this function families deal with a variety
of issues and problems or tasks which we group into three areas. If families
are unable to deal effectively with these task areas, they are more likely to
develop clinically significant problems or maladaptive behaviors.

TTTTTable 2.able 2.able 2.able 2.able 2.11111 Assumptions Underlying the MMFF15

• The parts of the family are interrelated.

• One part of the family cannot be understood in isolation from the rest of the system.

• Family functioning cannot be fully understood by simply understanding each of

the parts.

• A family’s structure and organization are important factors in determining the

behavior of family members.

• Transactional patterns of the family system are among the most important variables

that shape the behavior of family members.
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• Basic Task Area. This is the most fundamental task area of the three. As
the name implies, this area involves instrumental issues such as pro-
viding food, money, transportation, and shelter.

• Developmental Task Area. These tasks deal with family issues that arise
over the course of developmental stages at both the individual level
and family level. Individual level crises typically occur at infancy, child-
hood, adolescence, middle, and old age. Family level crises may occur
at the beginning of a marriage, at the first pregnancy, or at the empty
nest stage.

• Hazardous Task Area. This task area involves handling crises that may
arise through illness, accident, loss of income, job change, etc.

Family Dimensions of the Model

In order to understand the structure, organization, and transactional patterns
of the family, we focus on six dimensions of family functioning: Problem
Solving, Communication, Roles, Affective Responsiveness, Affective Involve-
ment, and Behavior Control. It is worth repeating that while these dimen-
sions do not exhaust important areas of family life, we feel they have the
greatest impact on the emotional and physical health of family members.
Additionally, the McMaster model does not focus on any one dimension as
the foundation for conceptualizing family behavior. Each dimension con-
tributes to a fuller understanding of such a complex entity as the family. We
have defined and delineated the dimensions and recognize that some areas
of functioning may overlap or interact with each other. Each dimension is
discussed and includes a definition, a range of functioning that we consider
healthy or normal, and examples of effective functioning.

Problem Solving

Problem solving refers to a family’s ability to resolve problems to a level
that maintains effective family functioning. A family problem is an issue
that threatens the integrity and functional capacity of the family and which
the family has difficulty solving. Some families have ongoing unresolved
difficulties that, nonetheless, do not threaten their integrity and functioning;
these “problems” are not considered. In our early work, it had been surmised
that ineffective families would have more problems than would more effec-
tively functioning families. Research showed otherwise. Although families
dealt with a similar range of difficulties, effective functioning families solved
their problems whereas ineffectively functioning families were unable to do
so.7

Family problems are divided into two types—instrumental and affective.
Instrumental problems refer to problems of everyday life such as managing
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money, obtaining food, clothing, and housing. Affective problems concern
issues of emotion or feeling, such as anger or depression. Families whose
functioning is disrupted by instrumental problems rarely deal effectively
with affective problems; however, families who have problems with affec-
tive issues may be able to adequately address instrumental problems. Many
problems present an overlap of both components of problem solving, but
effective functioning families will solve most of their problems efficiently
and relatively easily. Sometimes it can be difficult to elicit the steps they go
through in solving a problem. In contrast, it is often easy to analyze problem-
solving steps taken by families that present at clinics, for at a minimum, the
presenting problem is an unresolved difficulty.

The McMaster model includes a sequential listing and operational defi-
nition of the stages in effective problem solving:

1. Identifying the problem. The problem identification stage includes:
who identifies the problem(s); whether or not there is a pattern in the
problematic behavior that occurs; and what type of problem (affec-
tive or instrumental) occurs. A pattern refers to the repetitive ways in
which families do or do not accomplish their goals. At this point the
clinician should make sure that the family correctly identifies the prob-
lem and does not distort or displace the issue to a less conflicted area.

2. Communicating with appropriate people about the problem. The com-
munication stage considers whether the appropriate person(s) was
contacted about the identified difficulty.

3. Developing viable alternative solutions. The alternative solutions stage
includes the types of plans developed and considered in relation to
the nature of the problem. In this stage it may be particularly prob-
lematic if the family sees only one option, or a limited range of op-
tions, when a problem does not have an easy or obvious solution.

4. Deciding on one of the alternatives. The fourth stage, the decision
stage, concerns whether the family is able to come to a decision after
considering alternative plans of action or whether they circumvent

TTTTTable 2.2able 2.2able 2.2able 2.2able 2.2 Stages of Effective Problem Solving

1. Identify the problem.

2. Communicate with appropriate person.

3. Develop alternatives.

4. Decide on alternative.

5. Act on decision.

6. Monitor the action.

7. Evaluate effectiveness.
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this stage and act in a predetermined manner. In this stage one also
looks to see if those involved in the action are actually informed of
the decision.

5. Acting on the decision. The action stage addresses the degree to which
the family carries out the alternative plan they have selected. Although
the family may have decided on a course of action, they may not act
on it, act in a limited way, or carry out the action completely.

6. Monitoring the action. The monitoring stage refers to whether the
family has a mechanism by which they check to see if the decisions
agreed upon are acted upon and carried out.

7. Evaluating the effectiveness of the action and the problem solving pro-
cess. The evaluation stage addresses if the family is able to review what
happened in the problem-solving process, if they are able to learn from
the situation, if they are able to recognize successful mechanisms of
action, and if they can discern inappropriate problem solving behavior.

Families exhibit a range of problem-solving abilities from the “most effective”
families who have few, if any, unresolved problems to those “least effective”
who may not even be able to identify the problem. As family functioning
becomes less effective, family problem-solving behavior becomes less sys-
tematic. The result is that fewer problem-solving steps are accomplished.

Variations Within Normal

A normal family may have some minor unresolved problems; however, such
problems should not be of a degree or duration that creates major disruption
in the family. The family is able to resolve the majority of problems by:
discussing the issues in an open and clear manner, identifying instrumental
and affective components of the problem, communicating the problem is-
sues in a timely manner, processing alternatives, making a decision, acting
on the decision, and making sure their actions are carried out. Only the
most effective families will actually be able to evaluate the problem-solving
process. They will be able to manage all of the instrumental problems, though
they may have some difficulty in handling affective issues.

Example:

The Simpsons cannot identify any major unresolved problems. A visit
by the grandmother led to some difficulties with the children. They
describe one son as cuddly, while the other son is more active and
independent. The independent grandson, who did not receive as much
attention from his grandmother, became jealous and acted up a bit
when she visited. When his grandmother scolded him, his behavior
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became mildly problematic. Mrs. Simpson first identified the problem
and then discussed it with her husband. At the earliest reasonable
opportunity, Mr. and Mrs. Simpson discussed the problem with the
grandmother. This was done so that the grandmother was able to
support them in maintaining discipline. At the same time, Mrs.
Simpson helped her mother-in-law relate more appropriately with each
grandson.

As they dealt with the problem, Mr. and Mrs. Simpson were flexible
and made reasonable allowances for the grandmother as she came
from a great distance and was only with them briefly. They also re-
spected her individuality.

Another problem involved the older son. He did not follow rules
they had laid down about where he could and could not play. They
tried a number of disciplinary measures. When the mother realized
that they were not working, she reverted to a previous effective pattern
of using rewards. Returning to a previously adaptive approach soon
led to positive results.

The Simpsons are able to discuss problems in an open and clear
manner and to identify both the instrumental and the affective com-
ponents of each. They communicate about problems at the earliest
possible time, process alternatives quickly, make a decision, and begin
to act. They ensure that their decisions are carried out and they are
able to describe reviewing previously effective and ineffective methods.

Communication

We define communication as the verbal exchange of information within a
family. Non-verbal communication is, of course, tremendously important;
however, we had originally excluded it from the model because of the meth-
odological difficulties involved in measuring it. While we recognize that
some progress has been made in the conceptualization and measurement
of non-verbal communication, we feel that the focus should be on verbal
expression. This is in keeping with our philosophy of assuring both the
clinical and research utility of the model and our feeling that understand-
ing non-verbal communication patterns may entail more complexity (e.g.,
cultural, social, and linguistic issues) than can be addressed with the model.
Also, the MMFF focuses on the family’s pattern of communication as op-
posed to an individual family member’s style of communication. We have
found that using this more global definition of communication is more
useful for both the therapist and family members.

Like problem solving, communication is divided into instrumental and
affective areas that encompass the same problems and issues as discussed in
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the Problem Solving dimension. Families can have marked difficulties with
the affective component of communication but function very well in the
instrumental area. Rarely, if ever, is the reverse true. Two other vectors char-
acterize other aspects of communication and are also expressed in this di-
mension: the clear vs. masked continuum and the direct vs. indirect
continuum. The clear vs. masked continuum focuses on whether the con-
tent of the message is clearly stated or camouflaged, muddied, or vague.
The direct vs. indirect continuum focuses on whether messages go to the
intended target or get deflected to someone else. For example, messages
intended for one family member may be transmitted via a third person. In
either case, both the sender and the receiver are involved in the family’s
communication patterns.

The clear versus masked continuum and the direct versus indirect con-
tinuum are independent. We can therefore identify four distinct styles of
communication. The following stipulates the four styles and provides an
example of each.16

Joan is late for a meeting with Bill. When she arrives, the following state-
ments might be made:

1. Clear and direct. Both the message and the target are clear. Bill says to
Joan: “I’m upset that you’re late, but let’s get on with the meeting.”

2. Clear and indirect. In this instance, the message is clear but the in-
tended target is not. Bill says to someone else who is present, “I’m
upset with Joan because she’s late.”

3. Masked and direct. Here the context is unclear but it is directed at the
intended person. Bill says to Joan, “Are you ok? You don’t look well?”

4. Masked and indirect. The content of the message and for whom it is
intended are both unclear. Bill says to someone else who is present,
“People who are late are a pain.”

At the healthy end of the dimension, the family communicates in a clear
and direct manner in both instrumental and affective areas. At the less ef-
fective end the family communicates less clearly and less directly. Although
we focus on verbal communication, we do note non-verbal communication,
especially if it contradicts the verbal message. Contradictory non-verbal
behavior contributes to masking and may reflect indirectness of communi-
cation. Also, the clinical situation may require that we look at other factors
such as multiple messages, whether or not the message is received, and how
it is interpreted by the receiver. These principles of communication are based
on concepts delineated by Lederer and Jackson17 and available in recent texts
as well.
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Variations Within Normal

Toward the lower end of the normal functioning range, communication
around areas of conflict may not be clear and direct. There may be some
brief occasions of beating around the bush (masking), not clearly stating
one’s point of view (indirect), or having trouble clearly hearing each other
(masking or indirect).

 The Simpson family is clear and direct in their patterns of communi-
cation. There is no sense of hesitation or holding back, no talking
around the issues. They direct their comments to the person for whom
they are intended. Their talking is efficient and effective. Mr. and Mrs.
Simpson discussed the problem clearly and spoke directly with the
grandmother.

Roles

Roles are the repetitive patterns of behavior by which family members ful-
fill family functions. Families have to deal with some functions repeatedly
in order to maintain a healthy and effective system. We identify five necessary
family functions, each made up of a number of tasks and functions. Like
the first two dimensions, these functions comprise instrumental, affective,
and mixed components. In addition to necessary functions, other family
functions may arise in the course of family life.

We begin with the five necessary family functions:

1. Provision of resources. Tasks in this area are largely instrumental for
they are associated with providing food, clothing, money, and shelter
for the family.

2. Nurturing and support. These functions are considered affective as
they encompass the provision of comfort, warmth, reassurance, and
support for family members.

3. Adult sexual gratification. Affective issues are prominent in this area
for both partners must feel satisfaction with the sexual relationship
and also feel that they can satisfy their partner sexually. The level of
sexual activity required to bring sexual satisfaction between partners
varies, with some partners being satisfied with little or no activity.

4. Personal development. Functions in this grouping embody both af-
fective and instrumental components. The associated tasks operate
around the development of life skills, such as helping a child start and
progress through school, helping an adult pursue a career or voca-
tion, and helping both child and adult develop socially.
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5. Maintenance and management of the family system. This area includes
several functions that involve techniques and actions required to main-
tain standards.
a. Decision-making functions. Includes leadership, major decision-

making, and final decisions where there is no consensus. In gen-
eral, these functions should reside at the adult or parent level and
within the nuclear family.

b. Boundary and membership functions. Tasks are concerned with
extended families, friends, neighbors, boarders, and dealings with
any external institutions and agencies.

c. Behavior control functions. This area involves implementation
and adherence of behavior control functions including disciplin-
ing children and maintaining standards and rules for adult family
members.

d. Household finance functions. These instrumental tasks deal with
monthly bills, banking, income tax, and managing household
money.

e. Health related functions. Caregiving, identifying health problems,
making health care appointments (e.g., doctor or dental visits),
maintaining compliance with health prescriptions—all are tasks
related to this area of functioning.

Two additional and integral issues of role functioning include role alloca-
tion and role accountability. The concepts are defined as:

1. Role allocation. This concept incorporates the family’s pattern in as-
signing roles: whether the assignment is appropriate, the allocation is
done implicitly or explicitly, and whether the assignment involves dis-
cussion or is arranged by dictum. Questions may include: does the
person assigned the function have the necessary skills and power to
carry it out; is the assignment clear and explicit; are the tasks distrib-
uted fairly and to the satisfaction of family members?

2. Role accountability. This part of role functioning focuses on the ways
the family ensures that functions are completed. Accountability en-
sures a sense of responsibility in family members and provides for
monitoring and corrective measures.

In order to understand the roles in the family, it is important to identify
both necessary and “other” functions, to determine if the roles are appropri-
ately assigned, and to see if accountability measures are part of the family
pattern. A healthy family is characterized by adequately fulfilled functions,
clear allocation, and accountability in place. In an unhealthy family one or
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more family members are overburdened with family tasks, and account-
ability and role functions are unclear.

Variations Within Normal

Normally functioning families will, for the most part, not have difficulties
with provisions of resources, except when circumstances are out of their
control (e.g., labor action, times of economic depression). Nurturing and
support will be provided, although it may not always be immediately avail-
able. At times there may be minor dissatisfaction with the sexual relation-
ship. Periodic difficulties may occur in the areas of personal development
and systems management. In normal families these deviations from effective
role functioning do not lead to conflict. In some families, roles can be effec-
tively handled by one individual. In the most effective families, however,
there will be role sharing. Role sharing allows a family to deal with changes
from the norm, such as illness in the family. Within the normal range of
most families, members are able and willing to carry out most role functions
and are not overburdened with their tasks. Normal functioning families do
not always maintain complete accountability, nor are tasks regimented to
such a degree that there is no give-and-take; some tasks are not carried out
or there may be a delay in completing the task. The occasional lapses, how-
ever, do not lead to family conflict.

Roles within a family may vary by ethnicity, religious practice, or lifestyle
of adult members. The guidelines still provide a framework to gauge the
effectiveness of a family’s functioning.

The Simpsons are very clear about who carries out each of a variety of
family tasks. They discuss the jobs each has, are comfortable with them,
and do not feel overburdened. They share tasks in many areas, but are
also clear about their separate areas of responsibility. For example,
Mrs. Simpson takes care of the flower garden, while Mr. Simpson takes
responsibility for the lawn and shrubbery.

The task of getting up on weekend mornings with the children is
split, one doing so on Saturday, one on Sunday. Their mutual involve-
ment in dealing with their children was repeatedly demonstrated dur-
ing the course of the interview. The children clearly go to both parents
for nurturing and support as appropriate, and the parents obtain their
main support from each other. The couple is satisfied with their finan-
cial resources and quite clear about their roles in handling and bud-
geting their finances.

Both parents are satisfied with their sexual functioning. They can
discuss this openly and are able to indicate their enjoyment in being
personally satisfied as well as in satisfying each other. In the course of
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their marriage, Mrs. Simpson has become increasingly active in initi-
ating sexual activity. They are able to handle issues such as one partner
saying ‘no’ to sex with tact and sensitivity and without either one having
a sense of being rebuffed.

This family is clear in their ability to discuss the allocation of roles. In doing
so, they play to individual strengths and interests. They keep track of whether
jobs allocated to each other are carried out; when one does not carry out
the task, the other will fill in or point out the problem.

Affective Responsiveness

 In this dimension, we examine the range of affective responses of family
members by looking at the experience of family responses to affective stimuli.
We are concerned with two aspects of affective responses, whether or not
family members are able to respond with the full spectrum of feelings expe-
rienced in emotional life and whether or not the emotion experienced is
consistent or appropriate with the stimulus or situational context.

We distinguish between two categories of affect:

1. Welfare emotions. These feelings consist of affection, warmth, tender-
ness, support, love, consolation, happiness, and joy.

2. Emergency emotions. These feelings encompass fear, anger, sadness,
disappointment, and depression.

The quality, quantity, and appropriateness of the responses of family mem-
bers are the foci of this dimension. The quantitative aspect of the degree of
affective response ranges along a continuum from absence of response
through reasonable (or expected response) to over-responsiveness. The pat-
tern of overall responses of the family to affective stimuli is extremely im-
portant. However, in affective responsiveness, more than any other
dimension, the emphasis is on determining the capacity of individual mem-
bers to respond emotionally and not on their actual behaviors. A family
responding with love and tenderness, but never with anger, sadness, or joy
would be considered somewhat distorted. Furthermore, children raised in
such a family may become affectively constricted which may hinder their
own personal development. The more effective the family, the wider will be
their range of emotions and the more appropriate will be their responses.

Two considerations should be kept in mind when assessing affective re-
sponsiveness. First, the manner in which family members convey their feel-
ings is more appropriately conceptualized as an aspect of affective
communication. Second, since affective responsiveness may be particularly
marked by cultural variability, the clinician will need to be aware of and
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sensitive to cultural factors that may influence family responses. At the
healthy end of the spectrum, a family will be capable of expressing a full
range of emotions. In most situations, family members will experience the
appropriate emotion with both a reasonable intensity and for a reasonable
duration.

Variations Within Normal

Even at a fairly healthy level of affective responsiveness, one or more family
members may have difficulty experiencing a particular emotion. One spouse
may be more responsive over a range of emotions than his or her partner.
Also, there may be times when members respond inappropriately or in-
stances when there are episodes of over- or under-responding. Neither the
differences in range of emotions, nor the periodic instances of inappropriate
response are necessarily indicative of disruptive family functioning.

 Members of the Simpson family display a wide range of affect that is
appropriate and in keeping with the situation. They have suffered no
major losses in their extended family, but can describe periods of sad-
ness and loss in other circumstances. They respond with appropriate
anger and disappointment to situations. They have a good sense of
humor and are able to be affectionate and caring. They described how
Mr. Simpson was more responsive across a range of emotions com-
pared to his wife. He was able to help her get more in touch with her
feelings and more openly express her feelings. It is important to under-
stand that her capacity for feeling a certain way did not change, merely
her expression of the feeling.

 Affective Involvement

 Affective involvement is the extent to which the family shows interest in
and value for particular activities of individual family members. The focus
is on the degree of interest in each other and the manner in which the interest
is expressed. There is a range of styles of involvement, from a total lack of
involvement at one end to an extreme amount of involvement at the other
end.

We identify six types of involvement:

1. Lack of involvement. Family members show no interest or investment
in each other. They share physical and instrumental surroundings and
functions, much like a group of boarders.

2. Involvement devoid of feelings. There is some interest in this type of
involvement but little investment of the self or feelings in the
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relationship. The investment is demonstrated only when demanded
and even then may be minimal; the interest is primarily intellectual.

3. Narcissistic involvement. The investment in others is primarily ego-
centric. There is no feeling of the importance a particular situation
may hold for others.

4. Empathic involvement. Family members demonstrate a true affective
concern for the interests of others in the family even though those
concerns may be peripheral to their own interests.

5. Over-involvement. This style is characterized by over-intrusive and
over-protective behaviors shown by family members toward each
other.

6. Symbiotic involvement. Involvement is so intense that the boundaries
between two or more members are blurred. Symbiotic involvement is
seen only in seriously disturbed relationships in which there is diffi-
culty in differentiating one person from another.

There is a large range of styles in the area of affective involvement, with
empathic involvement being the most effective and healthy form. As families
move in either direction away from the empathic style, they become less
effective in their family functioning.

Variations Within Normal

Variations within this dimension can still be in the healthy range. For in-
stance, there will be instances of narcissistic interests by some family mem-
bers as well as occasional episodes of over-involvement. However, these
incidents are not continual and usually are focused on an individual member
rather than on the entire family. Family members take an active interest in
what is important to one another without over-identifying or personalizing.

In the Simpson family, members show an active interest in each other.
The children respond appropriately for their age. The parents take an
active interest in what is important to each other even though their
interests vary in several areas. They are able to respond to what is going
on with each other without over-identifying or personalizing.

Behavior Control

 The behavior control dimension defines the pattern a family adopts for
handling behavior in three specific areas: (1) physically dangerous situa-
tions, (2) situations involving meeting and expressing psychobiological needs
and drives, (3) situations involving socializing behavior both between family

Ryan-RT1585_C02.pmd 1/31/2005, 1:54 PM36



The McMaster Model of Family Functioning • 37

members and with people outside the family system. In this dimension, the
focus is on the standards or rules that the family sets in these three areas
and the amount of latitude they tolerate. This dimension concerns both
parental discipline toward their children as well as standards and expecta-
tions of behavior that adults set toward each other.

1. Physically dangerous situations. There are a number of physically dan-
gerous situations that the family needs to monitor and to be able to
control behaviors of family members. Examples that apply to children
include playing with matches or running into the road; dangerous
situations involving adult behavior may be reckless driving, drinking
to excess, or suicidal gestures. It is important to consider behavior of
all family members when assessing this dimension. This area is par-
ticularly important when dealing with aged family members whose
cognitive abilities may be diminished.

2. Psychobiological needs. Families adopt patterns of controlling behavior
when meeting their psychobiological needs such as eating, sleeping,
eliminating, sex, and aggression.

3. Socialization behavior. Standards of behavior are established by family
members when dealing with socialization both within and outside
the family. The distinction of in- and outside the family is necessary
because the rules of acceptable behavior often differ between the two.

Families develop standards of acceptable behavior for each of these three
areas. They also establish a degree of flexibility or tolerance in adhering to
these standards. Both the standard and the latitude determine the style of
behavior control.

The four styles of behavior control based on variations of the standard
and the latitude are:

1. Rigid behavior control. Rules involve a constricted and narrow stan-
dard that allows little room for negotiation or flexibility across situa-
tions.

2. Flexible behavior control. Standards and rules seem reasonable to fam-
ily members and there is an opportunity for negotiation and change.

3. Laissez-faire behavior control. At the extreme, there are no standards
or direction and total latitude is allowed regardless of context.

4. Chaotic behavior control. The family shifts in a random and unpre-
dictable fashion between rigid, flexible, and laissez-faire. Family mem-
bers do not know which standards apply at any one time and they do
not know how much, if any, negotiation is possible.
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Flexible behavior is the most effective form, and chaotic the least effective.
In order to maintain their style of behavior control, a family will develop a
number of functions to enforce what they consider acceptable behavior.

Variations Within Normal

There are variations of very effective functioning within the normal range.
Further, normal functioning families may not always use the most effective
techniques. A family may be clear about the rules of behavior in general,
while being indecisive, unclear, or lacking in agreement in a few minor areas.
For example, although parents may disagree about minor aspects of table
manners, family members are aware of the general range of what is and is
not allowed. Any inconsistency should not be a major source of conflict. It
is also important to keep in mind that this dimension does not apply solely
to children. Partners should be able to describe acceptable forms of behavior
expected from each other and be able to address the problem if those ex-
pectations are not met. One example is an expectation between partners
that there is no drinking while driving. Another might be the expectation
from each other to be home by a certain time and to call if there is a delay or
change in schedule.

Mr. and Mrs. Simpson are very clear about rules of behavior. They
take a basic stance of allowing considerable exploration and activity
by the children, and they tolerate a higher level of activity and noise
than many couples would. However, they are very clear about what
behavior is unacceptable and they intervene consistently when such
behavior occurs. They make allowances when the situation calls for it
(e.g., the grandmother’s visit), but they maintain consistency within
the framework. They also demonstrate superior techniques for hand-
ling the children’s behavior. For example, during the interview when
one child went to leave the room, he was politely, but firmly told to
stay and close the door. When he persisted, he was told again, in a
clear and slightly more forceful way. He responded as he was asked
and immediately told, “Thank you, that’s very good.”

Table 2.3 provides a summary of family dimensions, goals, and key con-
cepts of each dimension.

The McMaster Model in a Changing Social Environment

Since the MMFF was developed, there have been extensive changes in our
society, in values and morals of families and of individuals, in views on
marriage and divorce, and in the composition and makeup of family systems.
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Values shifts have resulted in changes in the position of women in society
and especially their role in the family. Varieties of family structure and or-
ganization include blended families, step-families, single parent families,
same-sex partner families. Some of these changes have radically affected
family life, have an enormous impact on both spousal/ partner and parent-
child relationships, and raise important questions about the fundamental
makeup of a family. Changes in family life have been matched by changes in
methods of examining and evaluating aspects of family life. Finally, and not
unrelated to these points, the MMFF has been practiced in environments
that are culturally different from, and with different family structures, than
that in which it was developed. Despite all the changes that have taken place
in families, we feel that the structure of the model as well as the basic findings
from our studies, albeit with a few clarifications discussed below, are still
applicable for assessing and treating families. We take this opportunity to
clarify a few points, expand on others, and present our view of how this
model works, even within a changing social environment.

Family Composition

We believe that the organizational, structural, and transactional pattern
variables are more powerful in determining the behavior of family members
than are the intrapsychic variables. We do not dismiss the contribution of
intrapsychic factors to behavior, but merely comment on our belief in the
relative power of the variables. We also believe that the emotional health of
children is closely related to the emotional relationship between their parents.
When parental relationships are warm and supportive, children tend to be
happy and healthy.

We recognize that with the variety of family compositions found today,
two heterosexual parent families are not necessarily the norm. The relation-
ship between divorced or separated parents has a profound effect on children.
The more antagonistic the relationship between the adults, the more likely
the effect will be detrimental to the children’s development. Research is only
beginning to be published concerning the effects of divorce on children’s
functioning, and the findings have been inconsistent and controversial. We
are not aware of research on the functioning of families in same-sex house-
holds, but we would expect the basic principles of the MMFF to apply. That
is, if the relationship between the parental partners is warm and supportive,
the children will feel nurtured and accepted.

Cultural Variations

The MMFF was developed in Canada and in the United States. When it was
developed, we did not realize the amount of interest this model would
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TTTTTable 2.3able 2.3able 2.3able 2.3able 2.3 Summary of Dimension Concepts

DIMENSION: Problem Solving

GOAL: Successful achievement of basic,

developmental, and crisis tasks

KEY CONCEPTS:

• Two types of problems: Instrumental

and Affective

• Seven Stages in Process:

1. Identification of the problem

2. Communication of the problem to

the appropriate person(s)

3. Development of action alternative

4. Decision of one alternative

5. Action

6. Monitoring the action

7. Evaluation of success

Most effective: When all seven stages are

carried out.

Least effective: When cannot identify

problem (stop before stage 1)

DIMENSION: Communication

GOAL: Mutual understanding

KEY CONCEPTS:

• Two types of communication: Instru-

mental & Affective

• Two independent dimensions:

1. Clear versus Masked

2. Direct versus Indirect

• Above 2 dimensions yield 4 patterns

of communication:

1. Clear and Direct

2. Clear and Indirect

3. Masked and Direct

4. Masked and Indirect

Most effective: Clear and Direct

Least effective: Masked and Indirect

DIMENSION: Roles

GOAL: Successful role integration

KEY CONCEPTS

• Two family function types: Necessary

and Other

• Two areas of family functions: Instru-

mental and Affective

Necessary family functioning groupings:
A. Instrumental- Provision of resources

B. Affective—Nurturing and support—

Adult sexual gratification

C. Mixed—Life skills development—

Systems maintenance and manage-

ment

Other family functions:
Adaptive and Maladaptive

• Role functioning is assessed by con-

sidering how the family allocated

responsibilities and handles account-

ability for them.

Most effective: When all necessary family

function are achieved have clear alloca-

tion to reasonable individual(s), and ac-

countability is built in.

Least effective: When necessary family

functions are not addressed and/or allo-

cation and accountability not main-

tained.

(continued)
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DIMENSION: Affective Responsiveness

KEY CONCEPTS:

• Two groups of emotions: Welfare and

Emergency

Most effective: When full range of re-

sponses are appropriate in amount and

quality to stimulus.

Least effective: When very narrow range

of responses exists (1–2 only) and/or

amount and quality is distorted, given the

context.

DIMENSION: Affective Involvement

GOAL: Security and autonomy

KEY CONCEPTS:

• A range of involvement with six styles

identified:

1. Absence of involvement

2. Involvement devoid of feelings

3. Narcissistic involvement

4. Empathic involvement

5. Over-involvement

6. Symbiotic involvement

Most effective: Empathic involvement

Least effective: Symbiotic and Absence of

involvement

DIMENSION: Behavior control

GOAL: Maintenance and adaptation

KEY CONCEPTS:

• Applies to three situations:

1. Dangerous situations

2. Meeting and expressing psycho-

biological needs and drives (eating,

drinking, sleeping, eliminating,

sex, and aggression).

3. Interpersonal socializing behavior

inside and outside the family.

• Standard and latitude of acceptable

behavior has four styles:

1. Rigid

2. Flexible

3. Laissez-fair

4. Chaotic

• To maintain the style, various tech-

niques are used and implemented

under role functions (systems main-

tenance and management.)

Most effective: Flexible behavior control

Least effective: Chaotic behavior control

TTTTTable 2.3able 2.3able 2.3able 2.3able 2.3 Continued

generate in the United States, Canada, and overseas. To date, the model has
been applied in a variety of cultural settings, usually via one of two formats.
First, one of the developers/senior therapists presents the model to other
clinicians or health care professionals in a series of workshops lasting up to
one week. Alternatively, professionals in the field of health care have come
from several countries to work with the Family Research Program at Brown
in order to learn the model. English-speaking countries in which the model
has been taught, or from which students have originated include: England,
Scotland, Ireland, Australia, Israel, South Africa, India, and the Netherlands.
Other countries where the model is being practiced are Mexico, Italy, Hun-
gary, France, Japan, Chile, Argentina, Peru, and Spain.
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One reason the MMFF transcends different languages and cultures is
that, whatever the specific makeup and culture of the family, families still
need to meet their basic needs and function as a unit. Superior-functioning
families can be readily identified despite the variation in composition that
we see in our own, and other, societies. Cultures likely vary in the emphasis
they place on family dimensions or in how the dimension goals are expressed
or fulfilled. Nonetheless, the emotional health of individual family members
is related to the overall structure and function of their families. Correctly
applied, this model can discriminate among families of widely varying levels
of functioning. The model can be used in different cultures because it does
not prescribe a specific outcome for families. Rather, the focus is on how a
desired outcome is carried out within the family structure and cultural be-
liefs. Thus, the crux of the model lies in the process and ways of dealing
with problems as opposed to applying specific solutions. The model focuses
on the way in which families negotiate and resolve their differences and
overcome obstacles whereas other models impose a “correct” solution to a
problem by some external standard.

Dissonance and Accordance

A family in agreement or, equally important, not in apparent conflict, does
not equate to healthy functioning of the family or within a particular dimen-
sion. In fact, a clinician may need to shake the complacency of a family if
there is pathology present that is either not acknowledged or is being avoided
by family members. This stance is in contrast to postmodern models which
posit that clinicians should not be so directive with families.

General Functioning Dimension

Those who are somewhat familiar with our model might wonder why the
General Functioning scale is not represented in this chapter. The model
captures family dimensions that are seen as being crucial to a family’s effec-
tive functioning. The General Functioning dimension was an outgrowth
from the development of the FAD. This dimension was not, and is not, seen
as part of the clinical evaluation of the family. It has been used very effec-
tively, mostly as a research tool, sometimes as a teaching tool, but not specif-
ically in a clinical setting when treating families. Further discussion of this
scale is presented in chapters 5 and 6.

Treatment and Evaluation

Family therapy is not for everyone. Patients and family members may not
need family treatment, may not be ready for it, or may need to supplement
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it with other forms of therapy. Likewise, a therapist may not be comfortable
using family therapy or working with several family members at once. There
is no doubt that family therapy can be a daunting task. But the richness that
is available to the therapist, family members, and students who make use of
a comprehensive family evaluation and treatment model makes the task
well worth the effort. The following chapter provides the blueprint for how
to work with and apply the McMaster model when assessing and treating
families.
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CHAPTER 3
The Problem Centered Systems

 Therapy of the Family

Despite the variety of theoretical models underlying clinical work in the
area of family therapy, there is no generally accepted framework within which
to perform family assessment and treatment. The diversity of models can
sometimes lead to an undisciplined approach to treatment just when it is
most important for those treating families to be clear and consistent about
the conceptual frameworks they use. The origins of the PCSTF18–20 were
conceived when Epstein and a colleague had previously worked together at
McGill but had not observed each other’s work with families for some years.
While reviewing videotapes of each other doing family therapy, clear differ-
ences were observed with respect to the minor moves and interventions
they both made. This was not the case for the major steps they followed
which were strikingly consistent. Both therapists followed the same sequence
of major steps that Epstein and colleagues labeled as the macro stages of
therapy.

The effect of this observation was the realization that Epstein and his
colleagues may have focused on the wrong level when they taught therapy
skills. Taking a step back and looking at a higher level of abstraction actually
made it easier to see clear stages in the treatment process. For example, many
psychotherapists value the subtle interventions, strategies, and interpreta-
tions that make up the “art” of therapy. Observations of these two advanced
therapists demonstrated significant differences in these areas yet striking
similarities at a more general level of conducting therapy. Epstein concluded
that the subtle interventions and strategies are the tools therapists use to
build the therapy structure but the major structural components or stages
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of therapy are the essential building blocks of treatment. Since macrostages
can be operationalized, therapists with a wide range of abilities and different
therapy styles are able to follow them. This realization led the team to further
delineate and analyze differences between the major and minor therapy
moves and the utility of these concepts in teaching and research.

Basic Principles

Before detailing the PCSTF, we discuss several principles that underlie the
treatment model. Some issues were touched upon in chapter 2, but here we
elaborate since understanding our approach to family therapy is essential
for treating families successfully.

Emphasis on Macro Stages of Treatment

We use the term macro stages to define the major stages of treatment. They
are the large sequential blocks of the treatment process (assessment, contract-
ing, treatment, and closure) that incorporate a number of substages. Thera-
pists make use of a variety of strategies and interventions in the course of
leading a family through these macro stages. Strategy refers to the options
and courses of action that may be taken to successfully complete a macro
stage. We differentiate the macro stages and the strategies required to nego-
tiate them from the micromoves, the specific interviewing and intervention
skills, such as those outlined by Cleghorn and Levin21 and Tomm and
Wright.22 Several texts are available that provide updated techniques for
honing interviewing skills.23–26 Micromoves constitute the numerous inter-
ventions made by a therapist while carrying out the macro stages. They
may include techniques for labeling, focusing the family on a problem, and
clarifying communication.

Neither the macro stages nor the micromoves should be confused with
style that reflects the personality of the therapist and includes qualities such
as the choice of wording, use of gestures, and method of confronting. This
aspect of therapy is often noticeable when observing a gifted therapist and
should not be confused with the general strategy or micromoves the therapist
is using to complete a step in the macromove sequence. One advantage of
the PCSTF is that it asks therapists to focus on the stages and steps in therapy.
The therapist does not need to change personality to become a good therapist
or to use the model. Because of an emphasis on macromoves, the McMaster
approach accommodates therapists with a variety of clinical styles.

In addition to varying in their therapeutic style, therapists also vary in
their repertoire and number of micro level skills. Generally, we can say that
the wider the range of skills available to therapists, the more effectively and
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efficiently they will carry out treatment. We anticipate that expert therapists
will use the full range of their skills and advanced techniques when apply-
ing the PCSTF approach. Less experienced therapists will use the PCSTF as
a basis for a structured treatment approach on which they can continue to
develop more focal skills. Overall, we believe that if the treatment concepts
are consistently applied, if the steps and sequences defined in the therapy
approach are adhered to, then most therapists (including beginning thera-
pists) can be reasonably effective in the majority of their cases.

We emphasize that the macro stages of therapy are the most important
level of focus. We are aware that specific strategies and micro-level interven-
tion skills are important and will discuss them when we feel they are im-
portant for an adequate and efficient completion of a given stage. However,
since a major premise of the PCSTF treatment approach is that completing
the steps and sequences of the macro stages yields effective results, they
remain the focus of this chapter.

Collaborative Set

The PCSTF stresses active collaboration with family members at each stage
of the treatment process. This idea of collaboration between the therapist
and family members is the forerunner of the concept of therapeutic alliance
that is so popular today. The importance of the therapeutic alliance rein-
forces our early identification of this principle as a focal part of the therapy
process. The family must agree to and be a part of this collaboration through-
out the therapy process or else there is no therapy. The therapeutic contract
is based upon this total mutual commitment to work at the therapy.

Open and Direct Communication with the Family

The therapist explains his or her actions in open, direct communication
with the family at each step in the therapy process and makes sure that
family members clearly understand and agree to what he or she is doing.
The open approach ensures that the family accepts and is prepared for each
step and fosters a collaborative response on the part of the family to the
treatment. An important corollary of this principle is that indirect or para-
doxical interventions are not used in the McMaster approach.

Focus on the Family’s Responsibility to Effect Change

The PCSTF focuses on the family’s responsibility to change by emphasizing
that family members actually do most of the therapy work. Family members
are directly involved in identifying, clarifying, and resolving the difficulties
and problems of the family. The ideal role of the therapist is that of a catalyst,
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clarifier, and facilitator. The therapist facilitates the achievement of objec-
tives such as family openness, clarity of communication, and development
of active problem-solving abilities on the part of the family members. In
the process, family members become aware of their strengths and their short-
comings and develop effective problem-solving methods that can be general-
ized to resolve future difficulties. They are trained to become their own
family therapists and problem solvers, thereby diminishing the need for the
therapist.

Emphasis on Assessment

When conducting an assessment, the therapist elicits information about
the structure, organization, and transactional patterns of the family. Addi-
tional family problems are often revealed in the assessment stage. Before
proceeding with any therapy, we believe it is necessary to understand the
family system and its problems and strengths as fully as possible. The diag-
nostic work-up must be thorough and complete before the treatment is
prescribed, much less embarked upon. A surgical analogy would be to make
an incision in the general area of pain and then to poke around hoping to
find the true source of the problem.

 A surprising but welcome clinical finding resulting from our thorough
approach to assessment has been the degree to which it facilitates the therapy
process and leads to more satisfactory outcomes. We find that in many cases,
after completing a thorough assessment stage, the healing process has begun
and little remains to be done to achieve a satisfactory outcome. This may be
due to several factors. When the assessment stage is properly executed, it
brings about a fruitful engagement process that induces family members
into an active collaborative functioning throughout treatment. The assess-
ment procedure filters out the poorly motivated and strongly reinforces the
positive motivation for treatment where it is present—even in highly latent
form.

In uncomplicated cases family problems become so clearly defined by a
good assessment that well-motivated families quickly become aware—often
with minimal input by the therapist—of the steps that need to be taken to
achieve satisfactory problem resolution. These families are often able to
develop and achieve the necessary actions on their own initiative.

When confronted with a family emergency or acute crisis, a different
and more active intervention may be necessary. Appropriately dealing with
immediate issues may delay the full assessment, but should not cancel it.
Family therapists often think they understand the family and its dynamics
after resolving a crisis situation. Seeing a family in crisis, however, does not
give a comprehensive view of family problems or strengths. The therapist
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may need to deal with the crisis before completing a full assessment and
proceeding to other stages of the model and treatment.

Inclusion of the Entire Family

When seeing a family for the first time, we prefer that all family members
living at home are present. We may subsequently include significant extended
family and outsiders actively involved with the family. This allows us to
obtain a full range of views, resulting in a comprehensive assessment of the
situation, an indication of potential allies and supports, and direct observa-
tion of parent-child and sibling interactions. It is also an opportunity to
clarify the general course of action for everyone. To assess the parents’ sexual
relationship we either set aside a separate session for the parents or have the
children wait outside the therapy room. Although we would also prefer that
all members participate in the total treatment process, in some situations it
may be clinically advisable to exclude some family members. Basic thera-
peutic values and ethics and the therapist’s judgment must be relied upon
when a decision needs to be made regarding exclusion of some family mem-
bers. It is our experience that, except when the parental sexual relationship
is being discussed, the need to exclude members occurs very rarely. Finally,
despite the concern of some postmodern therapy models, family members
are not likely to be hurt by exposure to the family therapy process.

There are several reasons for including all family members in the therapy
process. First, the PCSTF evaluates the total family system, not just one or
two members. The therapist cannot know the family system if an important
family member is missing; the assessment will remain incomplete. Also, there
is often one family member who is carrying a disproportionate burden of
the family’s problems. If appropriately supported, this person can be very
helpful in outlining the true nature of the family’s issues. In each family this
role may fall on a different person; by having all family members come in
there is a greater chance of including him or her in the treatment process.
Second, a full assessment may suggest that the total system needs changing
or that only one or two components need changing. Because change in part
of the system will, by definition, change the total system, all family members
are involved. Third, even when a member is not directly involved in specific
interactions, he or she may be helpful in an informal role of co-therapist or
auxiliary therapist. In fact, a major strength of the PCSTF approach is train-
ing family members to positively intervene and be more effective problem-
solvers within their own family. Finally, the presence and participation of
all family members allows the therapist to better evaluate the change pro-
cesses in the system.
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There are exceptions. In emergency cases, we vigorously attempt to have
everyone present but will not refuse a beginning initial assessment solely
on the grounds of all members not being present. Reasonable medical ill-
ness and the inability of an acutely psychotic individual to participate with-
out major disruption are other exceptions. When a significant member, such
as a spouse or the identified patient, fails to show for an appointment, the
situation obviates against open and collaborative assessment and must, there-
fore, be dealt with directly by confronting the difficulty before beginning
treatment.     We insist that members who are a focus of discussion attend, so
that if issues involving them arise they will be present for discussion.

When no emergency exists and a significant member has not shown up,
we will sometimes cancel the session, pointing out that it makes no sense to
begin the process without the presence of such an important member. We
let the family members know that if they want our help it is their job to
bring the absent member. We encourage this by scheduling another appoint-
ment. Our experience is that the therapist’s confidence, clarity, sensitive
understanding, and intervention usually result in the desired members being
present for the assessment.

Emphasis on Current Problems

The focus of therapy is on the specific problems of the family. These include
the presenting problems as well as those identified during the assessment.

Focus on Family Strengths

Because of the focus on healthy families during development of the MMFF,
our approach to treatment explicitly recognizes that all families have
strengths that should be recognized and fostered during treatment. Since a
major tenet of the PCSTF approach is to develop as much independence
and responsibility as the family can handle, it is important that the therapist
accurately assesses the strengths of family members as well as their limita-
tions. A related issue is the therapist’s acceptance of the family’s methods
for accomplishing tasks. If the family has worked out strategies for dealing
with particular issues, and the strategies are effective, we do not attempt to
change them, even if they appear unusual or unorthodox.

Focus on Behavioral Change

The emphasis of the PCSTF is on changing current behavior of the family.
Family members’ desires for change in attitudes, beliefs, or opinions are
reformulated into requests for change in observable behavior. These changes
in behavior are the defined goals of treatment. The behavioral focus does
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not deny the importance of cognitions or affect, but recognizes behavioral
change as the most expedient since it is public and measurable. Cognitions
and affect are addressed in the PCSTF, but the goal is to promote change in
behavior.

Time Limitations

The PCSTF is time limited in that it is tailored to a set of 6 to 12 sessions
spaced over a period of weeks, months, or a year. Session intervals and the
length of the individual sessions will vary depending on the issues involved
in each case. Early assessment sessions may be longer depending on the
needs of the case, the setting, and the stamina of the family and the therapist.
Later, task-setting treatment sessions may be as short as 15 to 20 minutes.
For some families, a thorough assessment with all family members present
is sufficient to clarify issues and address the presenting problem. In general,
however, we expect the assessment stage to take one or two sessions, with
the remaining four to ten sessions focused on treatment. In the assessment
and early treatment sessions, the family may be seen weekly. If all goes well,
the sessions may be spread out to every 2 weeks, then to once a month, and,
if still needed, to once every 3 to 6 months. During these intervals, the family
works on the identified problems and the actions that were agreed upon in
the family sessions. Families are encouraged to contact the therapist if they
need help during the session intervals.

We stress limiting the number of treatment sessions for several reasons.
First, imposing limits on therapy sessions stimulates therapists and families
to more active involvement in the therapeutic work, thereby facilitating
change. The objectives of the therapy are more clearly in the forefront of
their work together. When no limits are set, families and therapists often
develop a mutually satisfying relationship that they are reluctant to relin-
quish. Therapy drags on for long periods to the mutual enjoyment of all
concerned but with no demonstrable relationship between length of therapy
and effectiveness of results. Second, holding family members to a limited
number of sessions communicates to them that the therapist is confident in
their ability to work at effecting change. This approach emphasizes strengths,
rather than weaknesses, of the family and often leads to a reduction of doubt
and anxious tension often experienced when the family first comes in for
treatment. Third, concern for the cost-effectiveness of treatment is another
reason for limiting the number of therapy sessions. Long-term multiple
sessions are very expensive and may be an exorbitant use of limited skilled
resources.

If a therapist feels that treatment should go beyond 12 sessions, a re-
evaluation of the treatment situation should take place and, if possible, a
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consultation sought. Certainly there are times when the therapy is going
well yet requires more sessions due to the complexity of issues being dealt
with or new problems that have arisen. These situations are less likely than
cases in which the therapy has gotten off track and become bogged down.
Although it may be the inexperience of the therapist, even experienced and
skilled therapists get caught in a pathological family system. Putting a limit
on the number of sessions, with consultation and discussion built into such
limits, is a useful mechanism to have in place.

Two points related to the time-limited nature of the model may need
clarification. While learning the model, therapists may need two full sessions
to complete a satisfactory family assessment. They may feel daunted by this
and pressured to begin treatment. Families usually respond positively to a
thorough assessment, however, and feel reassured by a therapist’s desire to
understand the family before offering a prescription for treatment. Second,
even after completion of the therapy, family members are encouraged to
call upon the therapist in the future for any further family work that may be
needed.

Stages of Treatment

The four macro stages of the PCSTF are: (1) Assessment, (2) Contracting,
(3) Treatment, and (4) Closure. Each stage contains a sequence of substages,
the first of which is always orientation.

A major problem in clinical work is that practitioners assume that patients
know what the therapist is doing and in what direction the therapy will
move. Too often, we have found that patients and family members do not
know why they are meeting, what to expect, and what is expected of them.
The effect is dehumanizing to patients and families, not because therapists
are unsympathetic, but because we presume a knowledge and understand-
ing on the part of the patients and families about the way we work. From
the moment family members come in, we orient them to what we are doing
and seek their permission and agreement before proceeding from one step
to another. We try to make them as aware as possible of what we are doing
by being both clear and explicit. This is done out of respect for the families

TTTTTableableableableable 3. 3. 3. 3. 3.11111 Basic Principles of the PCSTF

• Emphasis on macro stages of treatment • Entire family present

• Collaboration with family members • Address current problems

• Open and direct communication • Focus on family strengths

• Family responsible for change • Behavioral change

• Thorough, complete assessment • Time-limited
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we work with and our belief in their right to know exactly what is going on
at all times. Further, we believe that therapy is more effective when families
are aware of and in agreement with what is being done.

The orientation to the assessment stage is quite detailed and sets the tone
and direction of therapy. Orientations to later stages of treatment are briefer
and used to indicate a change in the focus and task. We use the orientation
to explicitly set rules and expectations. The family’s agreement with the
summary at the end of each stage allows us to confront possible resistance
at later treatment stages by reiterating to the family the agreement that was
previously obtained. After a general orientation, each substage is approached
systematically, with the therapist guiding the process. At the conclusion of
each step, the therapist and family members review and reach agreement
on what has been accomplished before they move on to the next stage. As
we review each stage, the goals and methods for assessing achievement will
be discussed.

Assessment Stage

The first, and in many ways the most important, macrostage is the Assess-
ment Stage. This stage has three main goals. First, the therapist orients the
family to the treatment process and establishes an open, collaborative rela-
tionship with the family. Second, the therapist, with the family members,
identifies all current problems in the family, including the presenting prob-
lem. Third, the therapist identifies family dynamic patterns that appear to
be causally related to the family’s problems. The specific family issues that
the therapist has formulated are presented to the family and accepted as
accurate or amended as needed.

Because of the importance that the PCSTF places on a thorough
evaluation of the family system, the therapist should take as many sessions

TTTTTable able able able able 3.23.23.23.23.2 Stages and Steps in the PCSTF

1. Assessment Stage 2. Contracting Stage

A. Orientation A. Orientation

B. Data gathering B. Outlining options

C. Problem description C. Negotiating expectations

D. Problem clarification D. Contract signing

3. Treatment Stage 4. Closure Stage

A. Orientation A. Orientation

B. Clarifying priorities B. Summary of treatment

C. Setting tasks C. Long-term goals

D. Task evaluation D. Follow-up
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as necessary to complete a full assessment. The number of assessment ses-
sions required will vary due to the therapist’s expertise and the nature of
the family’s problems. Beginning therapists can be expected to take longer
in the assessment stage; advanced therapists may take longer with more
complex problems and families. Paradoxically, we find that extra time in
the assessment stage often reduces the number of task-oriented treatment
sessions required. Several reasons may account for this. A thorough assess-
ment results in delineation of the issues involved in the family, provides
each member of the family with a chance to offer his or her opinion on
family matters, helps family members focus on the issues, and provides an
opportunity to tease out problems that family members did not recognize.
In addition, the inherent family strengths, as well as deficits, are made clear.
Such exposure often points to obvious solutions the family may have missed,
thereby cutting down the number of actual therapy sessions required.

If more time is needed to complete the assessment stage when a session
comes to an end, we summarize our findings to that point and clarify that
we require more information before a decision is made regarding diagnosis
and treatment. At this stage we seldom space the sessions more than a week
apart. Most families appreciate that relatively long-standing problems can
wait for completion of a thorough assessment. Although we urge therapists
to take as long as necessary to complete the family assessment, we realize
that this may become a problem if the evaluation takes so long that the
family loses interest. Earlier we discussed the strategy a therapist can take in
an emergency situation. An unduly long assessment may be due to the
therapist’s inexperience, lack of focus, or numerous/complicated family
issues. We believe that by following the model the therapist will obviate
these problems in most cases.

The assessment is based on family member reports. The therapist con-
firms the impressions by observing the family’s behavior in session. At any
time, the therapist may confront and clarify contradictions between the
stated information and observed behavior and between information offered
by different family members. The therapist’s impressions are condensed and
fed back until the family agrees that an honest appreciation of the family’s
functioning has been obtained.

The therapist takes care to gather firm evidence to support his or her
hypotheses about the family before putting them forth as opinions. If the
therapist has a strong clinical hunch and no confirmatory evidence, it should
be presented to the family as such, either as a hunch or an impression. Family
members can be asked their opinion about the validity of the impression.
This approach prevents the therapist from taking off into flights of fantasy
without evidence, yet allows him or her to test clinical hunches and exercise
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clinical intuition. It engenders confidence and respect on the part of the
family for the therapist’s objectivity, impartiality, and respect for data. Fur-
ther, it reinforces the role of family members as participants in the treatment
process.

If there is substantial disagreement, but the therapist has sufficiently clear
data to make an accurate judgment, the therapist can suggest: “Okay, you
(we) disagree in this area, so let’s agree that it is at least problematic in that
respect and move on to another area I wish to explore.”

The assessment stage consists of four steps: (1) orientation, (2) data gath-
ering, (3) problem description, (4) clarification and agreement on a problem
list.

Orientation

We orient the family by clarifying why they think they are there, what each
member expects will happen during the session, how they think the session
was arranged, and what they hope the outcome will be. This often provides
useful information and helps avoid later resistance. The following suggests
wording that the therapist (T) might use:

I’d like to find out from each of you what you thought was going to
take place here today? I’d also like to know why you think all the family
is here? And I would like to know what you’d like to see come out of
this session? What do you particularly want to see addressed or have
an answer to?

We condense and feed back their ideas and then briefly outline our ideas,
including why we understand the family is there, what we already know
about them in general, what we plan to do, and what we hope to achieve. At
this time we obtain their permission to proceed. We also explain our ratio-
nale for seeing them as a family.

T: Fine. Now that I have your ideas, let me explain mine. I asked you to
come in because I need to have a clear idea of how you function as a
family. This gives me a clearer understanding of the entire picture
and helps me to work out with you how things can be more helpful
for John and all of you. I know you have concerns about John’s getting
upset and being hard to manage. That obviously affects all of you and
not just John. Part of the reason it’s important to meet with all of you
and understand how you function is that I know that the way a family
functions influences what happens to each family member. So, before
deciding on a possible treatment, I need to have a clear picture of how
you function as a family.
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I’m going to jump around a bit to find out about your family and
ask a number of questions in different areas. Some may seem unrelated
to John’s problem, but they’re important for me to know about. I’ll
clarify as I go along to make sure that I have a correct impression of
how you operate as a family. At the end of the session, I will summarize
where we seem to be at that point. Do you have any questions? Is that
okay, then? Can we go ahead with my finding more about your family?

Data Gathering

With this step, we gather data about the presenting problem, overall family
functioning, additional investigations, and other problems. The therapist
asks family members what they think are the problems in the family. Each
family member is asked his or her opinion. This helps to focus them on the
issues, gives them an outlet to express their feelings, and creates an atmos-
phere for listening and discussing. In the following sections we pose several
questions that may be used to help focus the family and the therapist. By
listing the questions emphasizing different areas of family functioning, we
do not mean to suggest that the therapist needs to ask each and every one.
The questions are provided as an aid to understand the family system.

Presenting Problem(s)
The therapist begins by asking the family to describe the problem(s) that
brought them to treatment. Sufficient time is spent in gathering data so
that the therapist develops an accurate picture of the nature and history of
each problem. The therapist explores the factual details, the affective com-
ponents of the problem, the historical perspective, the precipitating events,
and who is mainly involved in the problem and how.

An example will help. A teacher’s telephone call about John’s problems,
what the teacher said, and the mother’s observation of John’s withdrawal
and increased disobedience are factual details. The mother’s reaction of frus-
tration and later helplessness, the father’s fury at John and at the mother for
not disciplining him, and John’s feelings of guilt and sadness are affective
components of factual details. Details that the problem began 6 months
ago, got better for a short time, and then deteriorated are historical compo-
nents. The father’s recent change in jobs may be a precipitating event, and
John’s entry into adolescence is a developmental issue.

When describing the presenting problem, we use the MMFF dimensions
to frame the issues. In this example, we explore how the family attempted
to solve the problem, how they communicated about it, and what behavior
control issues may be involved. In exploring the problem, other issues may
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arise and be defined as difficulties. The mother may feel that the father does
not support her in dealing with any of the children, the father may feel that
the mother does not understand his situation, and John recognizes the con-
flict between his parents, gets upset, and runs away. After discussing the
problems, we feed back our understanding of each issue and make sure that
everyone agrees that we have a clear understanding.

T: At this point I’d like to make sure that I understand things correctly.
We seem to agree that (1) John has been harder to manage, particularly
for you (mother). John, you and your sister both notice your mom
and dad disagreeing, but this upsets you more than your sister and
you take off, which gets you into even more trouble. (2) Both of you
(mother and father) are not able to get together and solve problems.
This makes both of you unhappy and increases the tension between
you. (3) You (mother) feel that your husband has not been supporting
you—not just with John, but also with the other children. And (4)
you (father) have been down because of changes at work and because
you don’t feel your wife is understanding of the work situation. The
effect is you feel you’re failing not just at work but also as a husband
and father. (5) The family is having trouble adjusting to dad’s job
change. All of this has developed in the past six months and was not
the case previously. Dad’s job change seems to be the biggest stress
associated with it all. Do I have it right to that point?

Overall Family Functioning
The next step moves from an assessment of the presenting problems to an
exploration of overall family functioning. We first orient the family to this
change in focus.

T: Now I’d like to switch to get a general idea of how you operate as a
family. Is that all right?

The therapist assesses the family on the six dimensions of the MMFF:
problem solving, communication, roles, affective responsiveness, affective
involvement, and behavior control. The assessment focuses on detailing
strengths and difficulties in each area of family life and helps us determine
aspects of overall family functioning that influence the emotional or physical
health of family members. At this stage of the evaluation a critical point to
keep in mind is that the assessment focuses on the family’s overall function-
ing and avoids developing formulations based on data related to the present-
ing problem, data that by their nature are more likely to be negative. The
assessment is approached tactfully, directly, and honestly. We explain what
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we are doing and discuss all issues openly. As we examine each dimension,
we feed back to the family members our understanding of both their assets
and their shortcomings in each particular area. We emphasize strengths since
doing so is supportive and central to the therapeutic planning that will follow.

The following section suggests a line of questions to ask family members
when assessing each dimension. A thorough clinical exploration of each
area will lead the therapist to an accurate assessment of the family’s func-
tioning, and their strengths and weaknesses, while focusing on an important
area of family life. For those who are less experienced in conducting family
interviews or who prefer a more structured set of questions, the McMaster
Structured Interview of Family Functioning (McSIFF), described in chapter
5 (and included in Part II) may be used to pinpoint areas of difficulty that
the family is experiencing.

Clinical Exploration—Problem Solving

We ask family members to identify family problems that have come up within
the past two to three weeks so that we can explore the family’s problem
solving ability. We indicate that all families have problems and that we are
interested in problems they have solved and those they have had difficulty
with. After identifying a problem, we ask them to describe it in some detail.
If it was largely instrumental in nature, we ask about their responses and
reactions to facing a similar problem so that we can explore the affective
component of the problem. If all the problems they encountered in the past
two to three weeks were instrumental, we ask them to identify the last prob-
lem they can remember where people had trouble with their feelings, were
upset, or felt down. After identifying any given problem, we explore the
family’s attempts at resolving the problem, using the stages described in
chapter 2. As we explore what the family did or did not do at each stage, we
feed back our understanding to family members to make certain that we
have correctly identified how they handled the stage in question. The follow-
ing are examples of questions that might be used to examine each step of
the process 27 (also see Table 4.1, p. 108).

Questions on identification might include: When that problem arose,
what did you think was going on? Did you feel anything else was involved?
Did you all see the problem the same way? (Here we would explore specific
differences, as well as elaborating on the instrumental and affective compo-
nents of a given problem.) Who first noticed the problem? Are you the one
who usually notices such things? Who else notices problems like that?

Questions regarding of the problem to the appropriate resource would
be: When you first noticed the problem, what happened? Whom did you
tell about it? Is that who you would usually tell? When did you tell them?
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Did any of the rest of you notice the problem but not tell anybody? What
stopped you? Is that the way the rest of you see it?

To assess the development of alternatives step, we would ask: What did
you think of doing about the problem at that point? Did you think of any
other alternatives? Who thought of the plan? Did any other people have
ideas? Did you share them?

Decisions and actions might be probed by: How did you decide what to
do? Who decided? How did you decide on that alternative? What did you
expect might happen if you used your other alternative?

We check on monitoring the action with questions such as: When you
decided on your choice of action, did you follow through? Who did what?
Do you usually check to see that things get done after you have decided?
Who usually checks?

Questions on evaluating success of action might include: How do you
think you did with that problem? As a family, do you ever discuss how you
think you did in handling problems? Do you ever go over the problems and
what happened?

Finally, we ask summary and general questions such as: Is that the way
you would generally handle problems such as this? What is similar to your
usual pattern? What is different? Do problems such as that make it hard for
you as a family to function well? What other areas do you feel create prob-
lems? (With the last question, if other problems are identified, we might
revert to questions about the steps the family took to explore the newly
identified problems.)

In exploring problem solving, we make sure that we have a solid under-
standing of the family’s handling of instrumental and affective difficulties.
These questions are also useful in exploring the presenting problem. In ad-
dition to understanding the presenting problem, it is helpful to know about
the identification and communication of the problem, development of alter-
natives, action taken, monitoring the action, and evaluating the effective-
ness of the action.

Evaluation of Functioning. Generally, the fewer unresolved problems,
the healthier the family. Also, the more problem-solving steps accomplished
by a family in pursuing a solution to a problem, the healthier the family. If
a family differs widely in its ability to solve problems, the therapist deter-
mines which problems are causing the most difficulties for the family’s func-
tioning. Difficulties with instrumental problems receive a more negative
rating than difficulties with affective problems. At the healthy end of the
dimension we conceptualize a family with few, if any, unresolved problems.
When family members encounter a new problem situation, they approach
the problem systematically and evaluate the outcome of their attempt to
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solve the problem. Moving towards the disturbed end of the spectrum, the
family’s problem-solving behavior becomes less systematic (they accom-
plish few problem-solving steps), and they are more likely to deny or mislabel
the problem. At the very disturbed end of the dimension, families consistent-
ly deny or mislabel problems, have long-standing unresolved problems, and
problems tend to generate much conflict within the family system.

Clinical Exploration—Communication

In assessing communication, we observe communication patterns that occur
during the assessment process. We purposefully stimulate discussion and
interaction among members to produce observable behavior. We observe
how they handle information that we feed back to them. We ask a number
of questions to explore the extent and nature of communication in the family.
Examples would be: Do people in this family talk with one another? Who
does most of the talking in the family? We ask individuals who they talk
with and try to pin down the frequency, regularity and pattern: Do you feel
you can tell things freely to others in the family or do you have to qualify or
be guarded about what you say?

To assess the clarity-masked or direct/indirect aspect of this dimension,
we ask: How did he let you know that? How do you get the message? What
is she telling you? What did “Mary” say just now? What did you make of
that? Can you tell how “Ellen” feels about that? Does she let you know things
that way all the time or just around feelings? Do members in the family let
you know they have understood what you are trying to say? How do they do
that? Do you feel that you can get your ideas across to others in the family?
Do you feel that others understand you? What happens if they don’t? What
happens when you try to tell others about things? What about when you try
to tell others about your feelings?

Evaluation of Functioning. We are primarily interested in producing a
rating of overall family communication. Other factors being equal, the fol-
lowing rules of thumb are useful:

1. The level of health/pathology in the parents’ communication pattern
should be weighted more heavily than the level of communication
functioning in the children.

2. The lower the level of communication functioning in a single member
of a dyad, triad, the lower the overall rating of the family.

3. The greater the number of family members at a low level of health in
the communication area, the lower the overall rating of the family.

In evaluating communication, the therapist considers both the clarity and
the directness of the communication within the family.
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1. Clear versus masked communication: Optimal clarity is achieved when
the information transmitted is relevant, concise, and consistent with
other communications. Communication is masked when a sequence
of messages contains contradictory information (e.g., a message is
given and then immediately contradicted), when contradictory mes-
sages are given at different levels (e.g., nonverbal message contradicts
verbal message), and when the communication simply does not make
sense because it is out of context, vague, woolly, or clouded.

2. Direct versus indirect: For effective communication, the message
should be clearly directed, both verbally and nonverbally, to the in-
tended receiver. Communication is indirect when it is either directed
to an inappropriate person or directed towards no one in particular.

At the healthy end of the dimension, we conceptualize a family that com-
municates in a clear, concise, and direct manner in both the instrumental
and affective areas. As we move toward the disturbed end of the dimension,
communication becomes less clear and direct and affective communica-
tion becomes particularly distorted. At the very disturbed end of the di-
mension, we conceptualize a family in which communication is consistently
masked and indirect in both the instrumental and affective areas. Problems
in distinguishing affect being experienced versus affect being communi-
cated are discussed below, under affective responsiveness.

Clinical Exploration—Roles

Following are examples of questions that can be used to evaluate different
areas of role functions in the family:

Questions of provision of resources include: Who brings in the money?
Are there separate bank accounts? Is there a common checking ac-
count? Who gets the groceries and prepares/plans meals? Is it always
the same person? Who buys the clothes for the family members? Do
you have a car? How do you all get to work, school, other activities?

Questions on nurturing and support include the following types of ques-
tions directed to each family member: Who do you go to when you
need someone to talk to? Who do you go to when things get to you or
when you are upset? Is it helpful when you talk to them? If there are
small children, we ask which parent usually comforts the children.
How do they handle it when a child gets upset? What do they do? Do
the mother and father do similar or different things? How do the
mother and father divide their availability to the children? Do they
talk about supporting each other and making themselves available for
comforting the children?
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 Questions on adult sexual gratification are completed with the parents
alone unless the children are very young. When children are asked to
leave, it is done with a statement such as, “I would like you to leave
long enough for me to ask your mom and dad specific questions that
only involve them. We will not be talking about you while you are out
of the room. Any plans that may affect you will be made only with
you here. Is that okay?”

With single parents we explore how they meet their sexual needs. With
spouses, we start with questions similar to the following: How do the two of
you feel about the affectionate and sexual aspects of your relationship? Are
you both satisfied about all aspects of you sexual life? Would you change
any aspects of your sexual life if you could? How? (If initial findings indicate
the need, more complete sexual functioning assessments might be indicated.)
Who initiates sexual contacts? Has your sexual life always been as it is now?
Was it better or worse before? How often do you have sexual relationships?
Is it satisfactory to each of you? Do you feel that you satisfy your partner?
Do you feel that you know what is most pleasurable and satisfying to your
partner? Do you personally feel satisfied by your partner? How do you say
“no” when you want to? Can you do that easily? How would either of you
like to change sexually?

Examples of life skills development questions are: Who usually oversees
what is happening with the children’s education? Who usually helps the
children with homework? Who usually deals with the school? How do you
handle the stages the children go through? Who usually gets involved with
problems that children face growing up? Who is responsible for teaching
manners? Who gets involved in sex education of the children? Who is re-
sponsible for dealing with the children as they relate to others? Who dis-
cusses their vocational choices? Adults go through stages too: who helps
and gets involved in those discussions? Who is involved in discussions about
changes in jobs? How do you help each other develop?

Examples of maintenance and management of the systems are: Who is
involved in major decisions? Who has the final say? Where does “the buck
stop?” Have you decided on the size of your family? Who decided that? Who
keeps track of the health of family members? Who decides when you see the
doctor? Who handles the money or monthly bills? Who gets involved in
large purchases? Who cleans the house? How are house repairs handled?
How is the decision to paint or remodel the house taken? How efficiently
and effectively are these things done? Who looks after the car? Do you share
these tasks or is it the same person all the time? Who handles the discipline
of the children?
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Questions on allocation include: How do you decide who does the jobs?
Do you talk about it? Would you like the decisions about who handles jobs
to be done differently? Do you feel that some people have too many jobs?
Do any of you feel overburdened by your jobs? Do you think it is reasonable
to expect people to do the jobs or do you think some people are doing jobs
they can’t handle? What is it about the jobs or the people that makes you
think that?

Questions on accountability include: How do you check that a job gets
done? Who does that? What do you do if it is not done?

Evaluation of Functioning. When evaluating a family’s role functioning,
the therapist considers the following:

1. Are all the necessary functions being fulfilled?
2. Are family members satisfied or dissatisfied with the way responsibil-

ities are shared?
3. Has the family reached a consensus regarding the allocation of roles?

If consensus has not been reached, it is possible that one or more role
functions will be poorly fulfilled.

4. Is the allocation of family members to roles appropriate? A family can
err by expecting someone to fulfill a function that he is not capable of
carrying out, or by overloading a particular individual with too many
functions.

5. Has there been an appropriate allocation of authority (power) to go
along with the allocation of a particular function? For example, a family
cannot ask an older child to baby-sit and then not provide him or her
with the power to maintain reasonable control.

6. Is there a procedure within the family for making sure that jobs are
carried out?

7. Is there cooperation and collaboration within the family in fulfilling
role functions?

At the healthy end of the dimension, we conceptualize a family that ful-
fills all necessary functions. Such a family reaches a consensus on the allo-
cation of roles, collaborates and cooperates, allocates both authority and
accountability to ensure that functions are completed, and has some room
for flexibility and shifting of roles. As one moves toward the disturbed end
of the dimension, we conceptualize families that accomplish the basic func-
tions less and less effectively. At the most disturbed end of the dimension,
one or more of the basic functions are not being fulfilled and there are major
problems with allocation and accountability.
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Clinical Exploration—Affective Responsiveness

This dimension considers the pattern of the family’s responses to affective
stimuli,,,,, but focuses more than any other dimension on the individual as
the locus of response. It is important to understand how this dimension is
distinct from affective communication. Affective responsiveness refers to
feelings that the individual experiences while affective communication refers
to how family members transmit to each other the emotions they are expe-
riencing. If someone does not experience an emotional response, then he
or she cannot communicate it. When evaluation of affective communication
leads to the judgment that there are significant disturbances or deficits, af-
fective responsiveness may or may not be problematic. If there is clear com-
munication of a full range of appropriate emotion, affective responsiveness
is considered healthy. The absence of affective communication, however,
does not necessarily indicate that no affect was experienced. Also, the fact
that affect was experienced does not mean that it was necessarily commu-
nicated.

The following questions elicit information regarding emotional re-
sponses: What was your response to that? How did you feel then? What did
you feel besides that? Do the rest of you feel that way? What is similar about
your response? What is different? Do you ever sense that you do not experi-
ence feelings that you should feel, or that you think others do? Are there any
feelings that you experience more intensely than you think is reasonable
given the situation? Are you a family that responds with a lot of feelings? All
feelings? Or some more than others? Which feelings do you not respond to
or express? Do any of you feel that you are a family that under-responds in
terms of emotions? Which emotions do you feel that you under-respond
with?

We then discuss with the family as a whole, and with each individual
member, their experiences regarding the following emotions: love, kind-
ness, affection, tenderness, anger, depression, sadness, hurt, fear and ten-
sion, and rage or hate. As we assess each individual, we check whether he or
she or the family feels that they under- or over-respond in each area. While
doing this assessment, we may gain further information about affective com-
munication by asking the rest of the family how the person lets them know
their feeling.

Evaluation of Functioning. Ratings are based on whether the affective
response is appropriate in intensity and duration in a particular stimulus
situation. Given the variety of stimuli and possible emotional responses,
evaluation takes into account the total scope of emotional responsiveness.
At the healthy end of the dimension, we expect family members to possess
the capability of responding with a full range of emotions and with appro-
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priate intensity and duration. We rate families at the very disturbed end of
the dimension if they are extremely constricted in the range of emotions
with which they respond or are consistently inappropriate in quality or
quantity of the response. Families rated as functioning at a healthy level
may have one or more members who may not be capable of responding
emotionally with the full range of affect. The affective responses of other
family members, however, fill the gaps in the emotional spectrum. Families
can be rated in the healthy range even if they occasionally respond with
inappropriate affect or experience occasional episodes of under or over af-
fective responsiveness.

Clinical Exploration—Affective Involvement

The following questions can be used to clinically explore affective involve-
ment of the family:

For Any Family Member. Who cares about what is important to you?
Why do you think they care about it? How do they let you know they
are concerned for you? Do they ever show too much interest? When
“Bill “ talks about that, what effect does it have on you? What were
you thinking (or feeling) while they were talking about their inter-
ests? What activities, interests, or areas are important to you individu-
ally or personally? How does the rest of your family respond to these?
Are they interested? Are they too interested? Do you feel they are in-
terested because it is important to you or for their own sake? Do you
feel that other members of the family go their own way and do not
care or notice what happens to you? Are others in the family really
interested in what you do or do they just minimally respond?

For Parent–Child Dyads. We ask children questions like: Who bugs you
most in the family? Do you feel people in the family are overprotec-
tive or over involved in your life? How do they do that? How do you
handle it? How do you get them to stop it? If a child responds in a way
that indicates problems, we ask the parents how they see it and what
they think is going on. We also explore this area with siblings. We ask
the parents questions such as: How do you relate to each of the chil-
dren? Do you listen? Does the child make it easy or difficult to relate
to him or her? Do you feel your relationship with the child is close
enough? If there are difficulties, we have the parents spell out the is-
sues and what steps they have taken to improve them. We also ask the
children concerned for their views of the situation.

Evaluation of Functioning. In rating the family in this dimension, the
therapist considers whether family members show an appropriate
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amount of interest and concern with each other, whether they are
overly engrossed in each other, or whether their involvement is re-
stricted to sharing physical/instrumental surroundings and functions.
We are interested in the nature of their involvement, how much they
give of themselves and invest in understanding and being supportive
of other family members. We evaluate whether they are interested pri-
marily for their own sake or for the sake of others. Different styles of
affective involvement are rated along a dimension. The least effective
involvement is presented at either pole with lack of involvement and
symbiotic involvement. Slightly more effective, but still problematic,
is involvement devoid of feelings at one end and over involvement at
the other. Healthy involvement is characterized with positive interest
but without intruding extensively.

Clinical Exploration—Behavior Control

This dimension is explored with statements and questions such as the fol-
lowing: All families have rules. They also have ways of handling behavior in
certain situations..... In which areas are rules most important in your family?
Are the rules clear? How do you handle dangerous situations? Can you give
me an example of such a situation and the rules you have for it? Is that the
same for everyone or does it vary from person to person? If so, how? Do you
have rules for table manners, going to bed, dressing, bathing? Are they con-
sistent in each area or do they vary? How fixed are the rules? Do you make
allowance for special situations? Are the rules the same for everyone? Do
you expect everyone in the family to eat together?

Are the rules clear about how you relate to each other? Can you give me
an example? Do you allow hitting or yelling at each other? Do the rules vary
from time to time? Is the rule the same for everyone? How much freedom
are you allowed? Can you discuss the rules? Do you know what’s expected
of you in terms of behaving with people outside of the family? Is that the
same as behaving with each other inside the family or different?

Are there any particular rules that anyone in the family feels are really
unfair? Mom and dad, do you agree on all the rules? Which ones do you
differ on and how? Do you kids know that mom and dad agree, or do you
feel that they disagree? How do you know that they agree or disagree?

Tell me about how you enforce the rules? Does it vary depending on who
is doing the enforcing? Do you know what to expect if you break a rule?
Who’s toughest in terms of punishment and consequences? Do they stick
to being tough or do they give in later? Mom and dad, do you ever feel that
the other one doesn’t back you up?
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Evaluation of Functioning..... To determine an evaluation rating for be-
havior control, the therapist must decide if there is a sufficiently stable pat-
tern of interaction among family members to identify family rules and the
consequences for infraction of these rules. If there is not a sufficiently stable
pattern, the two most likely styles are laissez-faire or chaotic. A number of
other concepts are used in making the evaluation. Are the rules clear and
understood by all family members? Has the family reached a consensus re-
garding these family rules and consequences for infractions? Are the stan-
dards of behavior appropriate for the age (maturity) of each family member
within each of the areas described? The standards of behavior could be either
too high or too low. The standards could be appropriate in one area (or
situation) but not in others. Is there an appropriate amount of rigidity/
flexibility in the enforcement of rules? Ideally, there should be sufficient
flexibility within the family system to permit modification of the rules when
special circumstances arise. A family can err by being either too rigid or too
flexible (e.g., in physically dangerous situations for young children, relatively
little flexibility would be expected). Are the consequences for infraction of
the rules clear, understood, appropriate and flexible? Are the responses to
infractions applied in a consistent manner?

At the healthy end of the dimension, we conceptualize a family that has
clearly defined standards of behavior that are appropriate to each family
member. While a family is consistent in its enforcement of its standards,
there is sufficient flexibility in the system to permit exceptions to the stan-
dards. As we move toward the disturbed end of the dimension, standards
become less clear or appropriate, or become increasingly rigid and authori-
tarian. At the very disturbed end of the dimension, family standards are
completely absent, chaotic, or totally inappropriate.

Dysfunctional Transactional Patterns

Throughout the assessment stage, the therapist is aware of and recognizes
the occurrence of potentially dysfunctional transaction patterns. In contrast
to other family therapy models, we do not spend time detailing transactional
patterns, particularly if it is distracting. We make note of the pattern and
proceed with the rest of the assessment. When the pattern does present, it is
usually in association with the presenting problems. We prefer to keep the
problems in focus rather than be side-tracked by a specific transactional
pattern early in treatment. If, during later stages of the assessment stage, the
therapist recognizes a consistent dysfunctional transactional pattern that is
associated with problems in several dimensions, he or she may label the
process directly and see if the family agrees with the statement. Alternatively,
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the therapist may question the family regarding the transactional process
so as to make the transactional pattern obvious. In this way, a specific trans-
actional pattern may be included in the problem list for a given family.

For example, scapegoating is a problem that requires both exploration
and observation. The therapist considers scapegoating as a transactional
process when discussion around conflictual areas leads to a shift of focus
from the topic area onto a given individual. We may label the process and
see if the family agrees with statements such as:

T: I hear what you’re saying, but I would like to comment that each time
we discuss ——, the topic shifts and it almost seems easier to deal
with Joe as a problem than it is to deal with —Does this happen at
home? Do you think it’s a problem?

We may explore the responses going on in the potential scapegoat. We
do so by asking questions when a possible scapegoat acts in a way that is
guaranteed to draw attention onto him or herself. Questions could include,
“What were we talking about just now? What’s your reaction when that
topic comes up? What do you feel like doing? Are you aware of jumping in
at such times and changing the focus so that attention falls on you?”

We may openly challenge the scapegoated individual and enlist his or
her agreement to change the pattern through the use of supportive or con-
fronting statements such as, “I notice that you jump in each time we ap-
proach this area and begin to explore it. We’ve talked about that and you
obviously find it uncomfortable. Is that right? I wonder if you could agree
to hold back and let me explore the area. I know it’s difficult, but I also
think that if we can explore it and deal with it and then you won’t have to
feel so uncomfortable.”

The next step of data gathering is to consider the need for additional
investigations. Use of the systems approach in family therapy extends the
factors that are usually considered in the assessment and diagnostic pro-
cess. As the Group for Advancement of Psychiatry 28 pointed out three de-
cades ago, the family’s behavior can be influenced by factors at numerous
levels such as the physical universe, biological systems, intrapsychic status
of individuals, small groups (in this instance, the family), extended social
systems, and value systems. In addition to what has previously been de-
scribed, the diagnostic work-up comprises the necessary individual and
family members’ psychological and biological information as well as data
about the family’s broader social system such as the extended family, school,
place of work, patterns of social recreation. Failure to make this point ex-
plicit has often led to the erroneous impression that a systems approach
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does not involve data obtained from such investigations. In fact, such inves-
tigations are basic to a comprehensive evaluation of the family.

The data gathered in the family work-up will determine whether further
investigations are needed. In the case of children, additional work may in-
clude developmental history, pediatric examinations including all neces-
sary laboratory and x-ray tests, biopsychosocial assessments of a child,
intelligence, and other psychological investigations. For adults, the therapist
might request a psychosocial history and formulation, a psychiatric examina-
tion, medical history and a physical examination, all the necessary labora-
tory and radiological tests, and psychological assessments as appropriate.
Neurological investigations are becoming even more important as imaging
technologies such as CAT, MRI, and PET scanners are increasingly sophisti-
cated and available. Neuropsychological assessments have also become a
helpful and useful part of the diagnostic work-up. New information gained
in these investigations may add to an understanding of the family’s func-
tioning.

In concluding the data-gathering step, we ask if there are any other sig-
nificant problems or difficulties that we have not touched upon. If there
are, these are explored in appropriate detail.

Summary of Evaluation

The MMFF provides a conceptual framework for understanding the func-
tioning of clinically presenting families and for assessing their effectiveness
on each family dimension. We cannot overemphasize the need for as care-
ful an exploration as we have described to be a regular part of the assess-
ment process. Assessment of families on each of the family dimensions is
clinically useful in two ways. First, the therapist is able to assess areas of
strength instead of the more negative picture gained by only looking at the
presenting problem. Identified strengths can be used in therapy. Second,
exploration of the dimensions often turns up significant family problems
other than the presenting problem. The fuller assessment allows the thera-
pist to be aware of problems that will be operative during the course of
treatment.

Problem Description

As noted throughout the data gathering stages, the therapist indicates prob-
lems as they are identified during the assessment process. Therefore, by the
time this stage is reached, the identified problems should be reasonably clear
to the family and to the therapist. The purpose of the problem description
step is to summarize the identified difficulties and to develop a formal list

Ryan-RT1585_C03.pmd 1/31/2005, 1:54 PM69



70 • Evaluating and Treating Families

of problems to be addressed. First, family members are asked to indicate
the problems they are able to identify now that a detailed list has been com-
pleted. The therapist adds any additional difficulties he has noted. The list
should highlight the major issues but still be comprehensive.

Often the presenting problem is broken down into two or three more
specific problems or redefined as a more general problem. For example, a
presenting problem mentioned in an earlier section was John’s difficulties
at school. This problem can be subdivided into: (1) John’s grades have been
slipping for the past three months, and (2) his mother and father don’t
agree on the seriousness of the problem. As a more general problem, the
issue can be redefined as: (1) the mother and father don’t agree on other
issues, and (2) the children tend to test their parents even more when they
disagree. To this list the therapist may add any other problems identified by
the assessment of the McMaster dimensions—or any special evaluations
collected from the additional investigations.

 Problem Clarification

The final step in the assessment process is to obtain partial or complete
agreement regarding problems listed by the family or therapist in the prob-
lem description step. The family usually agrees to the list if the therapist has
been active in clarifying and obtaining agreement during the evaluation of
the presenting problem and the dimensions of family functioning and in
the feedback resulting from the other investigations. Two types of disagree-
ments can arise. First, family members may disagree among themselves, in
which case a therapist attempts to negotiate a resolution, reopens the area
for further exploration and clarification, or obtains a temporary “agree-
ment to disagree.” If the problem differences are minor, the therapeutic pro-
cess can go on and the differences will resolve in the course of the therapeutic
work. An example of this type of situation might be where one parent may
feel the child is lazy and performing very badly at school, whereas the other
parent feels the child is showing behavior normally appropriate for his or
her age. This usually resolves itself as family members become more col-
laborative and understanding of each other. If the differences regarding the
child’s behavior extend more deeply into basic disagreements about values
related to child rearing and goals for the children, then there could be an
impasse further along in the therapy process.

The second type of disagreement may occur between the family and the
therapist regarding problems added to the list by the therapist. If the thera-
pist considers the differences relatively minor in importance as far as the
central therapeutic issues are concerned, he or she may decide to come to
an “agree to disagree” solution for the moment and return to them later in
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the therapy process. If the therapy has gone well, these disagreements usually
dissolve in the course of dealing with the more important issues and rarely
have to be dealt with again. An example of this type of disagreement is that
of a family where the father drinks moderately heavily and there is dis-
agreement between the family and the therapist on the degree of the drink-
ing and its effect on the family. If this is not the central issue and the problem
drinking is not too severe, the therapy can go on if the therapist shelves the
disagreement. When the therapy goes well, the question of the father’s drink-
ing invariably comes up and is usually resolved by the family without any
disagreement and with the father’s participation. Rarely do the initial dif-
ferences of opinion of this type have to be formally brought forward.

In the case of a father’s severe alcoholism that is a marked factor in family
problems (e.g., violence, disruption, personal difficulties), disagreement
between the family and the therapist about the presence and importance of
this issue would be basic and would preclude the continuation of the therapy
process. Were the therapist to “agree to disagree” in this case, he or she would
be colluding with the existing pathological family system which would ob-
viate any successful therapy. The disagreement would have to be resolved
by the family’s accepting the problem as is, or they would have to withdraw
from the therapy process with the option of resuming the procedure should
they change their minds. While some postmodern therapists view recogni-
tion of the problem as an issue to work on, our position is that fundamental
problems should not be minimized or ignored, especially if they have a
serious impact on the family.

In cases of basic disagreement, specific areas may be re-explored, or the
family may be asked to think about them for a period of time (1 to 2 weeks)
and return for more discussion. With continued disagreement, the family
might be offered a consultation with another therapist rather than termina-
tion. The assessment stage ends when mutual agreement is reached on a
problem list. We cannot emphasize strongly enough the importance of basing
such a listing on a full, thorough, comprehensive history before embarking
on therapeutic interventions. Treatment should not begin without a full
knowledge of the problems and strengths of the family.

Contracting Stage

The second macrostage is contracting. Its goal is to prepare a written contract
that delineates the mutual expectations, goals, and commitments regarding
therapy. The steps in this stage are: (1) orientation, (2) outlining options,
(3) negotiating expectations, and (4) contract signing.
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Orientation

The first step is to orient the family to the tasks in this stage and obtain their
agreement to proceed.

T: If we agree on the problems, let’s discuss what to do about them. Is
that okay?

Outlining Options

We outline the treatment options to the family. The therapist presents each
option and indicates the realistic consequences of each. Although specific
options may vary according to each situation, in general, at least four are
presented: (1) the family continues to function as before without attempt-
ing any change, (2) the family attempts to work on problems without therapy,
(3) the family seeks another type of treatment or therapy, or (4) the family
engages in the PCSTF in an attempt to solve their problems. It is important
that the therapist articulates consequences of any option that is presented.

T: You have a number of options. You may choose not to do anything
about the problems we’ve listed and make no changes. I’m sure you
will hope that things will improve somehow, but they may also stay
the same or get worse as a consequence of that choice. The second
option is to try and work on changing the difficulties on your own
now that we’ve clarified them. Third, you may decide that you want a
different kind of treatment not involving all of you. The difficulty
there is that you’ve all agreed that family issues have a part to play so
that option would be like trying to balance a checkbook with only
half the figures. But it is an option that you have. A fourth option is
that we agree to work together and deal with the problems as a family.
Which option seems best to you?

For each option it is the therapist’s responsibility to clarify what his or
her function, if any, might be (some of the options would require no input
from the therapist), and to explore the consequences of each. If somebody
is significantly depressed or suicidal, the options and consequences are quite
different than if the problem is minor in nature. After presentation and
discussion of each option, the therapist asks for the family’s decision regard-
ing the choice of option. In reaching a decision, it is important that input
from each family member be solicited. The goal is to obtain a consensus
among all family members regarding their choice. Sometimes treatment
can proceed without agreement from the children, but it is necessary that
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the marital partners agree before proceeding. If after discussion of the pros
and cons of each option, the marital dyad cannot agree or disagree regarding
the choice of option, the therapist can ask the family to think about their
decision and schedule a return appointment to finalize the decision.

It is crucial to obtain a full commitment to participate in treatment. The
commitment cannot be coerced. If family members are not willing to make
such a commitment, the therapist should not attempt to persuade or entice
the family into treatment. If the family chooses not to enter treatment at
this time, we respect their decision. Families can always return for another
trial of therapy in the future. We have had many positive experiences termi-
nating some families on this basis and then having them return at a later
time ready to begin work. There is no ill will with the choice and they are
left with the assurance that they can contact us any time if they change their
minds. This is further evidence that we respect their opinions, values, and
goals while making it clear that we cannot proceed without full involvement
from the family. If the family chooses treatment, we proceed to the next
step.

Negotiating Expectations

The goal of the negotiating stage is to formulate a set of expectations that
each family member wants to see occur if treatment is successful. Treatment
goals are stated in concrete, behavioral terms to allow for clearly identifying
and assessing progress. The therapist monitors the process so that unrealistic
goals such as wishing “to never again fight” are moderated into more reason-
able statements like “to be able to disagree and get angry but resolve the
problem without a physical fight.” The treatment goals address all of the
problems on the problem list that was generated during the assessment stage.
The therapist clearly states that not all expectations will be addressed or
achieved immediately, but that this phase of treatment is devoted to clarifying
long-term treatment goals.

The therapist may make suggestions about their negotiations and indicate
his or her own expectations, including the commitment from family mem-
bers to attend each session and to work on the issues conscientiously. The
family is given an estimate of the number of therapy sessions, with the pro-
viso that this can be changed should the situation call for it. Additional
expectations of the therapist regarding specific problem behaviors should
be made clear. For example, if the identified patient is taking medication,
the therapist includes medication compliance as one expectation of the
patient. The therapist also makes clear that there is no acting out behavior,
physical or sexual abuse, suicidal behavior or threats during the course of
treatment.
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The main technique for establishing these treatment goals is to have each
family member negotiate with every other family member what they will
want from each other (i.e., how they want each to change) if they are to feel
they have been successful in treatment. Thus, the family is given the major
responsibility for defining their expectations of each other and of treatment.

The therapist’s major function during this process is to facilitate maxi-
mal interaction between family members and to ensure clear, behaviorally
defined expectations of change. It is particularly important that the thera-
pist does not allow vague or abstract demands, but rather helps the family
members become more specific and arrive at behaviorally defined goals.
For example, in response to a statement of, “I want my spouse to be more
loving,” the therapist attempts to clarify and specify what changes are desired.
“Does more loving mean a hug a day? Spending more time talking with
you? What does it mean to you?” The goal is to reach a set of specific targets
for change. “I want my spouse to show love by: (1) spending more time
with me; (2) listening and stating what he or she hears me say when I talk;
(3) going away with me without the kids at least once a year; (4) initiating
sex more often.”

Once the expectations have been clearly defined, each individual negoti-
ates the specific issues directly with the appropriate family member. In the
example above, the two partners negotiate with each other. In addition, the
therapist is responsible for raising any problems on the problem list that
were not addressed by the family during the negotiating process. If there
are difficulties during the negotiation of expectations and the family refuses
to address all problems on the problem list, the therapist returns to defining
the problem list.

T: I thought you agreed as a family that this issue is a problem. You seem
to have changed your views. So maybe we need to back up and go over
it again. How do each of you see this issue?

It may be that the problem has been resolved and no longer is an issue
for the family. If the problem is still important, the therapist again outlines
the family’s options and if the family still chooses to engage in treatment,
the therapist returns to negotiating the expectations with the new agree-
ment to work on the problem as delineated. The same process occurs if new
problems are identified as part of the negotiating process.

T: That seems like a new problem that you didn’t mention before so we
need to take some time out from detailing your expectations and be
clear about this issue.
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Contract Signing

After completing a list of treatment expectations, the therapist prepares a
written contract that lists the problems and specifies what has been agreed
to as a satisfactory outcome of the problem. The therapist’s negotiated con-
ditions of treatment are also included as part of the contract. The therapist
and the family members sign the contract. It is emphasized that the family
will do most of the work, but it is made clear that the therapist will work
also. We indicate this clearly by letting the family know that as part of the
family sessions we will discuss the progress made on negotiated tasks. After
signing the contract, the family and therapist agreed to work on 2 to 3 tasks
until the next therapy session, scheduled for 1 to 2 weeks later.

Background: The family consists of Mr. and Mrs. Stewart and their three
teen-age children, one of whom is developmentally disabled. They presented
for treatment after Mr. Stewart was diagnosed with major depression fol-
lowing an incident at work for which he received a warning. Mrs. Stewart
had recently returned to work after an absence of several years. Her change
in schedule and availability, along with Mr. Stewart’s depression, resulted in
major disruptions in the household. Following a thorough family assess-
ment, the therapist felt that the family’s functioning was unhealthy in sev-
eral family dimensions.

Family members had difficulty in naming family problems, usually avoid-
ing any discussion of issues. If they did bring up a problem, they were un-
able to resolve it or follow through with any possible solutions. Family
members also got into heated arguments. Although Mr. and Mrs. Stewart
had a reasonably good rapport, their communication had deteriorated be-
cause of the recent stressors. Mr. Stewart tended to get caught up with oth-
ers’ problems at work; he became overinvolved, had trouble expressing
himself, and would get angry. The roles in the Stewart family were skewed,
with Mrs. Stewart taking on major responsibilities in the household as well
as caregiving for the handicapped child. She felt pressure to contribute to
the household income, yet felt that she was not getting enough help around
the house. When her mother resumed work, the older daughter was left to
watch her disabled brother. The youngest, a 16-year-old son who recently
quit school, contributed little to the household chores. In addition, he called
his parents’ work places two or three times a day, disrupting them because
he felt bored at home.

Family members displayed a lot of anger, and were unable to show signs
of affection or caring for each other. The daughter, who was becoming more
withdrawn from family members, resented the added burden of looking
after her brother. She began eating excessively to the point where she became
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obese. Her brother exacerbated the situation by teasing her relentlessly.
During the assessment, it became clear that so much attention was given to
the disabled child that the older and younger siblings were acting out, each
in their own way in order to gain attention themselves and to show their
resentment. The parents were torn between care for the disabled child, mak-
ing ends meet, and trying to deal with two teens acting out to gain parental
attention and approval. This family was so dysfunctional that there were
several areas that the therapist could target for intervention. After discussion
with the family, they agreed to work on areas that warranted immediate
attention, with the understanding that they would continue to work and
revise the problem list as needed. After helping the family negotiate expec-
tations, goals, and tasks, the therapist and family members chose specific
issues and set up the following contract as shown in Table 3.3.

Treatment Stage

The third macrostage is the treatment stage. The goals of the treatment stage
follow closely from the previous assessment and contracting stages. The
goals are to develop and implement problem solving strategies in order to
change the identified problems. Two major therapeutic techniques in the
PCSTF are used to accomplish these goals. First, treatment interventions
are focused on producing behavioral change in the family through task set-
ting. The therapist helps the family set tasks to accomplish between meetings
and then helps the family evaluate the success or failure of these tasks. Second,
several techniques are used in the therapy session to promote cognitive and
behavioral changes that will increase the family’s abilities to successfully
address their problems. Each of these interventions will be described in detail
below.

 The treatment stage consists of four steps: (1) orientation, (2) clarifying
priorities, (c) setting tasks, and (4) task evaluation.

Orientation

The first step is to orient the family to the new stage and to obtain their
permission to proceed. We do this with a statement such as, “Well, now that
we have agreed to work together, how would you like to begin?”

Clarification of Priorities

This step involves ordering the problem list to establish which problems the
family wishes to tackle first, second, and so on, in order. The therapist
reiterates the identified problems and treatment goals and asks the family
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TTTTTable 3.3able 3.3able 3.3able 3.3able 3.3 Family Treatment Contract

FAMILY NAME: Stewart

Problem list: Mother & Father
• Mother feels pressured, not getting help around the house, especially with handling

children. Father not getting enough attention from spouse, has trouble expressing

himself, gets too involved in work problems.

Therapist noted that the father had a quick temper and was clinically depressed.

• Parents & Children
Parents could not sit down and discuss issues with children.

Parents bothered that son disrupts them at work. Also bothered that son quit school.

Parents upset with daughter for not sticking to any weight program.

Therapist noted parents were not consistent with children and did not follow through

with disciplining children.

• Children
Daughter was resentful of time she had to look after her younger brother. Felt

neglected by parents and needed more attention. Her weight problem was a third

issue.

Younger son was not contributing to any household chores. Son lied to parents,

teased his sister constantly, and, since quitting school, did nothing constructive.

Tasks: Mother & Father
Mother and father will set time aside each week to discuss children’s behavior and

how husband can help spouse regarding household duties (2 to 4 ways).

Father will discuss work and family issues with spouse.

They will say two positive things about each other during the week.

• Parents & Children
Son will return to school and will not call parents at work. Son will contribute to

household chores, including looking after his brother twice/week. (If son calls them

at work or does not do chores, they will take away his privileges: no TV, no

borrowing the car, or staying in the house, depending on the offense and discussion

between parents).

(continued)
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Daughter will stick to one diet for at least 4 months. Mother can ask about diet only

once every 3 weeks.

Parents will go out with daughter once/week to a movie or dinner.

Family will discuss how they are doing, ½ hour together per week discussing each

other’s interests and feelings, if each is following up on his/her tasks

Therapist’s expectations:
All family members will attend therapy sessions and call in advance if they cannot

 attend.

Family members will complete tasks and be prepared to discuss the outcome in

therapy.

Family will revise and adjust problem list as needed.

Father will take prescribed medications for depression as indicated.

Signatures:

• __________________________________________ __________________

Family Member Date

• __________________________________________ __________________

Family Member Date

• __________________________________________ __________________

Family Member Date

• __________________________________________ __________________

Family Member Date

• __________________________________________ __________________

Family Member Date

• __________________________________________ __________________

Therapist Date

TTTTTable 3.3able 3.3able 3.3able 3.3able 3.3 Continued
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to prioritize their problems. We prefer to follow the order established by the
family because allowing the family to set the priority list reinforces the gen-
eral emphasis of our approach, i.e., giving as much responsibility as possible
for the therapeutic work to the family. If the family cannot establish priorities,
or has ignored urgent problems that the therapist feels would impede thera-
peutic progress, then the therapist should intervene to change the priority
list. Examples of urgent problems that demand immediate action are failure
to identify suicidality, alcoholism, anorexia, and physical aggression or abuse.

In general, priority should be given to problems in communication and
behavior control since problems in these areas can lead to difficulties in
solving other problems (due to poor communication) or to chaotic behavior
that disrupts treatment (due to behavior control). We make it clear that we
do not consider the family to be passive partners in the therapeutic process.

Setting Tasks

Two types of principles guide the task setting, general principles and spe-
cific principles.

General Principles

Taking the family’s first priority, the therapist asks the family to negotiate
and set a task that, if carried out in the next week, would represent a move
in the direction of meeting their expectations. The negotiation includes iden-
tifying individual responsibilities. If the family is unable to do this, the thera-
pist suggests a task and checks to see if it is agreeable to the family.

In negotiating and assigning tasks, the following general principles are
considered:

1. The therapist is open and direct with the family about the purpose of
the assigned tasks. We do not use paradox or other indirect methods
of producing change.

2. The tasks address changing the specific dimensions of family func-
tioning (from the MMFF) that have been identified during the assess-
ment and problem listing phase.

3. Tasks are directed at changing dysfunctional family transactional
patterns.

4. Tasks have maximum potential for success, particularly in early stages
of treatment.

5. The task is reasonable with regard to age, sex, and sociocultural factors.
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6. Tasks are oriented toward increasing positive behaviors rather than
decreasing negative ones. Families often ask someone to stop a behavior
rather than asking him or her to do something. We prefer to request
positive actions.

7. A task is behavioral and concrete enough so that it can be understood
and evaluated.

8. A task is meaningful and important to everyone involved.
9. Family members feel that they can accomplish the task and they are

individually able to commit themselves to carry out their part.
10. Emotionally oriented tasks emphasize positive, not negative feelings.

Fighting, arguing, and open display of hostility are strongly
discouraged.

11. Tasks fit reasonably into the family’s schedule and activities.
12. Overloading is avoided. A maximum of two tasks per session is usu-

ally reasonable.
13. Assignments to family members are balanced so that the major re-

sponsibility for completing a task does not reside with just one or two
members.

14. Vindictiveness and digging up the past are avoided, with the focus
placed on constructive dealings with current situations.

These principles are made explicit to the family in the form of sugges-
tions or instructions when necessary. For example, if one spouse indicates
he or she wants the other to “stop being so negative” (violation of principle
6), we would respond with a statement such as “I’m sure you do, and while
I can understand that, it’s harder to ask someone to stop doing something
than to start doing something. So what would you like him or her to do in
the next week that would give you the sense that he or she is trying and that
would begin to help in solving the problem?”

There are several suggested tasks that the Stewart family negotiated as
part of their contract. Other examples of negotiated tasks that follow the
above principles are:

• A 16-year-old son agrees to come home by an agreed upon time. The
father agrees to take the son to a ball game later in the week if he does
well, and to deal with the son if he is late. The mother agrees to back
the father and send the son to him. She also agrees to spend more
time with her daughter, who agrees to keep her room tidy.

• The father will take the mother out once a week/month (e.g., to din-
ner, a movie, a sports event); the mother agrees to go as an indication
of her willingness to negotiate and compromise with the expectation
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that her partner/husband will agree to the needs or desires that she
expresses. The older son agrees to baby-sit and the younger son agrees
to behave.

• The couple agrees to set aside 15 minutes after supper to talk about
“good things.” The children agree to clear the table and do the dishes
to support this activity.

Once tasks have been assigned, it is important to designate a family member
to monitor and report on performance at the next therapy session. Designat-
ing a monitor increases the involvement of the family, increases all members’
expectations regarding sense of responsibility and accountability, and raises
individual self-esteem. The role of the monitor may be rotated among mem-
bers or may vary with tasks (e.g., one member reports on one task, someone
else on a different task). The role of the monitor should be given to a mem-
ber who is objective, not actively involved in the area being dealt with, and
most likely to keep the family at the task.

Specific Principles

In the following section, we outline common tasks we use with the PCSTF.

Task Setting—Problem Solving
Tasks to address difficulties in problem solving can be focused on any of the
seven stages of problem solving. If the family has trouble identifying prob-
lems, one task is that individual family members bring information about
potential problems to the next session without discussion (discussion in-
volves the next step in problem solving). If the family has trouble communi-
cating the problem to an appropriate resource, a family task is to identify an
appropriate individual and discuss the problem with this person. This pro-
cess can be practiced in the session using role-play between family members.

Another task at this stage is to ask the family to develop a list of alterna-
tives to solve a particular problem. The assignment can be made to the fam-
ily as a whole or each individual member can be asked to develop a list of
possible solutions to a problem. At this point the family does not attempt to
arrive at a decision regarding alternatives, so as not to preclude open explo-
ration of options. Next, the family discusses the pros and cons of problem-
solving options and makes a decision. The family takes the agreed upon
action to solve a problem and reports back to the therapist on what has
taken place, including whether or not all details have been completed. The
family is asked to discuss how they feel about their efforts on a given prob-
lem and to compare their effectiveness and methods in relationship to other
problem situations.
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Task Setting—Communication
Tasks assigned to address communication problems can be roughly catego-
rized according to the type of communication problem in the family. The
most basic and commonly used task is to instruct the family to spend a set
amount of time together talking about personal issues. The interaction can
be a quid pro quo positive communication with each party talking for 3 to
5 minutes about positive, personal issues. These can be positive events in
the past, events that occurred that day, or dreams about the future, whether
related directly to the family or not. At the end of the period of talking,
other family members feed back a synopsis of what was said to practice
communicating positively, listening, and letting other family members know
that they have been heard. A specific order of turns can be determined, or
the family can draw lots or flip a coin. A specific time can be designated in
advance for this communication session. When the major communication
difficulties are between spouses or partners, another commonly used variant
of this task is used. The task may involve the parents spending time talking
together and the children agreeing to spend time elsewhere to provide the
parents with an opportunity to talk privately with each other.

If the family has difficulties with masked communication, family mem-
bers can be instructed to ask for clarification when anyone is unclear. Often
this request for clarification can be put in humorous ways: “Was that an-
other fuzz ball?” or “You really lost me on that one” or “Back up and play it
again.” If indirect communication is problematic for the family, individual
family members can be instructed to respond to indirect communication
about them with a statement like: “Rather than talk about me, could you
please talk to me.” Other family members noticing indirect communication
can also be instructed to state: “You are (we are) talking about Dad; instead
you (we) should talk to Dad.” Other types of communication tasks are:

• When John speaks, tell him what you heard him say. Ask him if that is
what he said.

• Before trying to give an answer, ask Sue whether or not she wants an
answer.

• Begin by saying, “I need to talk to you just to let you know what I’m
feeling and thinking. I really don’t need an answer, but I want you to
know what I think.”

Task Setting—Roles
Problems in allocation of roles are addressed by instructing families to
develop a list of regular household tasks and to discuss who should be
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responsible for each task. Children and adolescents are asked to state the
jobs they would like to take responsibility for as a way of meeting their
family obligations. Attention is given to having the family discuss the ap-
propriateness of the individuals assigned to different tasks, with particular
emphasis on the individual’s capacity and ability to complete the task. To
address problems in accountability of roles, the therapist may assign a spe-
cific family member to keep track of whether or not jobs are completed and
to check the adequacy of performance. If individuals within the family do
not meet their responsibilities, the family is given the task of devising an
intervention or given instructions to help the individual meet his or her
responsibilities.

Task Setting—Affective Responsiveness
In developing tasks in this dimension, the focus is on two major areas that
are often difficult to address. They are the handling of rage, anger, and ag-
gression by both sexes and all ages and the capacity to feel and express the
widest range of welfare emotions. In Western culture, males typically have
more difficulty with this than females.

If possible, the first tasks assigned focus on the feeling and expression of
welfare emotions. Possible tasks in the welfare affect problem area are:

1. For the spouses/partners to kiss and hug each other on leaving or re-
turning home and at other times that may be appropriate for a given
couple. Each should be instructed in how to be receptive to the other.
This task could involve the children as well, setting up tasks for them
to express and allow them to feel welfare affect at socially appropriate
times.

2. Setting time aside during the week for the couple or other family mem-
bers to say nice things to each other and to hold or stroke each other.
Another task might be learning how and when to compliment each other
and, after being complimented, responding positively (“thank you”).

The tasks for coping with emergency emotions such as rage, anger, and ag-
gression usually center around two major problem areas, helping individu-
als overcome their fear of feeling and expressing anger. Such people are
usually over-controlled and over-inhibited in relation to the perception and
expression of rage and anger. The therapist will need to desensitize them to
the experience of feeling rage and help them learn that expressing rage will
not result in an excessive outpouring of destructive hostility. The tasks con-
sist of teaching members of the family who have problems in this area to:
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1. Learn how to recognize and anticipate anger-provoking situations.
2. Learn how to think the situation out before expressing anger and ex-

press it when appropriate.
3. Teach individuals how to express their anger in a calm, constructive,

assertive, and respectful manner.

When first setting these tasks, individuals are instructed to attempt the task
at certain fixed times during the day, preferably at the time of structured
talking to each other. Individuals will learn that they do not have to express
their affect at the time it is felt. This allows them to have a feeling of safety
and security that they will not be out of control at the time of perception,
and they will be able to express their feelings in a structured manner with
the controls in place as they learned.     By going through these tasks,     family
members will understand that the perception and expression of such feel-
ings can be handled in a constructive respectful manner without destroying
the objects of their anger.

In contrast to the inability to express anger and rage, some individuals
express excess amounts of rage and frequently are under-controlled. Tasks
in these situations center around having family members signal the under-
controlled individual at the time of excess or otherwise unacceptable ex-
pression of rage. The signal can be taken as a sign to immediately stop the
expression of rage. He or she should stop and apologize. Later, he or she
will review or role play to learn how to express his or her rage in a construc-
tive, controlled, respectful manner.

Task Setting—Affective Involvement
Two major areas requiring task development are lack of involvement, and
overinvolvement. Tasks addressing lack of involvement are structured be-
tween dyads, triads, or the group, as appropriate. Each week time is set aside
when family members talk about current interests in their jobs, hobbies,
friendships, sports, or other activity. Family members listen, ask appropriate
questions, and compliment each other whenever possible. The goal of the
task is to acquaint members of the family with each other’s interests, their
way of looking at things, how they get enjoyment and satisfaction, and their
anxieties. These exchanges generate feelings in each member that the oth-
ers are involved, interested, and concerned. The task setting in an overin-
volved situation is to get the overinvolved individual to back off when
one—or several members—are enmeshed with each other. Family members
give each other a chance to speak, but do not push each other past a certain
level of detail seen as intrusive. The family finds a balance between communi-
cating the essentials of an issue or situation without intruding into the
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privacy of others. Members who have borne the brunt of over-involvement
only speak to the level or degree with which they are comfortable. For those
who have been subjected to overinvolvement, it is important for them to
understand that, despite the enmeshment, some basic level of information
is necessary to communicate. Rather than cut off communication entirely,
it is best if they find a level of communication so family members relate to
each other in a satisfactory manner. The issue is a matter of degree and
intensity.

In cases involving children and adolescents, just the basic facts related to
a specific situation may be given in response to questions. Adults can expect
answers to their questions only to the degree necessary. For example, where
the child was or is going, with whom, and what activities they are going to
participate in are legitimate questions. If the child wants to report a greater
amount of detail that is acceptable; however, a “play by play” reporting is
usually discouraged. The underlying principle is that children be allowed
age appropriate privacy; the older the child, the more privacy is needed.
This task is structured in situations where the parents insert themselves too
much with the children’s homework, duties, and friends. Only basic levels
of instruction are called for with children and adolescents, i.e., the parents
should expect them to do their work effectively and efficiently. Parents can
be available for help when called on, but do not need to insert themselves
into the nitty-gritty of activities of children or adolescents. In situations
where difficulties revolve around homework, the child can be asked to agree
to complete homework without the parents urging. The parents agree not
to ask for or bring up the issue of the child’s homework at home.

Task Setting—Behavior Control
Tasks in behavior control are centered around over-control and under-
control. In this dimension the therapist makes sure to get agreement by all
concerned parties to fulfill their part of the task and to assign specific tasks
to all concerned parties. Tasks that are unidirectional do not work well. When
all members on all sides of the equations are involved, there is a greater
likelihood of success. In parental over-control:

1. The over-controlling parent agrees to reduce his/her involvement.
2. The over-controlled child agrees to meet specific expectations such as

household chores, homework, etc. (without being urged) on a time-
table he sets up himself that is acceptable to both parties and the
therapist.

3. Both sides agree on the rewards and punishments related to these ex-
pectations.
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 It is sometimes a good idea to have the members concerned agree to
appoint a third member of the family to be a monitor of the family’s hand-
ling of the task. The therapist’s input is also warranted in order to monitor
the appropriateness of the task and the family’s expectations.

In parental under-control the therapist asks all members of the family
what would be acceptable controls instituted for all sides—who should ap-
ply them, and who should follow them. All details are worked out by partici-
pating family members. Once this is done, the therapist and the family
members are able to structure the treatment tasks accordingly. The therapist
should be as active in these negotiations as he or she needs to be—————no more
than the minimum necessary to keep the negotiations on track so that the
family can develop an effective system of control.

When one parent is grossly ineffective—————either because of being too rigid,
full of rage, or helplessly ineffectual, it is important to free this person from
being involved in the controlling situation. Agreement can be obtained for
that person to have their role taken over by the other parent. If this is not
possible, an appropriate sibling might be able to fulfill the task, a choice
that is not optimally desirable, but may be practically necessary. In situa-
tions of behavioral control, the therapist has all members put forth ideas
and participate actively in the discussion. Frequently adolescents or children
who are labeled as rebellious, defiant, and refusing to obey are very helpful
when they are allowed to express their opinions of what ‘should’ be done.
Asking the children what they would do and how they might structure the
situation if they were the parents can be a helpful means of evoking the
appropriate parameters of a task.

In setting tasks for behavioral control, the most important issues are:
adherence to the family’s expectations concerning rules and standards, the
clear spelling out of rewards and sanctions, and the definitive follow through.
When an agreement is reached regarding expectations for adherence to cer-
tain behavior patterns, rules, and standards, it has to be clear that family
members who have contracted to accept these expectations are now held
accountable for them. If expectations are not met, the individual will be
responded to as if he or she has chosen not to meet them and will be treated
accordingly. If expectations are carried out, he or she will be rewarded as
spelled out in the task assignment contract. The most basic principle in all
tasks in the dimension of behavioral control is that members of the family
and the therapist must know—————in advance if at all possible—————that all of the
involved tasks will be carried out as assigned. If not, therapy is less likely to
be effective. The following examples may clarify.

• The family of a child who has been delinquent in carrying out what
has been expected of him in the past has contracted to reward him for
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carrying out assignments. If he completes his assignments, the family
follows through with the reward. If there is no follow through, the
child will not trust the parents and receives the message that nothing
he can do will gain positive response from his parents. The child may
conclude that negative responses are better than no response. Hence,
he will be reinforced in his previous pattern of failing to do what is
expected.

• Parents must be prepared to “go to the brink” if necessary in response
to failure to follow through on tasks assigned to children. This is par-
ticularly clear in cases of adolescent acting out. If the family is not
willing to take a stand, there is no point in assigning a task or in agree-
ing on a contract. For serious acting out problems it may be necessary
to consider removing a child from the family, at least on a temporary
basis. Alternative treatments, outside placements, and staying with
relatives are options that may need to be considered.

• This latter approach is also called for when parents/partners contract
with each other. The spouse of an alcoholic or other type of addict must
be prepared to leave the relationship if the addicted one fails to follow
through with their contract to abstain from the addictive behavior.

Task Evaluation

Task evaluation is a critical process in the PCSTF. It is essential that the
therapist review the success or failure of the family to accomplish the task at
the following session. The monitor and other appropriate family members
furnish the information. If the task was accomplished, we provide positive
reinforcement and highlight the positive aspects of the family’s performance,
including what particular individuals may have done to make things go so
well. If a task, or part of a task, did not get completed, the therapist begins
with some aspect of the task that the family was able to accomplish. This
not only encourages the family, but also helps them to view the task and
family work as an ongoing process. If the task was a complete failure, the
ability for the family to sit down and discuss it may be seen in a positive
light.

T: Well, how did the tasks go? Okay, so ____  got done but ________
didn’t. Is that right? We’ll come back to the difficult one in a minute,
but first, what made the other go well? Can you tell me what each of
you did to help them go well? What did others do that made it easier
for you to do your part?

. . . That’s very good and I’m sure you’re pleased. Let’s return to the
area you had difficulty with.
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We then explore the difficulty with questions such as: What was the
problem? Did nothing get done or did you do part of it? Were you
aware of thinking about it? What could others do that would make it
possible? Do you think it’s possible to do it? Do you agree that if the
task were carried out it would make things better?

If all goes well, the process of task setting and evaluation continues, at times
negotiating new priorities, at times re-contracting, until all contract expec-
tations have been fulfilled. If the family fails to complete a task, the thera-
pist discusses and clarifies with the family what went wrong and why. Failure
to accomplish a task may provide important information about difficulties
within the family that was not previously available or not fully articulated.
It is important to assess any negative consequences or reasons for not com-
pleting the task. First, the task may have been too difficult or general in a
particular situation. The therapist could suggest a simpler task having to do
with the same problem. A failed task may occur due to family difficulties
which were not identified or whose severity was underestimated by the thera-
pist. In this case, the therapist cycles back to the assessment stage and rene-
gotiates the problem list and priorities for treatment. A failed task may
indicate to the therapist that his or her formulation of the problem is incor-
rect and the identified problem is associated with other factors not previ-
ously considered or underplayed. The therapist then refines the formulation
which may lead to a different treatment focus.

Repeated failed task assignments may indicate that—————without being aware
of it or without informing the therapist—————the family changed their chosen
option from the original one of participating in family therapy to opting
for no treatment. If this is the case, we give them an opportunity to formal-
ize the change. If family members insist that they still want family therapy,
we point out that they do not seem to be working at their tasks and that
perhaps there is something wrong with the treatment process or the
therapist’s handling of the case. At that point, a consultation may be indi-
cated. If the family rejects the suggestion of a consultation, we recommend
termination of therapy since we have adequate evidence of failure. We feel
that there is no point in denying if the treatment is inadequate. We respect
a family’s decision not to enter or continue family therapy. It may be that
the family is in a process or stage of change 29 in which the family recognizes
the problem but is not yet ready to take action. If the family wouldn’t, or
couldn’t, complete the tasks as agreed on, or even complete the assessment
phase, we suggest that we stop the sessions. We leave open the option for the
families to return. Often families do return and, when they do, are eager to
begin work.
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Other Techniques

Throughout this chapter, we referred to techniques that therapists use while
assessing and treating families. During the treatment phase of the PCSTF, a
major part of each session is devoted to reviewing previously assigned tasks,
and developing and negotiating new tasks. We thought it worthwhile to
review a few strategies and the way they are commonly used during the
treatment phase. The model is not dependent on these techniques, but they
may be particularly useful because they can be applied across all stages of
the treatment model. The strategies include: clarification of problems, label-
ing and interpreting transactions, and psychoeducation. These interven-
tions focus on producing changes in cognitions that interfere with problem
solving. The overall goal of these interventions is the same as task setting—————
to increase the family’s abilities to successfully negotiate task assignments
and resolve their problems.

Clarification of Problems
 One of the continuing interventions of the PCSTF therapist is to clarify the
family’s problems so that the description of the problem, as well as its ante-
cedents and consequences, are understood and agreed upon by all family
members. The therapist feeds back clear descriptions of the family’s func-
tioning. This is done using language appropriate to the specific family. The
process helps the family become aware of functions, processes, and family
organization that had been unclear to them. With this new information in
hand—————or rephrased so that it is understood————— the family acts quickly and
effectively to address the problem.

Labeling and Interpreting Transactions
     Consistent with the aim of improving its problem solving abilities, the family
learns to recognize transactional patterns that interfere with optimal prob-
lem solving. The therapist teaches recognition skills as he or she labels and
interprets dysfunctional transactional patterns during therapy sessions. He
also labels the unacknowledged affect that occurs during the course of such
transactional patterns. The labeling and interpreting process is based on
observable behavior occurring in the therapy session. This process depends
on the collaborative relationship developed between the therapist and the
family.

Psychoeducation
When working with families in which one or more members have an
identified psychiatric or medical problem, families often have inaccurate
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assumptions, expectations, and information about the disorder and its con-
sequences. Providing the family with information about the disorder, its
etiology, effects, treatment, and course often alleviates any blocks to success-
ful problem resolution. These types of interventions and their effectiveness
have been well described by others nd will not be discussed here.

Closure Stage

The final macrostage is closure, consisting of four steps: (1) orientation, (2)
summary of treatment, (3) long-term goals, and (4) follow-up (optional).

Orientation

As an orientation to treatment termination, we point out that the family
expectations, as set forth in the contract, have been met and that therapy
may now stop. If the family wants more therapy, the therapist can explore
the issues or problems they wish to deal with and consider continuing treat-
ment. Although treatment may occasionally be extended, most of the time
families should be encouraged to resolve any new issues they want to work
on. The family will be in a position to apply—————by themselves and on their
own—————what they have learned in family therapy. They can be encouraged to
get in touch with the therapist any time who can decide whether to see
them for another session or not, depending on the situation.

Summary of Treatment

Family members are asked to summarize what has happened during treat-
ment and what they have learned. The therapist confirms or elaborates on
their perceptions, adding any insight that may have been overlooked. He or
she asks family members what they will do if the problems that they worked
on recur. This gives the family an opportunity to reinforce their understand-
ing of the issues while the therapist is present, lets them recognize that family
functioning is an ongoing process, and encourages them to realize that, as a
family, they have learned techniques with which to address a wide variety of
problems.

Long-term Goals

The therapist asks family members to discuss and set some long-term goals.
The therapist asks them to identify how they will recognize if the family is
functioning well or poorly, and what they will do if it is poor. Finally, the
therapist asks the family to identify issues that they anticipate might either
come up or become problematic in the future. The family is again reminded
of their ability to cope with such problems by using what they have learned
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in family therapy. At the same time, the therapist clarifies that the family
has an option of returning to obtain additional help if and when it is needed.

Follow-up

Therapy ends at this point, although an optional follow-up appointment
may be scheduled if appropriate. When a follow-up visit is arranged, it is set
far enough into the future to allow the family a full opportunity to deal
with issues as they arise. It is also stressed that the purpose of the follow-up
visit is to help the family monitor its progress and that it is not a treatment
session.

Concluding Remarks

In most cases, the success of the therapeutic outcome reflects the degree of
thoroughness and rigor that the therapist maintains in systematically follow-
ing the macrostages and treatment steps. This includes adhering to the prin-
ciple of keeping the family actively involved in working with the therapist
at each step of the PCSTF. The therapist learns to function as an assessor,
evaluator, diagnostician, clarifier, investigator, catalyst, facilitator, and, at
times, a confronter. The therapist must be prepared to give major responsibil-
ity for the treatment to the family while remaining intently involved in the
treatment process. Therapists using the McMaster approach will need to
feel comfortable delegating responsibility to the family as members learn to
work on their own family problems. The therapist also needs to feel comfort-
able terminating therapy when there is ample evidence that the family is
not working on resolving their problems.

The family should be aware that the therapist expects full commitment
to change. We do not believe in “seducing” the family into a state of positive
motivation or in trying to convince a family to address problem areas. Fami-
lies can seek other options or return for another trial of therapy if their
motivation to change increases. We have had many positive experiences ter-
minating some families for lack of action and follow through and having
them return ready to work hard and prepared or willing to handle change.
In effect, the family is told, “It is your family and you are entitled to handle
things as you see fit. If you change your mind at any time we can review
your situation and see if there are ways that you might want to change things.”
Such an approach indicates respect for the family’s opinions, values, goals,
and objectives. At the same time, the therapist makes it clear that he or she
is not interested in participating in “sham” therapy or going through the
motions of a therapeutic process which continues interminably without
evidence of successful change. By developing the skills and approach detailed
in the PCSTF, therapists can look forward to quite successful outcomes.
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CHAPTER 4
Training in the Problem Centered

Systems Therapy of the Family

The detailed description of the MMFF and the PCSTF in chapters 2 and 3
provides the groundwork for successfully applying the McMaster approach
to evaluate and treat families. In this chapter we outline the implementation
of our family therapy training program, established so that we could dissem-
inate the model beyond our own program. Any reference to therapist train-
ing usually is omitted when explaining a therapy model. Yet even the best
treatment model has limited value if it cannot be taught to others and trans-
ferred to different clinicians in a variety of clinical settings. Mindful of this,
when Epstein and colleagues developed the model, they were particularly
keen on ensuring that the model was readily teachable. As adjustments were
made to the therapy model, the revisions became incorporated into the
teaching component.

Despite years of experience in teaching and using the model, it is difficult
to describe a training program that is suitable for all levels (beginning and
experienced family therapist) in all settings (private clinic, hospital, academic
center). Factors that influence the establishment of a program include the
discipline, knowledge base, and experience that trainees bring to the program
and the context in which they work. The level of interviewing and therapeutic
skills that trainees have determines whether basic skills training needs to be
addressed before family therapy training begins. The institutional setting
and support affects the size and scope of any training program. Training
undertaken by an established academic program or by peer-supervised
student trainees will be modified by the specific goals and objectives of each.
Success will be influenced by accessibility of audio-video equipment, one-way
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mirrors, availability of training supervisors and family participants, and
communication among staff members. Since this model has been dissemi-
nated throughout the world, our description of a training program mirrors
the approach we took in describing the McMaster model and reflects the
treatment model. That is, since we cannot identify the needs of every agency,
institution, or academic training program, we provide what we feel is a sound
basis for learning the application of the McMaster approach.

First, we list a set of basic principles that guide our training program and
then explain training procedures that we find successful when teaching clin-
icians to assess and treat families. We include a section on methods of evalu-
ating trainees, trainers and the training program. We conclude by addressing
training issues sometimes encountered in academic training centers, insti-
tutions or community agencies, or research programs. If viewed as a road
map, the training program provides a strategy that helps therapists build a
consistent, systematic, investigation of the family unit and applies a specific
family treatment method. We describe the training program that works best
for our needs but understand that individuals or teams of clinicians and
researchers may need to make adjustments to fit their own program. The
time frame of training programs may vary, depending on the training objec-
tives, trainee experience, and the contextual atmosphere of where the training
takes place.

Background

A major goal of the McMaster approach is to enable a clinician to categorize
his or her observations of a family’s functioning and to encourage a sensi-
tivity and understanding of family life and family transactions in the therapy
process.12 A major goal of our training program, then, is to impart this under-
standing to each of the trainees so that they can become comfortable with
the material and more effective in their role as family therapists. The pro-
gram incorporates training for research staff so that assessments and family
therapy are standardized when we test the treatment in research protocols.

When efforts to create a training program for the McMaster approach
began in the 1960s, training responsibilities were not the prerogative of one
clinical department. Although training activities were based in and carried
out through an academic department of psychiatry, faculty from other de-
partments routinely came together to develop, implement, and evaluate
training programs. These experts from the Departments of Pediatrics, Psy-
chiatry, and Family Medicine became the trainers and spent considerable
time, effort, and resources to create innovative teaching programs, includ-
ing the development of our own family training approach. Interactions with
these different departments allowed us to incorporate clinical and nonclinical
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families into our program. Because of the input and feedback we received
from professionals in many disciplines, we were able to adjust the model
and training methods to meet the needs of members from a wide range of
health care teams and institutions that provided family services within a
large geographical region.

Since then we found that mixing disciplines in training groups works
well—————as long as the skill level of trainees are compatible. In fact, the skill
level is more important than an individual’s professional background when
forming training groups. Individuals vary in the degree of experience and
knowledge that they bring to training and in the amount of training they
wish to acquire. They may view a minimal amount of training as a necessary
part of their major training program or they may seek intense and in-depth
training in a family-oriented modality. Obstetric and gynecology residents
may want a conceptual framework upon which to understand family struc-
ture and organization. Family practice residents may also want to be able to
complete a family assessment that helps them decide on the appropriateness
of family therapy or obtain an understanding of how a family’s functioning
affects medical issues. Family therapists, counselors, and social workers may
want to evaluate families to better understand difficulties that clients have
in dealing with the world around them. Because training is often given to
support professional development, we spend time in clarifying how the fam-
ily treatment training fits with the individual, clinical, and institutional needs
of the person being trained.

Clinical needs vary as well as individual needs. It seems pointless to train
people in family work if they will never be directly involved in dealing with
families and if the skills they are taught will not be beneficial in a particular
clinical setting. Not infrequently students have requested family training
when it is not appropriate. They may not be involved in clinical work that is
oriented towards families and there is little likelihood that the situation will
change in the foreseeable future. Sometimes we come across individuals
who assume they know how to treat families and expect to advance more
rapidly in their training than is realistic. To avoid any of these problems,
trainers usually conduct an intake session with potential trainees to get a
sense of individual goals, learn about previous training experience, clarify
preferred learning style, and orient the trainee to the program. Such pre-
course evaluations help trainers place students in groups and in levels that
are commensurate with their competency, enable trainees to get feedback
on their strengths and shortcomings as they enter the program, and famil-
iarize students with the necessary skill development for a particular training
level. As trainers, we take the time to go over the commitments and require-
ments of the program and explain the effort needed to navigate an institution
or agency’s bureaucracy.
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Inability to obtain a commitment from an agency will hamper the trainee’s
ability to develop the skills necessary to implement the treatment whereas
inability to obtain a commitment from an individual may indicate potential
trainee problems in dealing with family systems. We find that a discussion
between trainers and agency staff about the needs, goals, and expectations
of placing trainees in a program enhances cooperation and prevents mis-
understandings. In addition, when health care professionals do not yet have
solid skills in standard interviewing techniques, family therapy training has
to be halted while basic skills are taught. It is appropriate to ensure that
trainees have a certain level of skills before they are encouraged to take on
family therapy training. Other prerequisites that help to ensure satisfactory
functioning and progress in a training program include:

• Experience with a range and variety of human behavior in different
personalities and different life situations.

• Appreciation for, if not an understanding of, the interacting influence
of biological, psychological, and social factors on human behavior,
including temperament, physical disability, intelligence, defense
mechanisms, behavioral patterns, and ethnic background.

• Understanding how behavior is an adaptation to the environment and
ranges from healthy through dysfunctional and involves personality,
coping styles, and psychotic processes.

• Ability to be comfortable with one’s own style of patient interviewing,
yet apply basic techniques of listening, establishing rapport by respond-
ing to feelings, asking open-ended questions, and exploring problems
with patients.

• Beginning experience in the professional role, including the impor-
tance of the health professional-patient relationship.

• Learning something about one’s self and thereby one’s ability to grow
as a person.

Although trainees will vary in the amount of experience they have in each
of these areas, they should be at a stage in their development where there
has been some formal training addressing most, if not all, of these points.12

Basic Principles

When we presented the MMFF and the PCSTF in previous chapters, we
began by stating several basic principles that are the foundation for our
approach to treating families. We use a similar strategy to introduce our
training program in order to highlight key elements of our approach to
training and provide a rationale of their importance.30 Themes underlying
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the McMaster approach parallel themes in the training program. For ex-
ample, responsibility for learning is put on the trainee, the supervisor acts
as facilitator or moderator and promotes independence as much as pos-
sible, and the orientation and outlining of expectations, so critical in treat-
ing families, is also critical when training therapists. There are specific,
discrete tasks in training, a feedback mechanism to deal with problems, and
periodic reviews to evaluate progress. Training is clear, direct, and focused,
there is an expectation that learning continues after the program has ended,
and there is an understanding that trainees can withdraw from the program
without recrimination.

Teach One Model of Family Therapy

Since the MMFF is the theoretical basis for conceptualizing family life and
is applied in the PCSTF, we first ensure that trainees have substantial knowl-
edge of the model before they assess and treat families. More important,
our experience has been that those who are new to the family field or those
who are trying to understand a new family model, require in-depth immer-
sion in one family approach before they can begin to incorporate other
family approaches. Exposing beginners to multiple models creates concep-
tual confusion. We believe that teaching family therapy should demonstrate
rigor and the serious consideration of issues. Presentation of multiple models
early in training leads trainees to the deleterious view that treatment is made
up of “a bit of this and a bit of that.” Not only does this confuse the therapist,
but families become confused in the therapy sessions if they sense that the
therapist is wandering and there is a lack of focus. Once trainees have a
clear understanding of the model and are fluid in the use of its approaches,
exposure to and consideration of other models is actively encouraged. This
approach is common to those who have extensive experience with one model
but are conversant with and incorporate ideas and interventions from other
schools of thought.

Categorization of Skills as Concept/Percept/Executive

 In our training program we use a classification of family therapy skills cat-
egorized as conceptual, perceptual, and executive.21,22,31 The MMFF is the
underlying framework trainees use to develop conceptual and perceptual
skills and the PCSTF is the framework used to develop executive skills.32

Conceptual skills include learning the definitions, concepts, and theories
related to family systems models as well as the theory, concepts, and defini-
tions of how a family functions according to the McMaster approach. In
order to apply the model, a therapist will need a thorough knowledge of its
ideas and how it works. Perceptual skills include the ability to perceive the
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data, that is, to accurately identify family behaviors and interactions and
then relate them to the conceptual model. As these skills are developed,
trainees recognize the actions occurring before them (via taped sessions or
live interviews), correctly label the actions according to the concepts de-
fined in the MMFF, focus on several issues presented before them, and pri-
oritize the family problems, according to the model. Understanding a clinical
case and translating the data into a conceptual framework is a key part of
training, for it leads to the next set of skills learned in training, how to apply
the model in assessment and treatment.

Executive skills include those needed to apply treatment concepts when
assessing and treating families. Trainees learn an overall approach to treat-
ment as well as a repertoire of specific interventions. Executive skills in the
PCSTF are analogous to executive control functions of the prefrontal cortex,
that is, the cerebral framework used for planning, initiating, monitoring,
and sequencing our thoughts and behaviors. This set of skills increases as a
therapist gains clinical experience. Within the executive level, trainees con-
tinue to use the conceptual and perceptual skills they learned earlier by ad-
hering to the model and becoming proficient in its use. They learn conceptual
and perceptual skills associated with a particular therapy approach (in this
case, the PCSTF). As trainees move toward the advanced level, they recognize
and evaluate their own performance and the performance of other trainees
in assessing and treating families.

The classification scheme we use for training and evaluation has impor-
tant implications, for each of the three skill categories require different train-
ing methods. The systematic progression inherent in this paradigm fits well
with our view of teaching the McMaster approach as the sequence of our
training program is geared towards acquiring skills by working through a
series of tasks in a step-by-step manner. We begin the training by teaching
conceptual skills, for this ensures that trainees share consistent definitions
when discussing family issues. Once trainees grasp basic definitions and
concepts, we initiate perceptual skills training. During perceptual skills train-
ing, therapists continue to obtain conceptual knowledge, particularly as they
become exposed to a variety of families and family functioning. As trainees
continue to improve their conceptual and perceptual abilities, we turn to
developing their executive skills.

An example of this training paradigm is grasping the idea of scapegoating.
At some point in their training, trainees need to know the definition of
scapegoating and its ramifications (conceptual). This can be understood
through many learning devices, including written material, lectures, learning
tapes. Once they understand the concept, trainees will need to identify
scapegoating in its many forms (perceptual). One way to learn this is by
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viewing videotape examples. After trainees correctly label scapegoating as
it occurs in front of them, they will be ready to learn how to intervene when
it comes up in treatment sessions (executive). Trainees begin learning the
executive skills needed for treating families by role playing. As a trainee
gains experience and starts to treat families, they discuss appropriate clinical
interventions in supervision.

An example specific to the McMaster approach might include
(mis)communication within the family. According to the MMFF, commu-
nication is conceptualized as moving along two continua, clear vs. masked
and direct vs. indirect. After studying the MMFF, the trainee is able to de-
fine what these concepts refer to, understand the rationale for their use, and
can distinguish parameters of the communication dimension vis-à-vis other
family dimensions (conceptual). In a videotaped session or an observed
interview, a father and mother are talking in the presence of their teenage
son. Building on the knowledge gained from conceptual skills training, the
trainee identifies whether the communication is clear or masked and direct
or indirect. He also states why he came to such a conclusion (perceptual).
As a therapist, the trainee learns different ways of intervening with the fam-
ily, including labeling the process of communication and, possibly, solicit-
ing or suggesting alternative ways of communicating (executive).

By the end of the training, the trainee will have mastered the model by
using the conceptual, perceptual, executive paradigm. The trainee will be
able to view a family session, know at what stage of the model or treatment
process the therapist is engaged in (e.g., assessment stage, contracting stage),
and be able to suggest appropriate therapeutic interventions.

Training Occurs Best in Small Groups

 Rather than the traditional didactic method of large, open lectures, small
group teaching and learning was the cornerstone of training at McMaster
University. At Brown University, we continue to work with small groups of
4 to 6 trainees, although at times we may conduct one large orientation
meeting. Because of the amount of feedback given to trainees, the use of
actual families, and in-depth review of their cases, we have found it best to
limit the number of participants when having group discussions. Also, we
have experienced that learning is facilitated when responsibility is placed
on the student and the small training group. In larger groups, individual
trainees may not receive sufficient feedback or are able to avoid working by
letting others take the initiative. Trainees learn family therapy and peer group
learning skills, with an emphasis on group problem-solving and task orien-
tation. Once they have completed the training program, peer group super-
vision is often continued as a valued learning experience.
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Family Therapy Training Takes Time

 As noted in previous chapters 6 to 12 sessions are adequate for treating the
majority of family problems that a therapist encounters. Because the assess-
ment itself has therapeutic value, it is common that the total number of
treatment sessions ranges between three and five. In order to accomplish
this schedule, the therapist needs to understand the model and its application
thoroughly. We find that an extended training program allows trainees to
digest and integrate family work into their everyday practice. We are often
asked to conduct one or two-day training sessions on the McMaster ap-
proach. These workshops attract large numbers and a varied audience, but
there are pluses and minuses to offering them. Although therapists are ex-
posed to a useful model of family therapy, these seminars do not usually
have a lasting effect. We find it helpful to acknowledge up front that learning
how to assess and treat families in a systematic and comprehensive manner
takes time. Trainees need to understand the influences that psychosocial
factors in the family environment have on growth, development, and a
family’s functioning. Even an experienced therapist will need some time to
change his or her thinking, especially if he or she is not used to either systems
theory or its practical application.

Training is made up of two complementary dimensions, theoretical sec-
tions and clinical practice, which are interwoven throughout the training
process.12 Briefly, the theoretical component assumes a working knowledge
of individual and family dynamics, methods of small group and family inter-
ventions, and systems theory. Clinical practice entails working with both
families and small groups and receiving clinical feedback in supervision.
We use seminars to integrate theory and its practical applications. Trainees
may take up to 12 to 14 months to learn and develop basic comfort with the
model, become familiar with the concepts and their use, and work with at
least two families with different presenting problems. In the first 6 to 7
months trainees develop their conceptual and perceptual skills and use the
following 7 to 8 months to learn and implement intervention strategies
using their executive skill training.32 Training is broken down into discrete
steps and trainees complete tasks before moving to the next stage. Experi-
enced family therapists complete conceptual and perceptual training in 1
to 3 months and begin supervision of cases in the following two months.
The more prepared the trainee is and the more experience the family thera-
pist has, the sooner he or she is able to apply the model.

Training Should Be Evaluated

 The MMFF and PCSTF lend themselves to effective teaching and evalua-
tion of skill acquisition. It is also important to evaluate the effectiveness of

Ryan-RT1585_C04.pmd 1/31/2005, 1:55 PM100



Training in the Problem Centered Systems Therapy of the Family • 101

the family therapy training. It was our early family therapy outcome studies
that forced us to attend to training in a disciplined way. Results of these
studies demonstrated a great deal of variability among therapists, making it
difficult to interpret our findings. We realized that training had to be sys-
tematized in order to evaluate the clinical work of our new treatment ap-
proach. In the process of tightening the training program, we found that
evaluation had the added benefit of clarifying our training methods. To
help us evaluate trainees on a regular basis, we developed adherence and
competency scales that assess specific skills the therapist is learning. By sepa-
rating adherence to the model from competency of the therapist, we are
able to test and evaluate therapist skills as well as outcome evaluation. At
the conclusion of the training program, we ask for feedback on the program
and on the trainers. If a community agency is involved in the training pro-
gram, the evaluation may include the impact of the program on service
delivery.

In any evaluation process, part of the assessment includes whether or
not goals and objectives are met. The strengths and limitations of trainees,
trainers, and the training program can be discussed in such a way that the
overall review is seen in a positive light, as an opportunity for learning or
instituting changes. Getting input from all participants (trainees, trainers,
agency staff), focusing on strengths but including areas that need work,
being clear and direct when offering comments and criticisms are reflections
of the McMaster approach as well as the evaluation of training.

Systems Issues and Goals Should Be Addressed Explicitly

 There may be several distinct and competing constituency goals and ob-
jectives that need consideration when establishing a training program in an
agency. Goals include that of the training program, the trainee, and the
institution or agency that employs the trainee. Many programs pay atten-
tion to the training program, trainee goals and objectives, but overlook the
employer. The goals and objectives of each component may be synchro-
nous or divergent. Some goals may dovetail with an agency’s mission,
whereas others may be at cross-purposes. If objectives are similar rather
than identical, invalid assumptions are often made. For these reasons, we
find it best to spend time clarifying goals and objectives for all relevant
parties. Clear and direct communication about these issues often prevents
future misunderstandings, provides a focus on training objectives, and deals
with misgivings about how training directives may interfere with the day-
to-day running of an agency.

We would rather be more inclusive than exclusive when dealing with
staffing concerns in private clinics or agencies and involve higher-level staff
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members, including experienced therapists, who may or may not be inter-
ested in obtaining more training. The inclusion of senior administrators
and clinicians will more likely ensure institutional support, minimize nega-
tive institutional reactions, and facilitate dissemination of new approaches
via supervision and in-service training programs. Involvement of senior
staff (at least in the planning stages) may enhance the attraction of learning
a new treatment approach.30

Training Is a Lifelong Process

It is important to be open-minded to new treatment approaches and to
feedback from families and colleagues. Inherent in this training program is
a belief in the importance of peer supervision and exposing one’s style in
order to keep improving one’s therapeutic knowledge and skills and not
drift into bad habits when treating families.

Program Content and Format

Orientation

We find it helpful to begin with a session that provides an overview of the
McMaster training program, highlights that trainees will learn an approach
to increase their understanding of patients and family members, and pro-
vides them with a specific method for treating families. If the training takes
place within an agency or involves a subgroup within a department, we
open the initial session to a larger, more inclusive audience, as a “kickoff”
orientation. This serves several purposes. First, those not taking part in the
training learn about possible program changes, in effect demystifying the
training process and decreasing scapegoating and negative agency or depart-
ment reactions. A more inclusive meeting also engenders enthusiasm and a
positive boost for trainees who have been selected for the program.

To provide a reference point, we note that the teaching model is based on
a transactional approach integrated within general systems theory and that
the foundation for the training is the MMFF and the PCSTF. We explain
that the paradigm for learning the McMaster approach emphasizes develop-
ing skills in three areas: conceptual (understanding concepts of the MMFF),
perceptual (seeing and identifying the concept in the family before you),
and executive (treating the family according to the PCSTF). When orient-
ing trainees, we spend time on the training objectives so that there is a clear
understanding about the goals of the program.

There are four objectives of the training program that may be adapted
according to the needs of a specific program. First, trainees learn a conceptual
framework so that they are able to formulate psychosocial problems
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irrespective of treatment recommendation. Second, trainees learn how to
complete a consistent, systematic investigation of the family unit. Third,
trainees learn how to provide family treatment to their patients and family
members. Fourth, trainees learn to apply family systems concepts and fam-
ily therapy techniques to a broad range of family types, problems, and ser-
vices.12,32 All participants should be clear about the training goals so that the
training is focused and the evaluation of both trainees and the training pro-
gram is clearly set.

Trainees briefly indicate their backgrounds, disciplines, previous clinical
training and experience, special interests, past learning experiences, and
reasons for joining the program. Trainers/supervisors provide background
information as well. The detailed orientation is consistent with our model
and is a good way to initiate small group learning. Since interdependence
and co-operation are valued above independence and competition in train-
ing, this session helps create a sense of mutual responsibility to meet com-
mon objectives and provides information about individual trainee
characteristics and group differences.12,30,33 Small group learning has the
added benefit of helping trainees develop peer group skills, group problem-
solving, and self-directed learning—techniques they will use later in the
program when treating families and when teaching individual family mem-
bers ways to modify behavior. At this point the trainer provides an outline
of the entire training program (see Figure 4.1), and highlights the small-
group training format, the evaluation methods for trainees, trainers, and
the program, the expectations regarding time and family case load com-
mitments, and specific requirements of the institution, agency, or academic
center in which the training occurs.

Training Sessions (Months One to Three)

The overview session for the first part of the training includes didactic ma-
terial and family videotapes of the McMaster approach.30 The objectives for
the first session are to provide a background to the history and develop-
ment of the model and an introduction to the six dimensions of the MMFF
and the macro stages of the PCSTF.

Conceptual Skills Training
Seminars with assigned readings are best for developing and integrating
the initial conceptual clinical and theoretical materials. Small group discus-
sions center on the concepts associated with the MMFF, family systems think-
ing and its application to the model, and delineation of levels of family
functioning (e.g., severely disturbed to superior). The amount of time and
material that is covered varies with the knowledge and experience level of
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trainees. Although trainees need to develop their conceptual skills training
to ensure a common vocabulary, we keep a fairly quick pace in this part of
training as the material is repeatedly considered during the subsequent per-
ceptual skills training. Furthermore, although we want trainees to under-
stand the concepts so that we can discuss practical applications, we do not
want these seminars to become dry, theoretical, or nonclinically based dis-
cussions that have little practice utility. Trainees learn the basics of the
McMaster approach by viewing tapes and reading materials. During months
1–3, topics covered include basic concepts and a thorough understanding
of the MMFF dimensions: family problem solving, communication, roles,
affective responsiveness, affective involvement, behavior control, as well as
systems theory, family development, and family crises. In their readings,
trainees become acquainted with the macro stages of the family treatment
process: assessment, contracting, treatment, and closure.

Some trainers review one topic per week in-depth, using group sessions
to cover areas in which trainees would like to clarify or expand their under-
standing of particular concepts. Sessions may cover discussion of one fam-
ily dimension per week followed by presenting problems and transactional
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patterns of the family. Family transcripts and videotapes of family interviews
are useful teaching materials to exemplify key concepts.

Perceptual Skills Training
Once trainees have a basic understanding of the conceptual framework of
the MMFF dimensions, they begin to develop their perceptual skills. That
is, after they understand a concept intellectually, trainees need to identify
and label it when it is set before them. This stage of the training makes use
of videotapes, DVDs, and direct observations of family sessions. If a video-
tape or DVD library has not yet been accumulated (or videotape equipment
is not available), trainees need to find alternative sources so they can practice
identifying the concepts they have learned in the training seminars. These
may include transcripts of family sessions, audiotapes of family interviews,
direct observation of their own family cases, or observation through facilities
with one-way mirrors. Since the McMaster approach is used throughout
the world, trainers may need to improvise according to the technical sup-
port available to them. Role playing may be used with students playing family
members. They are given the task of playing a family with specific strengths
or weaknesses on specific dimensions. This exercise allows them to experi-
ence (perceive) the effects that a family’s functioning may have on particular
family dimensions. One innovative trainer used the public library to borrow
videotapes of movies with family scenes. Trainees then applied their knowl-
edge of communication patterns, affective responsiveness, behavior control,
etc., from the MMFF to identify family interactions.

All of the family material (including intake information and any indi-
vidual or family assessment) provides the perceptual data that the trainee
needs to assess the family according to the MMFF. Early in the perceptual
skills training the focus is on assessment, with family interactions discussed
and key family issues identified. Topics covered in the conceptual training
sessions are revisited to help the trainee integrate the concepts into a cohe-
sive framework. The focus is on identifying the elements of the MMFF, as
well as transactional patterns and issues relating to family development stages
and systems theory. A thorough assessment of the McMaster dimensions
will lead to an understanding of the transactional pattern. Although as
clinicians and health care providers we often focus on dysfunctional family
interactions, the concept of transactional patterns is neutral—they can be
functional or dysfunctional.

Training Sessions (Months Four to Six)

Once the trainee perceives and identifies concepts of the McMaster approach
in a clinical interview, the training turns to developing the skills necessary
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to complete a comprehensive family assessment. During this part of train-
ing the conceptual and perceptual skills are refined and reinforced and the
executive skills are introduced. There are several ways to approach this part
of the training depending on the experience and background of the trainees.

Role Playing
Initially the focus is on perceptual skill development, not therapist skills.
Trainees act as family members and are given explicit instructions, depending
on particular concepts the trainer wants to address. Generally when trainees
role-play, they use their own names, stop if they become uncomfortable, do
not escalate the pathology, and respond as they feel a family member would.
Some suggestions for role playing are:

• A family that has functioned well but is in crisis.
• Choose one dimension from the MMFF as disturbed and show its in-

fluence on family life.
• A family the trainee has seen and a role-play of an individual from the

family.
• Read parts from a transcript of a family interview.

At first, trainers play the role of the therapist. Observers identify the di-
mension of family functioning that is most disturbed. Trainees point out
which stages were handled well. The trainer stops the role playing at several
points and asks help from the trainees—whether or not he or she has col-
lected enough data from the family and what steps should be taken next.
Trainers begin by having the trainees present a simple, one problem family,
instruct the role-playing trainees to be cooperative with the therapist, and
help the trainee get an insider’s view of the family that is dysfunctional.
Trainers should be careful not to let the observer trainees flounder if they
have difficulty in identifying problems. Also, the trainer encourages com-
ments and questions from the role-players as well as the observer trainees.

Conducting and Reviewing Family Interviews
Role playing as family members helps trainees perceive and identify concepts
of the McMaster approach in the clinical interview. Role playing as the thera-
pist helps trainees develop skills needed to complete a comprehensive family
assessment. The training of assessment and treatment skills is based on the
PCSTF, the treatment arm of the McMaster approach. The first stage of the
treatment is assessment and derives from the MMFF that the trainees learned
in the first part of the program. The executive skill training begins with a
review of the PCSTF, followed by role playing as the therapist. An important
part of role playing is that the trainee feels comfortable asking questions of
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all family members, balancing the interview among family members, and
developing his own style of interviewing. The more a trainee practices, the
more likely he will ask questions in his own words, and the less likely he will
read questions or recite them by rote. This is important aspect of interview-
ing for, in addition to obtaining adequate information on a family’s func-
tioning, the trainee also needs to establish rapport with family members.
Before remembering all the interview questions, trainees sometimes use a
prompt sheet during the assessment. Table 4.1 lists prompts for each di-
mension to help a trainee cover the essentials of a family assessment.

Executive Skills Training
While honing their conceptual and perceptual skills, trainees begin their
executive skills training when they assume the role of therapist. After one
or two role-plays as a therapist, trainees become actively involved in seeing
families for assessment. Depending on trainees’ work situations, level of
experience, and ability, there are several options for conducting the train-
ing. Trainees may do partial assessments (i.e., the orientation and one or
two dimensions) with a family before attempting a full assessment. Having
trainees deal with one task at a time reduces the trainee’s anxiety and makes
expectations clear. Alternatively, one trainee might be responsible for ori-
enting a family and identifying the presenting problem, another trainee
might be responsible for assessing one or two dimensions.

Another strategy is for trainees to complete full assessments, including
orientation, presenting problems, and all dimensions. In each of these ex-
amples it is preferable that a trainee has her own family to work with but,
on occasion, she may participate with an experienced therapist by assessing
one or two family dimensions during an initial evaluation. In any case, ses-
sions should be videotaped to provide feedback to the trainees. Audiotaped
sessions are alternatives if videotape equipment is unavailable. For trainees
who are practicing therapists, we suggest they assess one or two family di-
mensions in a regularly scheduled therapy session. The therapist orients
the family by asking them to focus (20 minutes will suffice for an experi-
enced therapist) on a specific aspect of their family’s functioning. Therapists
often report that they learn important information about the family that
they were not aware of or that they would not capture using their normal
interview process.

When trainees make judgments and evaluate a family’s functioning, they
use two skills. The first is a decision skill about whether or not there are
sufficient data to make a judgment of the family’s functioning. Once it is
established that sufficient data are available, the trainee makes judgments
about the relative effectiveness of the family’s functioning in a particular
area. This approach helps keep the training manageable and pinpoints any
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TTTTTable 4.able 4.able 4.able 4.able 4.11111 Family Assessment: McMaster Model Prompt Sheet*

INTRODUCTION
Problems as a family?

Discussed
Action
Resolved?

ROLES
Who does what?
Overburdened?
Fair?
Discuss?
Argue/Complain
Jobs Change
Jobs done/Who checks?
Does one person fail consistently?

Personal Development
How do you deal with rearing children?
Who does most?
How are kids doing in school?
How are kids doing with friends?
How are kids doing with interests?
How are kids doing with responsibility?
How are kids getting along in society?
Discuss adult sexual satisfaction
Discuss major changes
Help re: Career

Management
Final Word
In-law problems?

Nurture
Bad day, who do you go to?

PROBLEM SOLVING
Instrumental

Who identifies?
Who is told?
What approach is considered?
How did you decide what to do?
Did you come to a decision?
Follow through
Do you usually problem solve quickly?
Do you check?
Repetitive problems?

BEHAVIOR CONTROL
Rules? (to kids)
Dangerous
Curfew
Hitting
Drugs
Drinking

Consequences
– known
– reasonable
Who punishes harder, Mother or Father?
Do the rules change?

Does anyone . . .
Drink too much?
Eat too much?
Take too many risks?
Have trouble with the law?
Embarrass in public?

COMMUNICATION
Hr/day spent as a family talking to and

with each other
Do people understand when you’re talk-

ing about . . .
Everyday issues?
Feelings?
Do others answer for you or interrupt?
Do they talk about you in your presence

as if you’re not there?
Forbidden subjects

AFFECTIVE RESPONSIVENESS
Pleasure, tenderness, concern, affection,

anger, sadness, fear
Can you tell me about a time you felt/

experienced
(ask about pleasure, anger, fear…) ____?

What was it like?
Other situations
Overreact ever?
Lose your temper?
Cry too easily?
Fear, terrified?

AFFECTIVE INVOLVEMENT
What is important to you?
Who pays attention to you?
Are others interested; how do you know?
Do they nag you?

*The order of dimensions follows that used
in the McSiff.
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difficulty the trainee encounters. Since a major tenet of the MMFF is that
families have strengths and weaknesses, it is likely that families differ in
their functioning across dimensions. Yet some trainees jump to conclusions
without sufficient data or assume that functioning in one area of family life
is identical to functioning in all family dimensions. If the trainee needs more
information or clarification in a subsequent family session, families are usu-
ally amenable to follow-up questions. Other trainees go into too much detail
and make an interview unnecessarily long or go off a tangent and lose their
focus. Over time trainees learn to balance an interview, to keep it flowing,
and to obtain the necessary information.

Whatever their experience or background, trainees find small group peer
supervision extremely useful when learning how to apply the model. After
the trainee conducts an assessment (whether partial or full), she provides a
tape of the session for the trainer and other trainees to review. The trainee
first comments on what she did well and what difficulties she experienced
during the interview. Next, she summarizes the family data that she gathered
and discusses her view of the family’s functioning in whatever dimension(s)
she assessed. Fellow trainees and the trainer comment on the therapist’s
interview, and include suggestions for improvement. As tapes are reviewed,
trainees become comfortable in eliciting suggestions and feedback in peer
group supervision and see their own progress, strengths, and difficulties.
Because of the cooperative tone set from the beginning of training, trainees
view these critiques as helpful. They also see differences in interview styles
that remain within the context of the McMaster assessment. If a trainee has
difficulty in specific areas of the family interview, seeing how other therapists
ask questions is often very helpful. The following suggestions may be useful
for trainees/trainers when reviewing family interviews.

Orientation

• Did the therapist elicit the family’s expectations as to why they came
to the meeting and what they thought was going to happen?

• Did the therapist make sure that the family understood the explanation?

Presenting Problem

• Did the therapist explore the problems with all appropriate family
members?

• Was sufficient data gathered to allow for identification of the problem?
If not, was the therapist able to identify why not (e.g., the family was
highly chaotic, unable to identify problems themselves, contradicted
themselves)?

• Did the therapist elicit the family’s attempts to solve the presenting
problem and their affective responses to the problem?
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• Did the therapist identify other assessments if appropriate (e.g., psy-
chological testing, neurological consult, school contact)?

When Focusing on the McMaster Approach

• Did the therapist ask appropriate questions to understand each family
dimension?

• Did the therapist provide appropriate summaries, clarification, feed-
back, and explanation during the interview?

• Did the therapist focus (or refocus) the family, clarify data gathering,
elicit specific examples, go over the problem list with family members?

• Did the therapist provide post-assessment options to the family?

Training Sessions (Months Six to Twelve)

Once a trainee has a reasonable grasp of the assessment process, he or she is
able to work on completing a full, comprehensive family interview. The
more families a trainee interviews, the more exposure he or she will receive
to a variety of family situations and problems. In order to establish compe-
tency, we ask for a minimum of two full assessments with reviews com-
pleted by the trainer. When trainees have a sound conceptual understanding
of the McMaster model and have demonstrated the knowledge and skills to
conduct a full assessment, they are ready to continue with the family’s treat-
ment according to the PCSTF. Some training programs may stop at this
point for two of the basic objectives have been met. That is, trainees have
learned how to obtain a systematic investigation of the family unit and they
have learned a conceptual framework with which they can formulate a
family’s psychosocial problems and level of functioning. If clinical interven-
tion is recommended, trainees provide referral sources. However, if the
trainee continues with the family in treatment (as is usual in our training
program), she proceeds to the next stage of the PCSTF process, the contract
stage.

Supervision at this advanced stage of training is concentrated on executive
skill development. Conceptual and perceptual skills are still relevant, for
the trainee needs to understand the concepts of the MMFF and PCSTF,
identify them in the families being seen, and develop therapeutic skills as
related to family treatment and management of family therapy sessions.
The trainer reinforces the complementary relationship among the three skill
levels when providing feedback. The format of the seminars continues to
be small peer group supervision that is supplemented by individual case
supervision. At this point in training we recommend that trainees video-
tape family sessions as direct observation of cases presents logistic difficulties
for trainees, trainers, and family members. Videotapes, reviewed in small-

Ryan-RT1585_C04.pmd 1/31/2005, 1:55 PM110



Training in the Problem Centered Systems Therapy of the Family • 111

group supervision, are unobtrusive and acceptable to most families, pro-
vide visual cues that are lost when sessions are audiotaped, help a trainee
review her progress over time, and are useful for building a library for future
training. As trainees gain experience, they prepare tapes in advance in order
to go directly to difficulties encountered in sessions or segments where they
would like feedback. All family members provide signed permission before
any taping occurs. Tapes need to be stored properly to protect the families’
confidentiality and it should be stipulated that the use of tapes is for train-
ing purposes only. Some programs specify a time frame when tapes of a
family’s sessions will be erased.

Since we provided detailed steps of the PCSTF in chapter 3, we do not
repeat these when describing the training process. We do include an outline
of the macro stages of the treatment model in Figure 4.2 and a summary
guide in Table 4.2.15,33 Readers may refer to chapter 3 if they need more
information on specific stages of the therapy. As shown in the flow chart,
therapists may seek consultation at any point during the therapy process.
When conducting family therapy, key points to keep in mind are:

• Apply the stages as defined in the PCSTF
• Delineate presenting problems and negotiate tasks as they relate to

the MMFF dimensions
• Recognize and utilize family transactions and interactions in family

treatment interventions
• Intervene appropriately if the family does not follow through with

tasks, has difficulty with them, or breaks the contract
• Discuss and manage issues related to engaging, assessing, treating, ter-

minating, and providing referrals for follow-up care

Reviewing and Supervising Family Cases
The format in this stage of training parallels the format used when critiquing
trainees’ assessments of families. Trainees provide a brief background on
the family session that will be viewed, comment on how they felt the session
went, and draw attention to particular areas where they request feedback.
This method of self-appraisal fosters a realistic assessment of their executive
skills without being over-critical.

The following questions may be useful before the tape is played.

• Ask the trainee to summarize presenting problems, assessment of di-
mensions, and treatment contract.

• Ask the trainee to describe aspects of the family session, i.e., the experi-
ence of being with the family, the flow of the session, and any patient
issues raised during the session.
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• Ask the trainee to note what part of the session went well and where
they might improve.

The following questions may be asked after the tape is played.

• Ask the trainee what part of the session went well.
• Ask the trainee where there could be improvements and what alterna-

tives she might suggest.
• Ask the trainee what is the next step in the treatment process.

After the trainee has given her own critique, ask for input from all the
trainees. Use the same set of questions to focus the discussion. Trainees
become comfortable with this approach since it is the same format that is
used when reviewing family interviews. As an experienced therapist, the
trainer/supervisor may need to bring up additional therapeutic issues. These
may include:

• Suggestions of other tasks as alternative options suitable for address-
ing the problems presented

• Review of transactional and interaction patterns
• Consideration of the need for consultation
• Discussion of personal reactions to family members as well as any trans-

ference issues raised in the treatment sessions
• Rationale for the spacing, duration, and content of the sessions

Training is completed when trainees have shown competence in assess-
ing and treating at least three families. Trainees demonstrate their compe-
tency in treating families by engaging the family and keeping them in
treatment, identifying transactional patterns within the family, successfully
contracting with families for change, dealing with resistance appropriately,
and maintaining clarity of treatment goals.

Evaluation

By separating training program into discrete tasks, several methods are avail-
able to assess a trainee’s progress and determine areas of strengths and weak-
nesses on an ongoing basis. This approach is useful to correct misconceptions
quickly, offer constructive criticism and positive reinforcement, keep trainer
and trainee on track in the systematic use of the model, and draw attention
to issues for subsequent training sessions. In addition, trainees value the
feedback, learn to make adjustments, and become adept at evaluating their
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TTTTTable 4.2able 4.2able 4.2able 4.2able 4.2 The McMaster Family Therapy Model

ASSESSMENT: Determination of the family’s problems.

Orientation: Establish the basis for and approach to family therapy; e.g.,
(a) that a problem may be a dysfunction in the family
system, (b) problems affect how the family functions.
Explain what you are going to do and what you expect them
to do.

Data Gathering: Collect information concerning family functioning with
regard to (a) presenting problem, and (b) how the family
functions, more generally

Problem Description: Discuss with family (a) how they now view their problems,
and (b) how you view the problem.

Problem Clarification: Clarify family’s understanding of their problems, and
obtain their agreement regarding problem clarification.

CONTRACT: Establishment of goals and conditions of therapy

Orientation: Establish agreement with family that assessment is done.
Begin discussion of how problems are to be handled.

Outline Options: Indicate options open to the family at this point; e.g.,
continue as they are, seek other help, work with doctor.
If family chooses last option, the conditions of treatment
are specified; e.g., number of sessions.

Negotiate Expectations: Determine through discussion what the family expects from
therapy and convey to the family what is expected of them.

Establish Contract: Establish a written contract specifying negotiated
expectations.

TREATMENT: Treatment of the family’s problems.

Orientation: State to the family that treatment has begun

Clarify priorities: Establish priorities concerning expectations

Task setting: Negotiate, define, and assign tasks
Designate a family member to report on tasks

Task Evaluation: Have family member report on task completion
Decide whether task was completed

CLOSURE: Summary of treatment

Orientation: State to the family that this is the end of treatment

Summary: Summarize to the family, treatment received

Long-term Goals: How they will handle new problems, or a recurrence of the
original problem(s)

Follow-up: Ask if they want follow-up meeting. Suggest one if you feel
it would be helpful.
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FFFFFigurigurigurigurigure 4.2e 4.2e 4.2e 4.2e 4.2 Family Therapy Macro Model

own therapy skills. This model parallels our overall teaching and research
philosophy, i.e., seeking continuous improvement by learning how to view
our work critically and accept criticism constructively. Our viewpoint fits
well with the concept of quality assurance review that is in such widespread
use today.
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Trainee Evaluation

Self-assessment is used whenever appropriate. As noted throughout this
chapter, the trainee is asked to outline his or her goals, rate his success in
meeting them, and identify his or her strengths and areas that need more
attention. Other group members comment, followed by a summary and
evaluation by the trainer. Initially, trainees may be reluctant to expose their
performance in a group context. At times, peer group members will be overly
critical or positive. The trainer requires considerable skill in attending to
the small-group processes inherent in peer group supervision. Because this
method of evaluation is such an important part of our training program,
the trainer must be clear, direct, and willing to confront any training issues
in a respectful but firm manner. We use a variety of methods to evaluate
conceptual, perceptual, and executive skill categories.

Essays, multiple choice, and true/false statements are appropriate for
evaluating a trainee’s understanding of conceptual skills. The McMaster
Family Functioning Concept Test 34 is a paper-and-pencil test used to evaluate
trainees or to gauge one’s own knowledge and understanding of the
McMaster concepts. Sample questions include:

• If a family can resolve affective problems, difficulties with instrumental
problem solving are rare. True_____ False_____

• A young man comes home after having been given a ticket for speeding
and says: “Cops are so annoying.” This is an example of __________
and ____________ communication.

• Three necessary role functions are: _________, __________, and
__________.

• Give a one-sentence definition of Affective Responsiveness.

We use another pencil-and-paper test, the McMaster Family Functioning
Percept Test,35 to evaluate perceptual skills. The trainee determines which
family dimension of the MMFF is best linked with a number of statements
describing a particular family. Examples of items included in the Percept
Test are:

• We know what to do in an emergency.
PS_____ CM_____ RL_____ AR_____ AI_____ BC_____

• We avoid telling other family members about problems we see.
PS_____ CM_____ RL_____ AR_____ AI_____ BC_____

• Some family members are unhappy about where they are going in life.
PS_____ CM_____ RL_____ AR_____ AI_____ BC_____
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The McMaster Concept and Percept Tests provide information to trainers
if used as pre-tests or post-tests. As pre-tests they indicate the level of ability
trainees have on entering the training program and help identify areas that
may require the most work. As post-tests they are used to assign grades and
place trainees in subsequent training groups. Difference scores may be one
indication of the amount of skill development that has resulted from the
training. If several groups use the same materials and tests, the gains made
in training may also indicate trainer performance. Another effective method
for evaluating perceptual skills is through the use of videotapes. Trainees
view videotapes and rate families of preselected family sessions that have
been conducted by a senior therapist using the McMaster approach. Trainees
then compare their ratings with that of an expert. A third approach is to
distribute short written descriptions of families, each illustrating several
dimensions of the MMFF and key family developmental or transactional
patterns. Questions related to family scenarios can be designed to elicit the
trainee’s comprehension of the dimensions of family functioning as well as
appropriate treatment strategies related to the dimension problems.

Fourth, trainees may watch a brief segment of a family videotape and
then indicate the main theme, transactional patterns, data and conceptual-
izations relevant to the McMaster dimensions, developmental issues, and
other key issues. Trainees discuss their observations in one group session,
or submit brief written responses for review at subsequent sessions. Finally,
trainees may write up a family report. Depending on the experience and
training levels, the families can be real or fictional, presenting clinically or
not. (Trainers can also suggest a presentation of families taken from novels,
movies, plays, or TV shows.) Trainees describe the families and patterns
within the context of the McMaster dimensions and integrate an under-
standing of the family based on the McMaster approach to assessment and
treatment of families.

Evaluation of executive skills involves family therapy outcome. Ultimately,
the effectiveness of the therapist depends on her ability to bring about change
in families that she is treating. We have described the self-assessment ap-
proach within the context of the small, peer group supervision. In addition,
trainees’ conceptual knowledge of the PCSTF is addressed using a true/false,
multiple choice format. We designed two scales intended for use in a re-
search project to ensure that therapists adhered to, and were competent in,
the McMaster approach. We find these scales useful in focusing trainers and
trainees when assessing executive skill development.

Examples of questions on the PCSTF Therapist Adherence Scale are:
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• Did the therapist explain to the family her reasons for pursuing a par-
ticular topic?

1 2 3 4 5 6 7
Not Some Considerably Extensively
at all

• Did the therapist focus on problems defined in the assessment stage?
1 2 3 4 5 6 7

Not Some Considerable Extensive
at all focus focus focus

Examples of questions on the PCSTF Therapist Competency Scale are:

Collaboration:
• 0 – therapist did not attempt to set up collaboration with family.

2 – therapist attempted to collaborate with family, but had difficulty.
4 – therapist was able to collaborate with family.
6 – collaboration was excellent: therapist encouraged family as much

as possible to take an active role in the session so they could func-
tion as a team.

Establishing and maintaining a focus in the session:
• 0 – therapist was unable to maintain a focus during the session.

2 – therapist was able to focus somewhat, but significant portions of
the session were devoted to peripheral or unproductive discussion.

4 – therapist was able to maintain focus and to refocus discussion when
distractions occurred.

6 – therapist maintained focus throughout session and, when appro-
priate, labeled any defocus that occurred and then successfully re-
focused.

Finally, trainees are required to write up family assessments, to outline a
cogent treatment strategy, and to document ongoing therapy. This material
is used to assess student progress in executive skill development and docu-
mentation as a skill itself. At the end of the training program, the trainer/
supervisor completes a summary evaluation as shown in Table 4.3.

Trainer/Training Evaluation

Although our emphasis in evaluation centers on trainees’ progress through-
out the program, we purposely schedule evaluations of trainers and the
training program on a regular basis. We do so (1) to adjust our training to
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TTTTTable 4.3able 4.3able 4.3able 4.3able 4.3 Evaluation of Family Therapist

GENERAL COMPETENCIES

Attendance: _____ Participation: _____ Ability to use Supervision: _____

SPECIFIC COMPETENCIES (Rate 1 through 5)

Rating Scale: Excellent 5 4 3 2 1 Poor

(3 = expected level of performance)

A. CONCEPTUAL/COGNITIVE:
1. Knowledge of family concepts and systems theory: _____

2. Understanding of dimensions of family functioning

according to McMaster model: _____

3. Recognizing when a family assessment is indicated: _____

B. PERCEPTUAL/CLINICAL:

1. Ability to engage in the family assessment process: _____

2. Ability to identify transactional patterns: _____

3. Recognition of affect in family members and in therapist: _____

C. EXECUTIVE:
1. Ability to do assessment and present problem list to family

(at least three family assessments generally completed in year 1): _____

2. Ability to construct a treatment contract: _____

3. Ability to work with family on the contract: _____

4. Ability to pace work to family’s level of functioning: _____

5. Ability to know when and how to successfully terminate: _____

6. Ability to identify other treatment needs in the family: _____

7. Overall clinical judgment: _____

OVERALL EVALUATION (check one) RECOMMENDATIONS

This trainee’s performance is:

_____ Among the best _____ Pass—Satisfactory performance

_____ Above expected level of _____ Pass—Would recommend further

performance study in the following

_____ Meets expected level of area: ___________________

performance

_____ Below expected level of _____ Fail—Needs to repeat this

performance assignment or makeup

_____ Unsatisfactory experience otherwise

Ryan-RT1585_C04.pmd 1/31/2005, 1:55 PM118



Training in the Problem Centered Systems Therapy of the Family • 119

changes, new ideas, and research findings in the field of family studies, and
(2) to adjust to new mandates from the health care system. A consistent
belief of ours throughout the years has been that the McMaster approach
must remain practical, teachable, and clinically useful for it to flourish. Our
trainers have a minimum of three years experience in treating families and
are supervised by senior level clinicians and teachers. Evaluation forms in-
clude ratings on course content and on individual trainers. Generic forms
address items that may apply to any part of the training, such as course
content, format, trainer abilities, use of audiovisual equipment, and reading
materials. Specific evaluation forms include ratings on the effectiveness of
the content, methods, goals, and objectives of a particular seminar series
(e.g., advanced seminar on executive skill training).

Trainer staff meetings are held at mid-course and at course completion.
These sessions are used to review the positive and negative aspects of spe-
cific seminars as well as trainees’ performance and progress. During these
meetings trainers and senior staff identify problems with particular training
approaches either across or within trainee groups. They focus attention on
format design, specific trainee group issues, or trainee problems. If a trainer
receives lower evaluations than her peers, further investigation, supervision,
direct observation, or pairing with an experienced instructor are options
considered to assist the trainer. In addition to trainer evaluation, the program
itself is reviewed periodically. We revisit the goals of the program and objec-
tives of specific seminars to ensure that they are clear, achievable, and still
desired. If one course/seminar compares poorly to others, we examine it in
more detail and consider redesigning all or part of it.

Besides keeping a focus on program goals, a few key issues to bear in
mind when developing a training program may be useful in its evaluation
as well. For example, although trainers and trainees are aware of and must
deal with small peer group supervision, group processes are a means to an
end and not the end itself. The task of the group is to learn family therapy
skills. Trainees may become preoccupied with the group process or a family’s
dynamics rather than concentrating on learning therapist or intervention
skills. The organization of the training program and the format of small
group seminars are designed to keep the training of the therapist as the
primary objective. The orientation, outline for group meetings, routine
structure, sequential development of conceptual, perceptual, and executive
skills, followed by ongoing evaluations, are important for guiding and sup-
porting both trainers and peer group supervision.

Finally, keeping the groups of trainers and trainees on task, progressing
through the levels of development, assuring clarity of communication, and
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supportive feedback are reflections of the leadership of the training program.
Similar to the evaluations completed on trainees and trainers, program
evaluations are viewed by senior staff as addressing deficiencies in the train-
ing, so that we can correct, adjust, and improve our program. Generic ratings
address the format of the program and small-group supervision, training
objectives, and organization of seminars and supervision. Specific evalua-
tions rate the effectiveness of the teaching format at different skill levels, the
mechanisms for learning family therapy techniques, and suggestions for
improvement in any aspect of the program.

Special Issues in Training

After presenting our research or the MMFF and PCSTF, a question we often
encounter in professional gatherings is how to set up a training program to
teach the McMaster approach. Given the variety of settings in which family
treatment is conducted, we do not offer a fixed method that is guaranteed
to work as is. Rather, we provide guidelines of our training program in such
a way that those interested in setting up their own program will be successful
in learning the McMaster approach. Some training issues are likely to arise
regardless of whether the program is set in an academic department, hospital,
community agency, public school, or private office. Other issues may arise
that are specific to a setting or a program. We comment on a few of these
issues.

Recognize Constituent Needs

Most institutions have their own goals and objectives. So too do the trainees
and trainers. Before embarking on a new training program, it is important
to clearly recognize and acknowledge different perspectives, needs, and com-
peting demands so that common objectives can be agreed upon. An institu-
tion may be amenable to provide support for a program if it is clear that the
training will have benefit beyond the training period. Trainees may be con-
cerned with the utility of the McMaster approach to family treatment and
may need assurance concerning its applicability to all family types. Trainers
may need to be confident of the transportability of the model by knowing
that trainees are able to sustain their learning without the continued presence
of the trainer. Trainers need to be sensitive to senior clinicians who may feel
threatened by junior staff learning a new treatment method. Some of these
issues can be addressed by:

• Including the appropriate staff in discussions before establishing a
training program
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• Communicating the purposes of the program in a clear and direct
manner

• Orienting trainers and trainees to what is expected of them and what
they will accomplish

• Discussing how specific components of the program may impact on
the system

• Negotiating with appropriate personnel to ensure a successful program
particularly the senior personnel in the agency or program

Specify Goals for the Training Program

Program developers need to be as specific as possible when setting up their
training goals. Not only will this strategy help in designing the format of
the program and adjusting it where necessary, it will be easier to evaluate
the success of the program and determine its relevance to the supporting
agency. The following are examples of training goals along with the associ-
ated programs.

Academic
• Train residents in a medical training program to develop a psycho-

social perspective from which they will gain a better understanding
of the families they treat.

• Provide a model which would enable a physician to classify his or her
observations of the family unit in areas of family living and transac-
tional patterns.

Community Agency
• Train staff members so that they are able to assess and provide adjunc-

tive family therapy as a treatment modality for appropriate client fami-
lies.

• Extend family systems concepts and family therapy techniques to a
broader range of clinicians/ therapists within the agency through staff
development programs and supervision by those trained in the
McMaster approach.

Research Program
• Train research interviewers so they can make accurate assessments of

family functioning.
• Ensure reliability among therapists in order to test all, or part of, the

therapy program.
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Training Timing and Format

The timing and format of a training program is determined by the commit-
ment of trainees, availability of families, institutional support, and partici-
pation in small-group meetings. We give three brief examples of diverse
training programs.

Academic
In training that is currently based in the Department of Psychiatry and
Human Behavior within the Brown Medical School, residents learn the
MMFF and the PCSTF over the course of a two-year program. In the first
six-month period, trainees meet weekly for 1 to 1½ hour seminars to learn
and discuss the concepts and principles of the MMFF. They view (by direct
observation and by videotape) demonstrations of complete family assess-
ments conducted by senior level psychiatrists and experienced family
therapists. The second half of the year is devoted to supervision of trainees
as they learn how to conduct a family assessment and use the PCSTF. Dur-
ing the next year, residents follow their own family cases with an elective in
family therapy supervision. Because this program is concentrated on learning
the McMaster approach, trainees are expected to have reached a certain level
of competency in their clinical knowledge and interviewing skills before
they are permitted to participate in this series.

Community Agency
Training conducted within a community agency some distance from the
medical school was done with minimal contact from trainers and with con-
siderable reliance on peer group learning. The program took place over a
14-month period. Six months were used to develop conceptual and percep-
tual skill training, followed by eight months of executive skill training.
Trainers met with the trainees once a month, while trainee groups met
weekly. During the first phase of this program there were two groups, each
made up of 12 trainees. In the second phase, which focused on executive
skill training, the groups were divided into four groups of six trainees.
Throughout the month trainers reviewed audiotaped sessions of the group
meetings so that when the full group met, the trainers could identify prob-
lems, discuss specific goals for the ensuing month, and develop strategies to
achieve the goals. In all of the groups, audiotapes were used to review family
sessions during the peer group supervision.

One concern of agency administrators was that the program have a lasting
benefit for the client-families that used the agency’s services. Not only did
the trained therapists implement the McMaster approach to assess and treat
families, graduates of the program set up a series of in-house training
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seminars, 12 weeks in length, to help other agency staff understand psycho-
social problems of the family. These seminars had the added benefit of pro-
viding continued support and training for the McMaster-trained family
therapists. Also, since the treatment model could not address all of the prob-
lems that these families encountered, the graduates of the training program
set up ad hoc committees to initiate spin-off programs, using the assessment
and therapeutic skills learned from the McMaster approach.

Continuing Education Services
One education program was designed to provide interdisciplinary learning
as well as more effective professional collaboration within a community.
Classes were held one evening per week. Participants included community
members who held senior positions in the ministry, medicine, education,
nursing, social work, and related mental health care fields. As noted previ-
ously, a comparable level of development, more than an individual’s back-
ground, was a key factor for ensuring success. Teaching methods in this
program series were similar to what we have outlined in earlier sections.
That is, the curriculum focused on theoretical and clinical practice with
lectures, visual aids, small group seminars, role playing, and evaluation.
Training for this program was adapted from the guidelines set forth in this
chapter. An advanced aspect to this course was a consultation program set
up for supervisors of family therapy. Under the lead of senior faculty, the
supervisors presented video- or audiotapes of their supervisory sessions.
While the focus of discussion became the process and techniques of super-
vision of McMaster trainees, supervisors soon brought tapes of their own
therapy sessions so they could review and maintain their therapeutic skills.33

Research Issues in Training

Special considerations need to be incorporated into training related to re-
search. We have developed a number of instruments for use as both clinical
and research assessments. We alluded to a few in this chapter and provide
more detail and discussion in the following chapter.

Training for Rating Tapes

If the research training includes ratings of family dimensions by viewing
tapes, then training must impart the conceptual and perceptual skills nec-
essary to achieve high inter-rater reliability. Over the years we have collected
a library of tapes of family sessions conducted by experienced therapists.
Trainees are assigned tapes to review and rate. Trainee ratings are then com-
pared to known standards, discussed, and problem areas resolved.
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Training for Interviewing Families

If the research training involves ratings of family dimensions after inter-
viewing families, trainees are required to learn conceptual, perceptual, and
executive skills in order to complete a reliable and valid McMaster interview.
Training is the same as outlined in the formal training program with two
important caveats. First, research interviewers do not need to explore a range
of presenting problems—an aspect of training that often takes extended
time and special attention. They need only assess problem areas to the degree
necessary to complete a valid and reliable rating. Second, research inter-
viewers need enough detail to provide family ratings in each dimension,
but do not need to explore a dimension, nor its background, in detail. It
should be clear to the interviewer and the family that he or she does not
have the same role as the treating therapist. In our experience, research assis-
tants, research interviewers, and paraprofessionals often find it difficult to
stop exploring during an interview even though they have enough infor-
mation to make an accurate rating. They become caught up in interesting
clinical material. Regular meetings with the research interviewers, reviewing
the task ahead of them, and staying focused on the issue usually corrects the
problem.

Training for Conducting Therapy

Research protocols may include training in the McMaster treatment ap-
proach in order to test all, or part, of the therapy model. This type of train-
ing is best done with those who have already been trained in the model and
have clinical experience with it. Training can then focus on consistency and
adherence to basic principles to ensure that the research project therapy is
carried out in a reliable and valid fashion.

Conclusion

This chapter provided a detailed outline of how to set up a training pro-
gram, including the basic principles that we have followed in setting up our
own programs in an academic center and in a community agency. In addi-
tion to program format and content, our training also involves guidelines
of the methods by which we evaluate trainee, trainers, and the program.
Finally, we discuss special issues that need to be considered, whatever the
setting in which the training takes place. We recognize that individual train-
ing programs may need to make adjustments in order to be successful within
their own organizations. However, if the family therapy training is grounded
on the MMFF and the PCSTF, as outlined in this chapter, trainees should
come away with an understanding of how to assess and treat families ac-
cording to the McMaster approach.
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CHAPTER 5
Assessments Developed

 for the McMaster Model

A basic theme of the McMaster approach is linking the clinical utility of the
model with its research and teaching applicability. Following this principle,
we developed assessments that empirically measure key constructs of the
McMaster model. The Family Assessment Device (FAD),13,36 the McMaster
Clinical Rating Scale (MCRS),37 and the McMaster Structured Interview of
Family Functioning (McSiff)38 were developed by our research team to be
used by clinicians, researchers, students, and paraprofessionals. In this chap-
ter we present descriptions and scoring for each of these instruments, dis-
cuss the rationale behind their development and give examples of how they
may be used as clinical, research, or teaching tools.

In developing our assessments, we assumed that a family is not likely to
be perceived the same way by all individuals within the family. Family mem-
bers likely view the family differently than participant observers (therapists)
or non-participant observers (researchers/raters). It is our view that no one
perspective is correct. These differences in perspective are interesting and
worthy of study themselves. A good clinician will use his or her clinical
sense as well as the family’s insight to clarify or pinpoint problems and to
correct, confirm or adjust perceptions. A researcher will use responses by
clinicians and family members to test hypotheses, generate new hypotheses,
check research assumptions, and suggest new lines of research. A student
will learn to appreciate differences in assessment tools, objective and sub-
jective measures, and what can and cannot be gleaned from clinical and
research instruments.
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We began our work on assessments by developing a self-report question-
naire, the FAD. This gave us measurable feedback from family members
and allowed us to refine our constructs and test for reliability and validity.
We then developed the MCRS, designed for use by a therapist or a trained
rater after conducting an assessment interview of the entire family. Based
on our experience with the MCRS and our observations regarding the clinical
skills needed to make valid family ratings, we developed the McSiff—a semi-
structured family interview schedule used to help a beginning family thera-
pist or a paraprofessional rater collect sufficient information in the family
interview to enable ratings on all dimensions of the MMFF.

FAD

Description

The Family Assessment Device13,36 assesses family functioning on each di-
mension of the MMFF according to individual family members’ percep-
tions of their family’s functioning. In addition to the six subscales of the
MMFF (i.e., Problem Solving, Communication, Roles, Affective Responsive-
ness, Affective Involvement, Behavior Control) the FAD includes a General
Functioning scale that measures the overall level of the family’s function-
ing. Sixty statements, geared to an eighth-grade reading level, describe vari-
ous aspects of family functioning. Each family member over the age of 12
completes the pen-and-paper questionnaire by rating how well the state-
ment describes his or her family. There are four choices (strongly agree,
agree, disagree, strongly disagree) per item and 6 to 12 items for each dimen-
sion. Dimension items are purposely not listed in consecutive order. Each
item matches only one dimension and may describe healthy or unhealthy
functioning. The FAD takes approximately 20 minutes to complete.

Examples of questions about healthy functioning:
We talk to people directly rather than through go-betweens.
____ strongly agree ____ agree ____ disagree ____ strongly disagree

We try to think of different ways to solve problems.
____ strongly agree ____ agree ____ disagree ____ strongly disagree

Examples of questions about unhealthy functioning:
You can easily get away with breaking the rules.
____ strongly agree ____ agree ____ disagree ____ strongly disagree

We sometimes run out of things that we need.
____ strongly agree ____ agree ____ disagree ____ strongly disagree
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The underpinning of the FAD is the MMFF that, as we noted earlier, is
based on Judeo-Christian philosophy. Nonetheless, clinicians and researchers
have found our model and instrument useful in a variety of settings and
cultures throughout the world. We receive numerous requests to translate
the FAD. We review the process of translation, back-translation, credentials
of the translator, and their willingness to accept feedback. Once the FAD is
back-translated into English, the original developers of the FAD and senior
therapists provide feedback to ensure that the concepts have been under-
stood and used correctly. The translators then send a final version of the
translated FAD so that, through our clearinghouse, it will be accessible to
others.

The FAD has been translated into 20 different languages and is currently
being translated into 3 others. Translations of the FAD include: Afrikaans,
Chinese, Croatian, Danish, Finnish, French, Greek, Hebrew, Hungarian,
Farsi, Italian, Japanese, Malay, Norwegian, Polish, Portuguese, Russian,
Slovenian, Spanish, and Swedish. German, Thai, and Turkish FADs are in
the process of being translated. Several of the translations (i.e., the Croatian,
Finnish, French, Greek, Hebrew, Hungarian, Italian, Malay, Portuguese,
Russian, Spanish FADs) have been back-translated and reviewed by seniors
members of the team. Many of our colleagues are in the process of validat-
ing the translated instruments in their own countries. Although we provide
feedback and serve as a clearinghouse for FAD translations, we caution re-
searchers to be aware of and to consult the wide literature that addresses
important methodological issues when conducting cross-cultural studies,
including translating and validating instruments, and making comparisons
both within and across cultures.

Scoring

Endorsed responses are coded 1–4 for positively worded items and trans-
formed for negatively worded items. Responses for each subscale are summed
and divided by the number of items answered in that scale. If more than
40% of the items for a scale are missing, a scale score is not calculated and
the dimension is designated missing. For example, the dimension that as-
sesses Communication consists of nine items. As long as five of the items
are answered, the score can be used. We have found that family members
rarely have difficulty in answering questions.

Scores for individual items as well as individual dimensions range from
1–4 with a higher score indicating poorer functioning. The FAD scores are
a family member’s perception of his or her family functioning. Each family
dimension has statistical validity and individual items making up the dimen-
sions have face validity. This last point is more relevant to applied research
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and less of an issue when using the instrument for clinical care. The FAD
may be hand-scored or a computer scoring program may be purchased for
a nominal fee.

Development of the Scale

We originally designed the FAD as a screening instrument. The measure
was needed to identify areas of strength as well as problem areas in the easiest
and most efficient manner possible. We constructed the FAD to collect in-
formation on various dimensions of the family system as a whole, and to
collect this information directly from family members. We designed the
form so it would be useful to family clinicians and researchers. Details of
the research studies that led to the development of the FAD are provided in
a series of articles published in the last two decades. These articles include
psychometric properties of the FAD, scale reliabilities, intercorrelations, and
distribution of scores on family dimensions.13,39,40 Briefly, our strategy in
designing the FAD was to use the MMFF to define areas of family functioning
that we wanted to assess. The first version of the FAD used a set of 240
items, each dimension consisting of a subset of 40 items. For each dimension
we chose items that covered all aspects of that dimension. Within each set
we selected the fewest number of items which, taken together, produced a
scale with the highest reliability (Chronbach’s alpha).

Because the resulting scales were intercorrelated, we returned to the item
pool and selected the most highly correlated subset of items and created a
General Functioning scale that would assess the overall health or pathology
of the family. We returned once again to the original set of 240 items and
selected items for the six dimensions using three criteria. First, the items
had to be written for the relevant dimension. Second, the set of items making
up a scale had to be as highly intercorrelated as possible so that the scale
had maximum internal consistency. Third, items in a scale had to correlate
more highly with that scale than with either the General Functioning scale
or the remaining five dimension scales. The scale construction process was
recursive. That is, each time the set of items making up a scale was modified
correlations within the scale and between scales changed. The item selection
stopped when the scale reliability was over a minimum (alpha = .70) and
no item increased the scale reliability or increased the correlation of the
scale with one of the other scales. We strove for a balanced instrument that
would be clinically meaningful and meet rigorous standards when applied
to research.

Not every concept defined in the MMFF is incorporated in the FAD;
however, each dimension addresses all concepts necessary to assess the
family’s functioning in a particular area. For example, there is no question
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on the FAD concerning adult sexual gratification (Roles), but allocation of
roles in the family and accountability are addressed. A clinician can ask
adults about their sexual gratification in a family meeting. Also, in a clinical
interview, the therapist detects visual cues and verbal intonation that is not
captured in a pen-and-paper questionnaire. Of particular interest to clini-
cians and researchers are the healthy/unhealthy cut-off scores first published
in 198539 and the mean scores of family dimensions for a variety of sample
populations published in 199040 (Table 5.1). The cut-off scores were de-
rived after experienced, senior level family therapists conducted compre-
hensive family assessments based on the MMFF, rated each dimension as
healthy or unhealthy, and matched the clinician ratings with that of the
family’s FAD score. The means and standard deviations were calculated af-
ter pooling FAD scores from several hundred families. Details are provided
in the referenced articles. A recent suggestion that the FAD be collapsed to
two factors41 is reminiscent of discussions that occurred when the FAD was
originally being developed. We responded42 in a similar fashion, i.e., the
FAD must have clinical utility and not simply be a statistical construct with
no relationship to the families seen in our clinics.

Strengths and Limitations

The FAD has a number of attractive features. It is an economical paper-
and-pencil test that can be completed and scored relatively easily and in a
short amount of time. It has acceptable data regarding reliability and validity,

TTTTTable 5.able 5.able 5.able 5.able 5.11111 FAD Healthy/Unhealthy Cut-Off Scores, Means, and Standard Deviations

Cut-off Nonclinical Psychiatric Medical
Dimension Score* (N = 627) (N = 1138) (N = 298)

x̄ sd x̄ sd x̄ sd
Problem Solving 2.20 1.91 .40 2.32 .53 1.95 .45
Communication 2.20 2.09 .40 2.37 .44 2.13 .43

Roles 2.30 2.16 .34 2.37 .40 2.22 .39

Affective
Responsiveness 2.20 2.08 .53 2.36 .57 2.08 .53

Affective
Involvement 2.10 2.00 .50 2.32 .55 2.02 .47

Behavior Control 1.90 1.94 .44 2.14 .49 1.84 .42

General
Functioning 2.00 1.84 .43 2.27 .51 1.89 .45

*Greater than or equal to cut-off score = unhealthy functioning in that dimension; less than cut-

off score = healthy functioning in that dimension.
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has been tested and found not to be influenced by social desirability, and
has been used successfully in a variety of clinical and research settings, in
different languages and cultural settings. Like most family assessments, it
measures peoples’ perceptions of their families. It provides ratings of a well-
described, specific model that has proven useful in clinical work. The FAD
gives a detailed picture of a family’s functioning in several areas of family
life and in the family’s overall functioning. The FAD includes perspectives
from all family members and has been tested in children as young as 12
years old. Each FAD dimension has documented acceptable reliability. The
FAD provides a good orientation for family members to think about their
strengths and weaknesses and is a useful introduction for a clinician to use
in targeting problem areas in the family. Established cut-off scores indicate
healthy and unhealthy functioning.

While we view the subjective perspective as a strength, there are limita-
tions to self-report instruments. The FAD does not substitute for a thor-
ough clinical evaluation of the family’s presenting problems. As noted earlier,
the FAD (like the MMFF on which it is based) does not address every aspect
of family functioning. It addresses dimensions that we feel are critical to a
family’s functioning. Finally, the FAD score is a relative score that has no
intrinsic meaning. For example, depending on the dimension, a score of
2.12 may or may not be considered unhealthy.

The FAD has been used as a screening tool to target at risk families, as a
snapshot to measure change in a family’s functioning over time, and as a
way to indicate the strengths and weaknesses of a family. The following ex-
ample shows how FAD scores on Problem Solving and Behavior Control
can be used from a clinical and research perspective.

Case Study—FAD

The family consists of Mr. and Mrs. N, ages 45 and 42 respectively, a 13-
year-old son (P) hospitalized with suicidal threats, anger outbursts, and
school truancy, and a 12-year-old brother (M). The couple has been married
for 14 years. Mr. N is a high school graduate and Navy veteran employed as
a manager in a hardware store. Mrs. N completed two years of college and is
a part-time secretary.

FAD scores: Problem Solving Behavior Control
Mother 1.66 1.66
Father 2.00 1.77
Patient 2.00 2.44
Sibling 2.16 2.11
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The cut-off score for Problem Solving is 2.20. Although individual family
members fall within the healthy range of this dimension, their perception
of the family’s ability to solve problems varies. On further discussion with
family members, the therapist elicited the following information:

Instrumental problems are reportedly handled competently. Family
members report difficulty dealing with affective problems. They re-
port reluctance in identifying emotional concerns and avoid discuss-
ing issues involving feelings. For example, family members report that
there is a tendency to perceive and interpret open discussion of affec-
tive problems (e.g., the patient’s angry feelings, the sibling rivalry be-
tween the patient and his brother) as being ‘critical’ and ‘incriminating.’
As a result, it is difficult for family members to sit down and solve
problems.

Mrs. N is afraid that discussing strong affect will elicit Mr. N’s “poten-
tial for getting really angry” and then he will “snap emotionally.” Mr.
N states that it’s Mrs. N’s “anxiety” about what will happen that’s the
problem, so he tries to avoid such conversations. Mrs. N takes it upon
herself to deal with affective problems in the family (“I feel that I have
to hold the family together”), especially when problems relate to the
identified patient, P. Often, she internalizes these problems (“I feel
them for P”). Her over-accommodation serves to distance her hus-
band which then justifies her perception that Mr. N is emotionally
cut off from her and her sons. Rather than overtax his already “over-
burdened” and “over-accommodating” mother, son M prefers to keep
things to himself.

The cut-off score for Behavior Control is 1.90. In this family there clearly
is a discrepancy between the parents’ perception of their family’s functioning
and the children’s perception. Although teenagers often rate their family’s
functioning worse than their parents do, our research has not shown that
teen and parents scores differ significantly in a consistent pattern. The thera-
pist used these scores to generate a discussion. His findings suggest the
following:

Rules for meeting the psychobiological needs of children and adults
are generally appropriate. Parental disagreement over the rules for
children becomes apparent when Mr. N perceives his wife as being
over-indulgent and Mrs. N sees her husband as being harsh and rigid.
When this occurs Mr. and Mrs. N are unable to discuss their differ-
ences (i.e., agree to disagree) for fear that such disagreement will result
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in a conflict between them. The couple engages in their characteristic
transactional pattern. Rather than challenge his wife, Mr. N retreats
and reacts to such situations by making sarcastic remarks about his
wife’s need to monitor behavior. As a result, Mr. and Mrs. N are unable
to sit down and discuss alternative ways to manage their sons’ behav-
ior. They were able to establish an unwritten rule that “aggressive acts
are not tolerated.” However, family members report that verbal aggres-
sion frequently occurs between the siblings. When this happens, es-
pecially when the patient is verbally aggressive toward his younger
brother, the parents ask their younger son to “be nice to his brother.”
Mr. and Mrs. N admitted that when their older son displayed physical
aggression, their solution was to enroll him in individual therapy which
resulted in hospitalization after the aggressive behavior kept escalating.

The sons agree that their parents let them misbehave and ignore rules.
They admitted that even when their parents try to enforce a rule or
punish them, they resist by acting up. On the other hand, the children
did not feel that they could talk openly in the therapy session about
their parents’ anger because they did not want to be the cause of a
“blow-up.” They felt comfortable, however, in answering the FAD.
When the therapist asked if he could share their ratings, they were
eager to do so in the “safety” of the therapy room and with the help of
the therapist.

A transactional pattern that the therapist noted in other dimensions
recurs in behavior control. The therapist suggested that Mrs. N fears
her husband will respond with anger while Mr. N believes that intimacy
leads to disappointment and hurt feelings. In behavior control, the
pattern appears when the parents report great difficulty in coopera-
tively establishing and enforcing rules, ultimately resulting in ineffec-
tive behavior control of their two sons. The parents avoid and
circumvent behavior control issues because they fear that any attempt
to enforce rules will elicit emotional outbursts. When questioned, Mr.
and Mrs. N agreed with the therapist’s assessment.

Clinical Use

The therapist used the family FAD scores as a screen to get a sense of how
family members perceived their functioning in two different dimensions.
Scores on the Problem Solving dimension suggested some discrepancies
between family members while the Behavior Control scores showed clearer
discrepancy between the parents and children, with two of the scores sug-
gesting moderate dysfunction. The therapist first sought permission from
all family members to share and discuss individual FAD items. Then he
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used some of the family members’ responses to problem solving and be-
havioral control items to elicit information, generate discussion, and point
out where members agreed and disagreed. Family members are often fascin-
ated with how others in the family have responded to the FAD items.

Since the item ratings list perspectives held by each family member, the
therapist took the opportunity to orient each member to see differences in
perspectives, and to compare and listen to each other’s point of view. This
exercise is useful for the family’s upcoming treatment sessions as it sets the
stage for discussions in which members try to resolve differences and con-
flicts within the family. The therapist used the FAD ratings as a starting
point. From there, he conducted a thorough family assessment following
the interview outlined in chapter 3.

Lack of discrepancy in members’ scores does not necessarily mean good
functioning. Family members often agree that major problems exist in some
areas of their family’s functioning. Families may even pinpoint the problems
accurately but be unable to address the problem or come up with a satisfac-
tory solution. In the case of the N family, the therapist explored the prob-
lem solving and behavior control scores in more detail. He was able to suggest
some positive features about the dimensions (e.g., solving instrumental prob-
lems and establishing some basic rules), but also elicited difficulties (e.g.,
anger, lack of communication about problems), particularly between the
parents. Once the therapist and family members discussed specific issues
and examples of difficulties, the therapist recognized a common theme and
was able to get family members to see how their behaviors affected each
other as well as how those behaviors had unintended consequences. In this
particular example, the parents’ pattern of communication made it difficult
for the children to express their feelings openly. Since the children felt com-
fortable answering the questionnaire, however, the therapist was able to note
the discrepancy, bring it out in the open, and discuss the issues with all
family members in a treatment session.

It is not necessary to use the FAD when treating families. This therapist
routinely does so throughout the course of family treatment in order to
assess change (or lack of change) in a family’s perception of their functioning.
He often shares the results with family members who are appreciative of
being included in the process and who find each other’s ratings instructive.
In accordance with the model, the therapist first asks the family for permis-
sion to share the scores and then discusses the results with all family mem-
bers present.

Research Use

From a research perspective, the family is the unit of analysis for most of
our studies. Analytic strategies, however, clearly depend on the research
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question or area of interest. Descriptive statistics may focus on individuals
making up a particular family or group of families with a characteristic of
interest (e.g., a psychiatric disorder, specific development stage, family mem-
ber at risk for school problems). Inferential statistics address more formal
research questions such as hypothesis testing or model building. The focus
might be on pre- and post- testing of a therapeutic intervention, within
and between group comparisons, changes in functioning over the course of
an illness/episode, predictors of response—or lack of response—to treat-
ment, noncompliance, and risk behaviors, or clinical correlates of family
dysfunction.

In the example given, the family’s mean Problem Solving score was 1.955
(sd = .21) while the mean rating for the family’s Behavior Control was 1.995
(sd = .35). Based on the cut-off scores, Problem Solving fell within the healthy
range of family functioning while Behavior Control was considered un-
healthy. Within-family analysis might focus on the discrepant scores of the
patient versus other family members. In this example, the unhealthy rating
of the Behavior Control dimension was driven by the patient’s view of his
family’s functioning. Another approach might be to examine the differences
or similarities between the parents’ versus the children’s perspective of their
family’s functioning. Using the above example, there was less apparent varia-
tion in the area of problem solving between parents and children than in
the area of behavior control.

A researcher may be interested in comparing FAD ratings for different
patient groups, including different illness categories (psychiatric, medical
illness, chronic or acute illness). The mean family score may be considered
one case of a family’s perception of its family’s functioning. The functioning
of families in which one member is ill can be compared to the functioning
of “normal” families in which there is no designated patient. Other com-
parisons of interest may be between family dyads (children versus parents),
families at different stages of development, families with different house-
hold compositions, or families at different stages of their treatment or course
of illness. Finally, FAD ratings can be used for making comparisons over
time, including pre- and post-testing, particularly if an intervention is pro-
vided. FAD scores are used to measure change over time during the course
of an illness episode or study, during a follow-up time period, or if there is
an interim phase between two or more events. More complex studies might
focus on a comparison of treatment interventions.

Two cautionary points that we have made in previous chapters are worth
repeating. First, it is not surprising that family dimensions show different
levels of health/pathology in the same family. There is no reason to believe
that families perceive every area of their family life in the same way. While it
is true that some families (or family members) rate their family’s functioning
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uniformly poorly or well, our clinical and research experience suggests
greater variability in the way families rate their functioning. Possibly because
of this variability, we have not found a ceiling or a threshold effect when
using the FAD. That is, there is no minimum or maximum number of family
dimensions which, if rated good or poor on the FAD, automatically and
uniformly establishes a family’s functioning as healthy or unhealthy.

Second, the dimensions of the FAD have undergone rigorous statistical
testing to establish validity and reliability. Because the series of studies on
reliability and validity focused on the FAD dimensions (not items), we rec-
ommend that researchers use the family dimension scores for statistical
comparisons, and reserve use of the FAD items for content analysis and
interpretation.

MCRS

Description

The McMaster Clinical Rating Scale37 is an assessment used to evaluate fami-
lies according to the MMFF. A therapist conducts a clinical interview and
uses the guidelines set up in the MCRS manual to rate families on their
functioning. In order to obtain the information necessary to provide rat-
ings, a rater must be thoroughly familiar with the MMFF. Ratings may be
done by the clinician conducting the interview or by an observer-rater watch-
ing a tape or viewing the actual assessment. The rater should have the mean-
ing of a dimension clearly in mind before rating a family so that ratings are
made carefully, but not obsessively. The MCRS manual contains brief de-
scriptions of the dimensions, anchor points, and rating guidelines for using
the scale. Descriptions of the ratings are couched in operational and behav-
ioral terms. They describe the type of functioning that should be present to
qualify for a score (severely disturbed, nonclinical, and superior). Ratings
focus on the family system as a unit and not on individuals, a mean score,
or a summary of individual characteristics. Thus, one or two family mem-
bers may have difficulty with some aspect of a dimension; nonetheless, the
family as a whole functions effectively. Although each dimension begins
with highlights of the dimension (in order to focus the rater), the manual
by itself does not provide an adequate introduction to the MMFF.

Scoring

Each dimension is rated on a seven-point scale with 1 indicating severely
disturbed functioning and 7 indicating superior functioning. A rating be-
tween 1 and 4 on any scale indicates that an individual in the family, or the
family as a whole, is likely to need clinical help. A rating between 5 and 7 on

Ryan-RT1585_C05.pmd 1/31/2005, 1:55 PM135



136 • Evaluating and Treating Families

any scale indicates that disturbances in that area are minor and unlikely to
lead to a need for clinical help. Anchor points describe each level of family
functioning within each dimension and family characteristics at three levels
of functioning: severely disturbed, non-clinical, and superior. A rating of 1
on the scale is the worst case scenario for that aspect of a family’s function-
ing. A 5, denoting nonclinical, suggests that the family’s functioning is not
excellent but is at a level that is unlikely to require any intervention. We
reason that most families have some difficulty in the more subtle aspects of
family functioning, but these are not sufficient to evoke problems that lead
families to seek help. We designate 5 on the scale to represent a level of
functioning that, while not completely effective, does not lead to clinical
presentation and represents a “normative” healthy level. Although some
families obtain a 7 on some dimensions, it is rare for a family to receive a 7
on all family dimensions. The rating scale for communication is shown below
followed by anchor points to rate the family’s functioning.

Example of anchor points for family functioning in communication:

Severely Disturbed
1. The family does not communicate. Rather, there is silence/chaotic

talking/irrelevant talking.
2. Instrumental messages are masked such that the content of the mes-

sages cannot be understood by other family members.
3. Instrumental messages are indirect so that even clear content goes to

inappropriate family members.
4. A family’s affective communication is masked.
5. A family’s affective communication is indirect.
6. Messages are communicated clearly and directly by ordinary standards,

but some members of the family still do not hear or perceive what is
being said.

Nonclinical/Healthy
1. All information necessary for instrumental functions is communicated

clearly and directly.
2. In most situations (70–80%) where communication of affect is re-

quired, it is clear and direct and received appropriately.

TTTTTable 5.2able 5.2able 5.2able 5.2able 5.2 Rating Key for MCRS – Communication Dimension37

Very Non- Insufficient
Disturbed Clinical Superior Information

Communication 1 2 3 4 5 6 7 II
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3. Only in the remaining 20–30% of situations are messages either inad-
equately clarified or inappropriately directed.

4. If a message is unclear, an attempt is made to clarify it.
5. Communication may sometimes be inefficient or inadequate, but not

to the extent that it is disruptive.

Superior
1. A family transmits messages when they are called for.
2. All messages (instrumental and affective) are clear and direct with no

misunderstandings.
3. If the recipient of the message does not completely understand it, he/

she immediately asks for, and receives, clarification.
4. Messages are transmitted concisely and efficiently.

If it is unclear how the family should be rated, all three anchor descriptions
(i.e., severely disturbed, nonclinical/healthy, or superior) should be reviewed.
In cases where there is insufficient data to make a rating, this can be noted
in the appropriate place on the rating form. The anchor point descriptions
act as markers that the rater interpolates from to arrive at a rating. Each
dimension lists a set of principles to guide the decision. A complete MCRS
will have 6 dimension scores and 1 general functioning score. Using our
clinical experience, we chose a 7-point scale because it has sufficient range
to encompass a variety of family functioning, yet is sufficiently compact to
be manageable by raters. For research purposes, we also felt that a 7-point
scale would adequately differentiate within as well as across families.

Development of the Scale

There are several reasons why self-report inventories can create difficulties
when assessing theoretical constructs. First, a significant body of literature
provides evidence that beliefs and self-reports are not isomorphic with be-
havior.43 Second, the decision about how to combine individual family scores
into an overall rating entails a variety of methodological issues. Third, due
to language differences or reading-level requirements, self-report question-
naires may not be useful for important segments of the population. There
are several positive reasons for using interview ratings of family functioning.
One of the most obvious is the interaction data and nonverbal cues avail-
able in interview settings with family members that are unavailable when
using paper-and-pencil reports. The interview setting may provide greater
flexibility in gathering information or more spontaneous responses. The
clinician/rater may have an objective perspective of the family’s functioning.
Finally, the clinical interview is the most commonly used assessment in
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clinical practice. Thus, even while we were developing the FAD, we realized
the need for a clinician-rated instrument that was based on our theoretical
model.

Despite the importance of the clinical interview, few interview ratings
are standardized. Not only did we immediately see the need for a standard-
ized clinical rating scale, we felt the development of one would fit particu-
larly well into our program by increasing the utility of the MMFF in both
clinical and research settings. We conducted a series of four studies address-
ing the reliability and validity of the MCRS.44 The first study sought to deter-
mine whether or not the dimensions of the MCRS could be reliably rated.
We videotaped assessments of five families by senior therapists who had
extensive experience in using and teaching the MMFF. Raters with different
levels of clinical training (naïve, beginning, intermediate, and advanced fam-
ily therapists) viewed and rated the tapes independently. Results indicated
that the MCRS could be rated reliably on all seven scales. In the second
study naïve raters received didactic training in the MMFF and the MCRS,
completed trial ratings, and were given feedback on their ratings. Then they
rated 31 families with a wide range of family functioning. Raters with mini-
mal training demonstrated good interrater reliability.

The third study focused on the relationship between the FAD and the
MCRS. The lack of correspondence between observational and self-report
scales is generally thought to be due to differences in perspective (internal
vs. external,45 context (e.g., situational, home versus lab, clinic versus school,46

or orientation (clinical based versus theory based).47 The small to moderate
correlations (average r ranges between .40–.60) that we found between the
family dimensions measured by the FAD and those measured by the MCRS
may reflect differences in perspective and context, similarities in a model
based upon clinical observations, or, more likely, a combination of these
factors.

The final study addressed the ability of the MCRS to discriminate be-
tween families that were expected to differ in family functioning. We chose
families in which one member was acutely depressed. Experienced family
therapists interviewed and rated the family at the acute stage of the patient’s
illness and when the depressive episode remitted. As expected, ratings of
family functioning at the acute stage were, with the exception of one dimen-
sion, significantly poorer than family ratings at follow-up. The improvement
in ratings of Affective Involvement did not reach significance. Since this
was the healthiest family dimension at the acute stage, it was more difficult
to show a significant change in functioning. Nonetheless, ratings for Affective
Involvement improved, in the expected direction, to a level of healthy func-
tioning.44 This series of studies on the MCRS allowed us to demonstrate
good interrater reliability and rater stability. Also, we found that the MCRS
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could be used effectively by relatively naïve raters and by experienced family
therapists. Correlations among rated dimensions were shown to be moderate
and consistent with theory, that is, during a depressive episode, familes of
depressed patients exhibited greater dysfunction in more areas of family
life than when their depressed member was not in a depressive episode.

Strengths and Limitations

The MCRS provides a clinician with a summary of each family dimension
that is considered fundamental to a family’s functioning. Because the in-
strument is based on a model of family functioning that is highly defined
and behaviorally based, rating the dimensions requires fewer levels of in-
ference than do other, more complex, and less behaviorally grounded models.
The MCRS provides the clinician with a guide to enable him or her to do a
comprehensive evaluation of the patient and family members, yet allows
for an evaluation of only 1 or 2 dimensions if needed. This flexibility is
useful when there are time constraints or patient/family limitations. Also,
when a trainee is first using the model, it is often advantageous to practice
on 1 or 2 dimensions before tackling all six areas of family functioning plus
the overall functioning of the family.

The MCRS is based on a clinical interview in which the interviewer or an
external rater evaluates a family system by addressing all components as
laid out in the MMFF. Thus, areas of family strengths are taken into ac-
count as are areas of family weaknesses. Unlike other measures that may
stress pathology, families can, and often do, receive ratings as high (very
effective) functioning families. The MCRS provides clear guidelines for
rating each family dimension. Ratings can be used as a continuous measure
or as a healthy/unhealthy dichotomy. Finally, the MCRS correlates moder-
ately with the FAD.

Because the MCRS is based on a clinical interview and taken from a well-
defined model, training is necessary in order to conduct a valid assessment
and provide reliable ratings. Thus, the ratings can be limited by the
interviewer’s lack of experience or familiarity with the model. The quality
of the interview can also be affected by the style of interviewing. That is, if
the interviewer focuses solely on the questions and the content of the
interview, and neglects family interactions and non-verbal cues, then a faulty
or inaccurate rating is possible. These limitations are more likely to occur
with a novice interviewer or trainee and are not peculiar to this model or
approach to therapy. As an interviewer gains more experience and confi-
dence with the assessment and the model, the interview becomes smoother
and there is a balance between questions addressed to family members,
interactions with the family, and notice of non-verbal messages and cues.
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Finally, the MCRS provides a summary score. A rating of 2 can suggest
significant functional problems in the family but the rating does not specify
which aspect of the dimension (e.g., allocation, affect, communication) is
causing the problem. The following example describes one family’s function-
ing on the dimensions of Communication, Roles, and Affective Responsive-
ness and the rating that was assigned to each dimension based on the MCRS.
The ratings were used as an objective measure of family functioning at
baseline and compared to the family’s functioning after six months or end-
of-treatment in a research study.

Case Study—MCRS

The family is Mr. and Mrs. S, age 37 and 33 respectively, a 14-year-old son
and an 11-year-old daughter. The S family was referred for family assess-
ment as one component of Mr. S’s treatment plan following a 10-day psy-
chiatric inpatient admission. Reluctant to seek treatment, it was only after
nearly losing his job of 16 years (due to uncharacteristic and increasing
disorganization, poor concentration, and irritability) that Mr. S sought psy-
chiatric evaluation. He was experiencing significant psychomotor retarda-
tion, slowness of speech, constricted affect, and a profoundly depressed
mood. His look was downcast with very little eye contact; thought content
revealed low self-esteem. Mr. S believed he was a failure and had let down
everyone who was important to him. Shame was predominant. He consid-
ered life was a hopeless bounce from one tragedy to the next and often wished
he would die. Thoughts of suicide were present and disturbing to him; how-
ever, his devout religious beliefs deterred him from killing himself. Past psy-
chiatric history revealed no previous treatment although there was evidence
of at least one prior episode of major depression seven years earlier when
Mr. S took a medical leave of absence and stayed in bed for nearly three
months.

Communication: The family acknowledged that they do not spend
adequate time talking together as a family, nor do Mr. and Mrs. S spend
time talking with each other. When they do talk, instrumental com-
munication is generally clear and direct. Affective communication is
considerably masked and indirect for they do not openly discuss their
feelings. MCRS rating – Communication = 3

Roles: The S family has established well-defined traditional roles that
lend themselves to effectively accomplishing most necessary, instru-
mental family functions. Mr. S is the bread winning husband and father
who has final say on all aspects of family life. Mrs. S is the primary
homemaker and is quite ambivalent about her role. Her frequent dis-
agreement with her husband’s approaches and decisions places her in
considerable conflict with her own religious beliefs and values of being
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submissive to her husband. This appears to have strained their expres-
sion of nurturing and support as well as their sexual relationship. The
children feel strongly connected to their mother and quite distant from
their father.

Mr. S’s depression and resultant withdrawal from his family intens-
ified the family’s feelings of isolation. There is significant discord be-
tween Mr. and Mrs. S with regard to Mr. S’s acknowledged excessive
involvement with a host of people outside of their family. Mr. S feels
compelled to provide financial and personal support to his mother,
siblings, and anyone in his church who asks him for assistance. Because
he responds to these requests, he has amassed considerable credit card
debt, much to the sacrifice of his immediate family. MCRS rating –
Roles = 4

Affective Responsiveness: While highly constricted and uncomfortable
in expression, the S family, in general, is able to experience the full
range of welfare and emergency emotions. Mr. S has significant diffi-
culty with the high degree of intensity of his emergency emotions
(guilt, shame, sadness, and anger) while Mrs. S is “numbed” at this
time to both her welfare (affection, support, happiness) and emergency
emotions (fear, anger, disappointment). MCRS rating – Affective
Responsiveness = 3

The therapist summarized the transactional pattern: As Mr. S be-
came increasingly overwhelmed by the impact of his depression he
withdrew. Worried and concerned, Mrs. S went to her husband only
to be frustrated by his rejecting behavior. In her hurt and frustration,
Mrs. S sought comfort in her children and in her excessive, unhealthy
eating. She gained weight and lost self-esteem. Additionally, she expe-
rienced frequent headaches and generally “did not feel good.” Mr. S
then felt he was to blame for his wife’s unhappiness and added guilt
and shame to his burrow of hopelessness and further withdrew. The
children, for the most part, remained on the sidelines. They were aware
that “something was wrong with dad” and worried about him but
kept their worry to themselves. This reinforced Mr. S’s belief that he
was protecting his family from his own problems. As this pattern pro-
gressed, Mr. S became significantly impaired and the family’s func-
tioning, particularly in the areas of affect and communication,
deteriorated.

Clinical Use

Using the McMaster model as a guide, the therapist systematically explored
the family’s presenting problems in 2–3 assessment sessions and rated the
family’s functioning on each dimension. Initially the S family had a limited
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understanding of why they were meeting with the family therapist. The fam-
ily was polite, attentive, and cooperative. When an individual was asked
questions, each responded briefly but cautiously. Questions directed to the
family as a group were met with long silences; eventually Mr. or Mrs. S
responded awkwardly and with reluctance. Mrs. S finally said that her hus-
band was not comfortable talking about problems and had intentionally
kept them in the dark about his condition.

The family’s tendency to respectfully wait and follow Mr. S’s lead and to
gain his approval before responding suggested important role definitions.
Additionally, the discussion on Mr. S’s thoughts about wishing he would
die and his conviction that his family didn’t need him evoked responses of
disbelief from his family as well as powerful emotional expressions of nur-
turing and support. Noting the strong definition of roles within the family,
the therapist showed respect in accepting the family’s traditional hierarchy.
This acceptance helped to establish and maintain trust between the thera-
pist and family members that, in turn, further engaged the family in the
assessment and treatment process. The assessment provided the therapist
with significant information relevant to the McMaster dimensions of family
functioning, particularly with respect to roles, affective involvement, affective
responsiveness, and affective aspects of communication. MCRS ratings pro-
vided baseline measures that were used to compare family strengths and
weaknesses on different dimensions and to gauge progress with the family’s
treatment over time.

The therapist used information gathered from the assessment to help
the family negotiate expectations of one another around the identified prob-
lems. Predictable from the assessment sessions, negotiations around the af-
fective problem areas were difficult at best. The S family was neither practiced
nor skilled at addressing affective issues that they had studiously avoided in
the past. Coupled with Mr. S’s depression, the family initially began to panic
at their lack of progress and Mr. S believed that all was hopeless. In this case,
the family therapist thought that Mr. S would benefit from individual treat-
ment. Gradually, through hard work, learning and practicing new skills,
and with support and encouragement from the therapist and family mem-
bers, the S family was able to negotiate their expectations, begin work on
addressing their problem list, and progress to the treatment stage. Improve-
ment was helped by individual and pharmacotherapy for Mr. S in addition
to the family therapy discussed here.

Many therapists who use the McMaster approach observe that, when the
assessment is conducted systematically and thoroughly, a significant portion
of family treatment occurs during the assessment stage. The assessment
process offers the family the opportunity to observe and discover their own
family’s functioning and, through new insight, determine a strategy to
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address family issues and improve their family’s functioning. This proved
true with the S family. The assessment phase lasted 3 sessions, the contracting
stage another 3 sessions, while the treatment for the family included 8 family
meetings. The time frame for assessment, contracting, treatment, and closure
was 11 months. Mr. S’s medication management and individual psycho-
therapy continued beyond the close of family treatment. As usual when
practicing the McMaster approach, the therapist used one session for review
and closure, offering the family additional sessions if they felt the need to
review old problems or address new issues.

The therapist in this case was very experienced in the use of the MMFF
and the PCSTF. He values the MCRS as a mechanism that keeps both the ther-
apist and family focused on assessing issues and problems within the family,
particularly in difficult to treat cases. Anchor points and rating guidelines
help to ensure a systematic assessment of each dimension and provide a meth-
od of tracking progress (or lack of progress) in the family’s treatment plan.

Research Use

The MCRS results in seven family scores, one for each of the six McMaster
dimensions and an overall, general functioning score. The scoring method
differs from the FAD scoring in which a mean score is derived from ratings
made by each family member. The differences are important when consider-
ing research methods and use.

The case of the S family was part of a study that examined four arms of
treatment: medication alone, medication with individual therapy, medica-
tion with family therapy, and medication with individual and family therapy.
In this study we used the FAD and the MCRS to obtain subjective and ob-
jective assessments of family functioning in families of patients who had
been hospitalized with major depression. One set of hypotheses focused on
matching treatments to patient/family deficits. For example, if the patient
and family exhibited poor family functioning at intake, a “matched” treat-
ment would include family therapy. If the same family was randomized to
receive “mismatched” treatment, family therapy would not be a part of their
treatment. The S family was randomized to the “matched” treatment arm
and therefore received family therapy in addition to the pharmacotherapy.
In this example, an objective family assessment provided additional infor-
mation about the problems encountered by Mr. S and his family. As a result
of the family assessment and several family treatment sessions, the clinician
recommended that Mr. S. obtain adjunctive individual therapy. Following
the research protocol, Mr. S was dropped from the randomized part of the
study so that he and his family could benefit from a combination of all
treatments offered.
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We are in the process of addressing several other research questions with
the data we have collected for this study. They include: (1) the relationship
between good/poor family functioning at the initial stage of the illness and
over the course of the episode; (2) the family’s functioning at index as a
predictor of short- versus long-term outcome; (3) the association between
subjective and objective measures and how they can be most effectively used
to understand the patient’s depression; (4) the clinical and psychosocial
correlates of a family’s functioning and the changes in functioning over
time; and (5) the relationship between retention in the study, compliance
with treatment, and dimensions of family functioning. The MCRS will pro-
vide an objective rating of family functioning for the above analyses. Depend-
ing on the specific question, we will dichotomize the MCRS score into
healthy/unhealthy ratings or use the seven point scale as a continuous mea-
sure. As a more recently developed instrument, our use of the MCRS in
research is less extensive than our use of the FAD. However, data that we
have collected and analyzed with respect to the psychometric properties of
the MCRS44 have provided encouragement for our continued use of this
instrument in research.

(McSiff)

Description

The McMaster Structured Interview of Family Functioning38,48 is a structured
instrument in which questions are asked of the family that address specific
components of each family dimension of the MMFF. Throughout the assess-
ment, information is elicited in order to determine whether or not a par-
ticular aspect of the dimension is problematic. The McSiff is an alternative
means to arrive at an MCRS score when the interviewer is naïve, not clini-
cally trained, or in the early stages of training. In fact, at the end of the 1 to
2 hour interview, the rater uses the MCRS scoring sheet to provide ratings
on the family’s functioning. In order to make it easier for the families and
the interviewer, the sequence of dimensions examined in the McSiff inter-
view differs from the sequence given in the MCRS.

The interviewer or rater who conducts the McSiff interview does not
need to be a clinician or experienced family therapist, but should be familiar
with the MMFF and have clinical interviewing skills. As the name implies,
the McSiff is a structured interview that provides a road map through all
the dimensions of the McMaster Model. The introduction to the McSiff
discusses the importance of exploring each area fully and making judg-
ments based on data gathering rather than on conjecture or intuition. The
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format of the instrument is explained and includes: (1) major headings of
each dimension and what the interviewer should focus on; (2) instructions
for the interviewer; (3) statements made by the interviewer; (4) questions
that the interviewer should ask; (5) probes and follow-up questions; (6)
interviewer rating prompt boxes; and (7) coding matrices.

Scoring

Prompt boxes appear throughout the interview to ensure that the rater has
enough information to rate a particular aspect of a dimension. The following
are examples of two prompt boxes used to rate two subcomponents of family
dimensions: (1) role accountability (in Roles dimension) and (2) communi-
cation of affective problems to the appropriate person (in Problem Solving
dimension). Detailed questions on these dimensions precede each prompt
box. If all questions are answered, the interviewer will have enough infor-
mation to provide a rating.

Example of Role Accountability:
Do you feel that jobs in the house are generally handled well by your family?

If No: What is the problem?

Does anyone in the house consistently not do his or her job(s)?
If Yes: Who?

What is the problem?
Probe: Do they have the skills or ability to do the job?

Do they have time to do the job?
Do they take responsibility for household jobs seriously or not
care? (i.e., is the problem lack of skills, time, or attitude?)

Do you check that jobs get done?
Probe if Yes: Who checks?

If a task is not carried out what happens?

Interviewer Rating:

The family maintains good role accountability? Yes No

Comments: _____________________________________________

______________________________________________________
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Example of communication of affective problems
to the appropriate person:
When you noticed the problem did you tell anyone?
Who did you let know about the problem?

Probe: Did you let anyone outside the family know about the problem?
If Yes: Who?
Did you let the others know soon after noticing the problem?

Is this usually the way the family is told about a problem?
If No: How is this different?

Interviewer Rating:

Affective problems are communicated to appropriate person? Yes No

Comments: _____________________________________________

______________________________________________________

Individual questions within each of the prompt boxes are numbered.
The interviewer uses a separate coding sheet to mark yes/no to indicate
whether or not there is a problem in that area of family life. A total of 40
questions focus on components of each dimension, preceded by a grid that
lists family roles and responsibilities. Once the interview is complete, the
rater reviews the family responses and the answers from the prompt boxes
to derive an MCRS rating on each of the family dimensions. The McSiff is
used to help the interviewer determine a family’s rating by flagging a specific
problem area; at this time it is not used to generate a numeric score.

Development of the Scale

The development of the McSiff was stimulated by our clinical, teaching,
and research activities. The lack of standardization of a clinical interview
needed to assess a family’s functioning became evident in a number of ways.
First, it became apparent that the clinical interview of the family was a critical
element in conducting a reliable and valid MCRS. However, even highly
experienced clinicians varied in the quantity or quality of information they
elicited in order to rate a family’s functioning. Furthermore, experienced
clinicians often used shortcuts in the interviewing process or drew conclu-
sions that were not obvious to less clinically experienced raters. A beginning
clinician or a naïve rater less familiar with the MMFF may feel that there is
a lack of sufficient data to make a rating and prolong the clinical interview
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when more than enough data have already been collected. Novice clinicians
often lose their focus and go off on a tangent during a clinical interview
while novice researchers often get stuck on unnecessary detailed probes.
The McSiff became a useful tool for: (1) training clinicians in conducting
family assessments, (2) helping researchers maintain a good interview flow,
(3) ensuring a comprehensive interview approach for either clinical or re-
search purposes, and (4) keeping the focus of the interview on the family’s
functioning.

Responses to the questions on the McSiff provide enough information
to enable the interviewer to rate the scale dimensions and to know whether
a problem exists. A therapist might want to explore the problem in more
detail and can do so by revisiting the issue during a therapy session. Once a
research interviewer establishes whether or not there is a problem, he or she
moves on with the interview as there is no need for further questions. The
McSiff is useful in advancing a wider and more consistent application of
the McMaster approach, both for those who do not have full clinical or
research training and for those interested in applying the model but are not
able to receive direct training from an experienced McMaster therapist. In
addition to providing structure for conducting a clinical interview, the McSiff
offers a level of specificity that the FAD and the MCRS does not. For example,
the boxes that are interspersed throughout the McSiff pinpoint a specific
problem in a specific dimension. The first example listed above focused on
role accountability while the second example focused on communicating
about affective problems. After a series of questions addressed to the family,
the interviewer gives a rating and writes down comments as needed before
continuing the interview.

Originally, use of the McSiff began as a teaching tool in the family therapy
training program at McMaster University. Senior instructors in the program
provided a list of questions they typically asked for each family dimension
of the MMFF. Trainers organized these questions into a guide for students
that would be suitable for any family. The sequence of questions followed
what was practiced in clinical sessions and what is presented in the MMFF:
problem solving, communication, roles, affective responsiveness, affective
involvement, behavior control.49 The first version of the McSiff did not ad-
dress presenting problems of the family. After testing this instrument, we
realized that families needed an opportunity to present their current prob-
lems and state why they were coming to the session. We also found it neces-
sary to change the order of assessing dimensions. Based on trial and error
responses to questions, we determined that the roles dimension was concrete
and easily grasped by the family. We moved questions on role functioning
to the beginning of the interview for they were highly specific, nonthreatening,
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and instrumental. We have since found that these types of questions reduce
the anxiety of family members, help families become accustomed to the
interview process, and help the interviewer develop a rapport with family
members.

The dimensions dealing with affect (Affective Responsiveness and Affec-
tive Involvement) are the last dimensions addressed in the McSiff. Our rea-
soning for this placement is to take into account information obtained from
other dimensions and to acknowledge that it may be difficult for families—
as well as trainees—to begin a comprehensive interview focusing on areas
of affect. Besides the specific responses to questions asked in these two di-
mensions, the interviewer considers the affect displayed by family members
throughout the interview when he/she determines the rating scores. As usual
with our approach, the McSiff concludes with a brief summary of the
interviewer’s assessment of the family, a request by the interviewer for the
family to correct, amend, or validate his or her perceptions, and to thank
the family for taking the time and effort to participate in the interview.

We drafted three versions of the McSiff accounting for different family
constellations, including a nuclear family, couples only, and single-parent
families. Our most recent version consists of one interview format applicable
to any family constellation and uses skip-outs and notations to direct ques-
tions to family members. The McSiff begins with an orientation to the inter-
view process, after which the interviewer obtains a list of problems identified
by the family and the steps they have taken to resolve the problems. Following
a discussion of the problems, the interview shifts to each of the McMaster
dimensions in the following order: Roles, Behavior Control, Problem Solv-
ing, Communication, Affective Responsiveness, and Affective Involvement.
Once the McSiff is completed, the interviewer codes responses on a sepa-
rate data sheet based on notes and comments taken during the interview.
The anchor points, levels of functioning, and principles of rating outlined
in the MCRS manual guide the final rating of functioning. The rater uses
the same form supplied in the MCRS manual to rate the six areas of family
functioning and the overall level of family functioning. As the interviewer
gains experience in clinical judgment and in conducting family interviews,
there is less reliance on the McSiff when completing a family’s assessment.

Strengths and Limitations

The McSiff, a structured interview based on a well-defined theoretical model,
ensures that the interviewer elicits enough information about a family’s
functioning to rate each component of a family dimension as defined in the
MCRS manual. Because the McSiff is designed to collect family information
in a structured, comprehensive manner, it is transferable to other settings
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and does not rely on in-depth training. A variety of interviewers with no
formal training in family therapy, and with little or no clinical experience
with families (albeit experience in administering assessments and with clini-
cal interviews), have been trained to reliably administer the McSiff. The
McSiff, analogous to the widely used Structured Clinical Interview for DSM-
IV, is structured so that the interviewer stays focused. Probes are included
throughout the interview to ensure that the correct information is gathered.
By asking the family for examples and using follow-up questions, the inter-
viewer is able to specify which aspect of a dimension is causing a problem.
The McSiff is a good teaching tool for learning the McMaster approach, for
gaining experience in interviewing families, and for providing structure to
a beginning clinician.

Families like the interview as each member gets to voice his or her opinion
on many different topics and soon realize that the interviewer will solicit
the opinion of each person. Family members are reassured that they will be
heard and they begin to listen to each other. Because of the detailed questions
and structure of the McSiff, a novice interviewer or beginning clinician may
rely on the questions provided rather than listen to and engage with the
family. If the interviewer is intent on a question and answer format (for
example, not skipping any questions), the interview may sound rote and
the family may get bored and be put off. Also, if an inexperienced inter-
viewer administers the McSiff nonverbal cues and interactional processes
may be missed.

These issues become particularly important if the McSiff is the first inter-
action the family has with the clinician, agency, or research staff. As an ex-
ample, families presenting their problems in a clinical setting and looking
for help can be put off if the interviewer relies too rigidly on the McSiff
structure and does not pay attention to the immediate concerns of the family.
In such cases it is important to listen to, and acknowledge, the family’s con-
cerns. We then explain to the family that we will return to address the prob-
lems but first would like a broader understanding of their family system.
These limitations are not confined to the McSiff, but represent a beginning
interviewer or clinician. If a trainee is interviewing the family, we often state
so explicitly. More often than not, families respond in a positive manner
even if the interview may take longer.

As noted, it is possible to complete all or parts of the McSiff in one session.
Depending on the experience of the interviewer and the family’s issues, two
sessions may be needed to complete the entire interview. Even for compli-
cated family problems and despite the therapeutic value found in many of
these interviews, we recommend that no more than two sessions be used to
complete the McSiff. The following case illustrates how a trainee used the
framework of the McSiff to focus himself and the family. By adhering to the
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interview format, the trainee obtained a comprehensive picture of the family
and addressed a pressing family issue that was being avoided.

Case Study—McSiff

The family is Mr. and Mrs. J, married for almost 50 years. The clinician saw
Mr. J, age 78, to treat his depression and memory loss. After several months
of treatment, the patient’s depression resolved and his memory loss stabi-
lized. However, the patient continued to be angry and complained about
increasing arguments with his wife, age 80. The therapist asked if the patient
and his wife would be interested in participating in a family assessment to
see if they could pinpoint some of their problems. The husband and wife
agreed to the interview and asked if their two adult sons could participate
in the assessment as well. The summary of the J family is based on the
clinician’s knowledge of the family since Mr. J was in treatment.

The husband, retired 12 years ago, had been a professional accountant
with administrative responsibilities in a small firm; his wife was a
homemaker. Their two sons were married, one with young children, a
busy schedule, and family responsibilities. The older son was very in-
volved with his parents, almost to the point of becoming a caretaker.
He advocated for the patient and family, scheduled all visits, spoke
with the clinician, and had attended the patient-clinician meetings.

After orienting the family about the family assessment, the therapist asked
family members to list some issues that had become problems or difficulties
within the family. According to Mr. and Mrs. J, problems actually began 10
to15 years ago when Mr. J retired. Both husband and wife were at home and
began fighting. In the past 2 to 3 years, the situation escalated. Mrs. J felt
that she did all the household tasks while her husband provided no help.
She was energetic, spunky, a mover who got things done. Mr. J was slower,
took his time, and liked to put things off. A major complicating factor in
the case was that Mr. J was in the early stage of Alzheimer’s disease. The
memory problems evidenced by the patient and inherently associated with
Alzheimer’s were seen as recalcitrance by the wife and son. If the patient
forgot to complete a chore, his wife thought he was just putting things off,
or leaving the task to her. The patient, in turn, was reluctant to reveal his
memory loss and, in trying to hide his deficits, became adept at making
excuses. The patient ended up getting depressed, the arguments increased,
the son became more enmeshed in the family system, and, at times, sided
with his mother, which caused more anger and resentment in the family
system.
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The therapist summarized the problems as: (1) fighting between Mr. and
Mrs. J, with an increase over the past two years; (2) difficulty associated
with Mr. J’s diagnosis of Alzheimer’s disease; and (3) the son’s involvement
in trying to deal with his parent’s issues. The family agreed on these problem
areas and then proceeded with the interview.

Roles
The first dimension assessed in the McSiff is Roles. From the summary given
above, it is clear that several components of this dimension were problematic.
Role allocation, accountability, system maintenance and management,
nurturance and support, and overall role functioning were all rated as prob-
lem areas. Mr. and Mrs. J’s roles were traditional in the sense that he was the
breadwinner while she took care of the house. They seemed comfortable
and set with their roles while Mr. J was working, but once he retired Mrs. J
was ambivalent. She constantly complained about her husband not being
helpful, but she also would not let go of the chores for him to do as he saw
fit. As a result, Mrs. J was often overwhelmed.

MCRS score using the McSiff – Roles = 3

Behavior Control
No sub-component of this dimension was rated as problematic.

MCRS score using the McSiff – Behavior Control = 5

Problem Solving
The family received mixed ratings on this dimension. Whether instrumental
or affective, there was difficulty in communicating problems. The family
also had problems in developing alternatives. Once a decision was made,
however, they did act on it and monitored it. Their ability to evaluate the
problem solving process varied. At times the sons’ input helped in the deci-
sion making process but at other times, it complicated the matter for Mr. J
felt he was outvoted.

MCRS score using the McSiff – Problem Solving = 4

Communication
This area of family functioning presented major problems for the J family.
All sub-components of the dimension (amount of time spent talking, clear,
direct, and overall communication) were problematic. Communication in
this family was very poor. The patient did not want to voice his concerns
regarding memory loss. When he did, his wife, and sometimes his son,
blamed him for making excuses. The family could not talk clearly and directly
among themselves. They did not take time to talk together, for each time
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they made the attempt, accusations and blaming quickly escalated to heated
arguments.

MCRS score using the McSiff – Communication = 2

Affective Responsiveness
No sub-component of this dimension was considered problematic, although
Mr. and Mrs. J acknowledged that their anger was escalating. Both were
able to respond with a full range of emotions: fear, anger, happiness, pleasure,
concern, sadness. When the interviewer asked questions, the patient and
his wife were quite willing and able to give examples of when they felt certain
emotions and what triggered them.

MCRS score using the McSiff – Affective Responsiveness = 6

Affective Involvement
Family members were neither appropriate nor effective in specific areas of
this dimension. The couple, as well as their older son, had become overly
involved with each other. Although the son tried to be helpful to his parents,
his helpfulness became excessive. Both he and his mother would nag his
father, become too close, and not give the patient enough space.

MCRS score using the McSiff – Affective Involvement = 3

Clinical Use
The therapist used the results of the McSiff to focus both himself and the
family members on a number of important issues. Although Mr. and Mrs. J
had poor communication skills and very different personality styles, they
had managed to work out a system over the years that had kept them to-
gether as a family. That system became increasingly problematic when Mr.
J retired several years ago. The more pressing issue for this family and the
underlying catalyst for seeking help with family problems was dealing with
the early stages of Mr. J’s illness. Mr. J and his family had great difficulty in
accepting his diagnosis of Alzheimer’s disease.

Since their affective responsiveness was appropriate and in the healthy
range, the therapist was able to have constructive family sessions in which
all family members confronted their feelings of fear, anxiety, and anger over
the looming illness. The clinician educated the family about Mr. J’s depres-
sion, Alzheimer’s disease, how the two illnesses contributed to Mr. J’s prob-
lems, and how the family could set realistic expectations for themselves as
the disease progressed. With the therapist’s help, the family enrolled Mr. J
in a senior day care center for two afternoons a week. The improvement in
Mr. J and in the family as a whole was so marked that they decided to in-
crease his participation to three days a week. This gave all family members
much needed space, lessened the unhealthy over-involvement of the older
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son, and took some pressure off Mr. J from feeling like he had to conceal his
forgetfulness and memory lapses.

During the holidays Mr. J did not attend the senior center for two weeks.
His continuous presence in the house, the increased holiday stress, and more
than the usual number of visitors had an immediate negative impact on the
family’s functioning. In a positive sense, however, the family realized in a
subsequent family session how important the day care program was for
each of them. They learned how to communicate their concerns in a direct
and positive manner and how to focus on a particular problem or issue.
Finally, they realized that their overall family functioning would likely change
from time to time and it was up to each family member to communicate
their concerns if and when changes occurred. They learned how to fight
fair when they had an issue and to let things go that were not important.

The first two case studies presented in this chapter were managed by
experienced clinicians with different backgrounds (one a trained family
therapist, one a clinical social worker), while the last case was managed by a
psychiatrist being trained in the McMaster approach. The following section
highlights how the supervisor took advantage of the guidelines set up by
the McSiff to teach a clinician how to assess a family’s functioning and how
to use that assessment when conducting family therapy.

Teaching Use
The therapist, relatively new at applying family therapy, used the model
(with supervision) to stay focused on key problems, get input from each
family member, and work together to resolve the issues. He used results
from the McSiff to decide what specific components of a dimension were
problematic. He recognized how the family was avoiding dealing with Mr.J’s
diagnosis of Alzheimer’s and he used the McMaster approach to encourage
each family member to state their feelings and concerns. Therapists in super-
vision learn how to focus on different aspects of a family’s dynamics, how
the family’s functioning affects and is affected by a patient’s illness, and
how he or she can systematically address issues and problems that the fam-
ily faces. In this case, the McMaster approach was useful in drawing out and
having the family discuss an emerging family problem, the onset of a degen-
erative illness. They did so within the context of a family meeting. By using
the McMaster framework, the family learned how they could address current
and future problems.

Beginning therapists need a common set of guidelines to draw upon so
they can frame their clinical discussions during supervision. The McMaster
approach provides this common framework and the McSiff helps trainees
become proficient in conducting family interviews and learning the funda-
mentals of the model. When using the McSiff, the trainee feels secure that
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he/she will not miss any important areas of family life, allays anxiety by
providing structure when interviewing several family members at once, and
keeps the therapist in control in what can become a highly charged situation.
The McSiff provides a structured format, somewhat like a mental status
examination of the family, which helps the trainee pinpoint family problems.
The family often responds to a structured interview by calming down. Once
the family understands the reasoning for the interview and is assured that
each member will get a chance to air their opinion, they become interested
in the process itself and begin to listen to each other. The family also responds
to the clinician’s interest in the total family system and often provides valu-
able insights on the family’s functioning.

The McSiff helps trainees avoid getting bogged down in particular prob-
lems before understanding the family. Once they see the family’s pattern of
functioning in different areas of their lives, the trainee can address the
broader, underlying questions. In the case presented above specific problems,
such as the patient’s poor excuses for doing work, the son’s intrusiveness,
and the wife’s complaints could have all been addressed without tackling
the main underlying issue, their complete avoidance of the onset and impact
of a major health problem. By stepping back and looking at the total system,
the therapist was able to gain a better understanding of the family and deter-
mine the most effective therapeutic path.

Concluding Remarks

The FAD, MCRS, and McSiff are the three assessment tools developed and
used by our group for teaching, research, and clinical purposes. As the oldest
and easiest to administer, the FAD is also the most widely used instrument
of the three. Increasing use of the MCRS and the McSiff suggest the growing
interest and needs of many clinicians to assess and treat families. Researchers
use the MCRS and the McSiff to obtain objective views of a family’s function-
ing. Trainee supervisors see the value of the McSiff as one way of helping
therapists and interviewers maintain a focus on family issues. We do not see
one instrument as being better than another, but as complementary. Clini-
cians and researchers need different tools to help map out family problems;
these instruments provide a mental status examination of the family system
through a subjective or objective perspective. While providing a framework
with which to approach family assessment and treatment, these instruments
do not replace good clinical sense. Just as a bad clinician disregards what
the family says (or any input revealed by assessments), a good clinician will
take these reports into account but will also exercise sound clinical judg-
ment.
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CHAPTER 6
Research Using

 the McMaster Model

Background

Three major questions guided our research over the past several decades.
First, we wanted to know if there were differences in family functioning
between normal families and families in which one member has a psychiatric
or nonpsychiatric, medical illness. Our clinical impression that there were
differences needed to be examined systematically. Second, we wanted to test
the assumption that a family’s functioning had a measurable impact on a
patient’s course of illness. Third, we wanted to test the PCSTF, the family
treatment approach that was based on the MMFF.50 Before addressing these
questions, we needed to develop a set of constructs that were reliable, valid,
clinically meaningful, and empirically testable. Epstein and his colleagues
embarked on a series of studies described in previous chapters. As we noted,
clinicians and researchers worked together in an iterative process, testing,
questioning, and refining concepts until satisfied with a prototype of a family
functioning model, a treatment approach, and research assessments. These
prototypes were used to address part of the first question listed above, that
is, family functioning in normal families. Readers can appreciate the com-
plexity of the issues involved when a series of studies was needed just to
address what constitutes normality.1,7,51,52

Once we built the framework for a valid and reliable model, and instru-
ments to assess the model, we were free to examine family functioning of
families across a wide spectrum and in a variety of contexts. We compared
family functioning in families in which a member had a psychiatric illness,
a medical illness, or both. We analyzed the family’s functioning in families
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with a member who had a specific illness (e.g., major depression, rheuma-
toid arthritis) or a specific clinical characteristic such as suicidality or stroke.
We conducted both short- and long-term follow-up studies and examined
the relationship between family functioning and course of illness. We exam-
ined different stages of the illness (acute, 6-, 12-, and 60-month follow-up)
to look at questions that were cross-sectional in nature and we used several
time points to analyze longitudinal issues. Our studies included families
with a member hospitalized for an illness, family members treated as out-
patients, and community controls. We compared family functioning across
different cultural groups. Finally, we analyzed data by individual family
member characteristics such as role (patient, parent, caregiver), gender, and
marital status.

The knowledge that we gained from these studies, together with clinical
insights derived from our experience with families, led us to several conclu-
sions regarding families and their functioning that, we believe, have impor-
tant clinical implications. In this chapter, we list the conclusions (see Table
6.1) and, after outlining basic principles of our research perspective, report
on the studies from which we drew our conclusions. As we present our re-
search program, it will become clear how we moved from reporting im-
pressionistic observations in our earliest work to presenting quantifiable
and more sophisticated analyses in later studies. Besides incorporating our
own and others’ research findings into our work, we also took advantage of
new research techniques and methodologies as they developed in the field.
Throughout all our research endeavors, we continue to keep a strong clinical-
research connection by grounding our work with empirical validation and
making sure that the conclusions we reach from our findings make clinical
sense.11

After reviewing these conclusions in depth, we describe a series of treat-
ment studies that we initiated using the McMaster approach, discuss our
findings, and address research gaps, limitations of our work, and future
directions.

Basic Principles

We begin by introducing our overall perspective of conducting research so
that our methodological approach is clear.

1. Subjective and objective perspective.     We view these perspectives as
complimentary pieces of a puzzle rather than as opposing viewpoints.
The FAD measures the family’s perspective of their functioning while
the MCRS and McSiff capture an outsider’s (the clinician or the inter-
viewer) rating. Depending on the research question, one approach
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may be more or less appropriate. Most of our research findings are
based on the FAD, as it is the oldest of our instruments and the easiest
to use. Many of our more recent studies have included the MCRS (ob-
tained by a clinician rating or through the use of the McSiff by a trained
rater) and the FAD. By collecting both ratings we are able to compare
the perspectives and address specific questions geared to a specific per-
spective. To date, we have found neither the FAD nor the MCRS to be
a better or a more consistent predictor of illness course. Although we
expect some correlation between subjective and objective ratings (i.e.,
particularly good or particularly poor functioning families), we do
not expect that subjective and objective ratings will match completely.

2. Cross-sectional vs. longitudinal analyses. Both of these approaches
to data analysis have strengths and weaknesses and can be reasonable
choices depending on the questions being asked, the data that are avail-
able, and the time frame of the study. Our research encompasses both

TTTTTable 6.able 6.able 6.able 6.able 6.11111 Research Conclusions Using the McMaster Model

1. Systemic factors of the family system—such as structural, organizational, and trans-

actional variables—are powerful determinants of the psychosocial development

of family members.

2. A family characterized by dysfunctional family functioning does not necessarily

indicate that all (or any) individual family member(s) has significant psychopa-

thology.

3. The fact that an individual has a psychiatric illness does not necessarily mean that

his or her family’s functioning is dysfunctional.

4. Families with a member who has a psychiatric illness report significant impairment

in their family’s functioning, particularly at the acute stage of an illness episode.

5. Family functioning is related to a patient’s course of illness, including the patient’s

suicidality, length of illness episode, and probability of recovery.

6. There is no one dimension or specific cluster of dimensions of family functioning

that predicts healthy/unhealthy family functioning or that is consistently related

to outcome of a specific psychiatric disorder.

7. Poor family functioning can manifest itself in any dimension. To date we have not

found a prototypical family type that is representative of poor family functioning

in any given disorder.

8. Families with a medically ill member generally report less problematic family func-

tioning than families with a psychiatrically ill member, but more dysfunction than

nonclinical families.

9. Family functioning is dynamic. A family’s functioning may vary over time, by stage

of family development, by stage of illness (acute vs. chronic), or by change in family

role (e.g., patient, caregiver).
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types of analyses. In our more recent work, we emphasize course of
illness questions and therefore have followed subjects through longer-
term follow-up periods.

3. Episodic vs. chronic illnesses.     Illnesses have different natural histories
that may include acute, recurrent, and/or chronic stages. For example,
some forms of depression may be chronic, while others may be episodic
with periods of wellness interspersed with episodes of depression.
Stroke may be conceived as an acute period of distress followed by a
stage of adjustment. Dementia may be characterized as long, deterio-
rating, and chronic. Research questions may target the acute phase,
short- or long-term adjustment to the illness, and various levels of
adaptation. In all of these conditions, the natural history of the illness
needs to be taken into account to understand the role of family func-
tioning and its relation to expected outcome. We have examined both
chronic and episodic illnesses as well as different lengths of follow-up
periods. We are careful to include these details in each article as they
circumscribe the conclusions we draw and often suggest a new series
of research questions.

4. Analyzing family functioning. In the previous chapter we explained
how scores are derived for each of the McMaster instruments. With
the FAD, equal weight is given to each family member’s perception,
regardless of role in the family or patient–nonpatient status. With the
MCRS, each family member’s opinion is solicited, but in some areas
of family functioning, more weight is given to the adult’s perception
(e.g., child development issues) than to the child’s perception. In either
case, each family receives a rating on each family dimension. However,
because of the complexity in analyzing family functioning, we typi-
cally use several methods of analysis. We begin our analysis by look-
ing at each of the six dimensions defined in the MMFF and the overall,
general functioning score. We examine the family dimension scores
as continuous measures and as dichotomous, using the established
healthy/unhealthy cut-off points. We do so for both the FAD and the
MCRS. If we are interested in comparing functional vs. dysfunctional
families, we use the established cut-off scores of the overall, general
functioning scale to divide the sample. In any analysis in which we are
restricted to using one family functioning score (for methodological
or design reasons), we usually choose the general functioning scale as
it provides us with a snapshot of the family’s overall functioning.

When possible, we prefer to use both subjective (FAD) and objective
(MCRS) ratings to give us a more complete family picture. Although the
MCRS interview and the FAD instrument yield one score per dimension
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for each family, the FAD scores can be broken down to obtain the perspective
of each individual family member on each family dimension. This strategy
provides us with the opportunity to compare patient vs. family perspec-
tives (i.e., discrepancy scores) when one member is in an episode of illness.
We also use individual scores to compare perspectives of family function-
ing by family role (e.g., husband, wife, caregiver, parent, child), gender, and
marital status. Increasingly, we have moved towards initiating longitudinal
follow-up studies that involve change in family functioning over time. First
we examined change in family functioning over two or three points in time
in a series of naturalistic studies. More recently, we have undertaken a series
of long-term treatment studies that include multiple data points, multiple
treatment arms, and several study phases. In these studies we are interested
not only in how the family’s functioning changes over time, but also in the
effect that including a patient’s family in the treatment process has on the
course of the patient’s illness or the adjustment of the patient to his or her
illness condition.

We typically use FAD dimension scores to make statistical comparisons
between or within families (or groups) and reserve FAD items for content
analysis. This approach is particularly helpful when trying to understand
and interpret cross-cultural comparisons. Clinicians use FAD items to ini-
tiate discussions on family agreements and differences, clarify issues, and
demonstrate how members within one family can have several opinions on
the same topic.

Because several statistical applications may be appropriate to address a
research question, and because methodologies change over time, we do not
specify a particular statistical technique to use when examining family func-
tioning. Rather, we look for continuing advances made in the field of meth-
odology so that we are able to tackle new research questions—————or apply a
new approach to an old question. In the review that follows it is clear how
our methodology matured, enabling us to address increasingly difficult re-
search questions over time.

5. Causal direction.     The causal relationship between family functioning
and course of illness is unclear. On one hand, it may be that a family
member’s illness negatively impacts on a family’s functioning. On the
other hand, problematic family relationships may precipitate the emer-
gence of or exacerbate a medical or psychiatric illness, or may delay
recovery from an illness episode. Viewed from another angle, one
might argue that the perception of good family functioning is merely
a reflection of a patient’s recovery. Our clinical and research experi-
ence suggests that good family functioning may contribute to a
patient’s recovery, shorten the length of an episode, prevent or delay
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recurrence or relapse—————all increasing the “well-time” of a patient. Al-
though we will present data to support these conclusions, we are careful
not to infer causality.

Our interest in the causal link is less on what comes first (poor family
functioning or an episode of illness) and more on how we can use the family’s
functioning to provide patients and family members the best possible treat-
ment outcome. In addition to symptomatic improvement, quality of life
and interpersonal relationships may improve. It may be that the best out-
come is helping a family cope better or establish stability in the family.

These analytic perspectives are complex parts of any research undertaking,
and are part of ongoing debates in the field of research methodology. We
choose the best available methods to analyze our data and address research
questions of interest. Because we are aware of the strengths and weaknesses
of research designs or data limitations, we tend to be conservative in drawing
conclusions and stating research and clinical implications. We view research
as part of an ongoing process in which we continue to learn and build on
previous work. As Lebow has suggested “Good research proceeds in a
stepwise fashion, building a base of findings that may take decades to fully
explicate.”53 We fully agree with this statement and try to take a hard and
honest examination of our data. In the end, this approach helps us to adjust
our thinking and develop a truer, more comprehensive and valid treatment
and assessment model.

Early Studies

Our first major work on families began in 1955. In a series of studies based
at McGill University, Epstein, Westley, and a group of researchers sought to
discover which factors in families produced mentally healthy members. This
was an extensive data gathering phenomenological exercise studying
nonclinical families in great depth. The material that was gathered was re-
plete with rich, anecdotal detail of a very broad range of family transac-
tional processes and dynamics. The final report was completed in 1964 and
published in The Silent Majority,10 a volume of work that became the fore-
runner of much of our later research.

The instruments, hypotheses, and approaches of our studies in the late
1950s and early 1960s were considered high caliber at the time. Viewed from
today’s vantage point, the methodology is much less sophisticated than the
studies that we are now involved in. Early researchers had the freedom to
follow leads in almost any direction of family life when conducting family
interviews. There were almost no limits on the range of data that could be
gathered in these interviews. The research group was free to speculate,
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theorize, interpret, test ideas, and draw inferences. Using data that they were
able to extract from these in-depth interviews, Epstein and his colleagues
developed a classification system in which they described a series of dimen-
sions of family life that seemed crucial in understanding a family’s func-
tioning. Studying these families in juxtaposition to treating families in clinics,
they were able to discuss a critical gap in family systems theory, that is, normal
family functioning.

One advantage of working with nonclinical and clinical families simultan-
eously was that it helped the researchers clarify concepts of normality and
pathology through exposure to a wide range of family types and family
functioning. Defining a workable and pragmatic conceptualization of the
term “normal family functioning” involved much discussion and research
that is summarized in Walsh.52 Ultimately, Epstein and colleagues felt it useful
to equate the notion of a normal family with that of a healthy functioning
family. This basic and necessary conceptual development had both theoret-
ical and practical consequences. It helped provide a basic framework within
which to place family types and it helped in later establishing the idea of
healthy/unhealthy cut-off points that could have meaning and relevance
for both clinicians and researchers. It also led to an appreciation of the
strengths that families had and how clinicians could use those strengths to
improve a family’s functioning. We sometimes use the terms functional and
dysfunctional to make the same distinction between families.

A second advantage to working with clinical and nonclinical families
was the ability to question long-held assumptions. For instance, it had been
assumed in the family therapy field that ineffective families had more prob-
lems or stressors than families that functioned effectively. Our studies actu-
ally suggested that families encountered the same range of difficulties, but
that families differed in the approach taken to resolve problems. Problems
might refer to day-to-day issues, chronic stressors, or family crises. Families
that were able to function effectively were able to solve their problems while
families characterized by ineffective functioning dealt with their problems
only partially or not at all.54 For example, some families were able to recognize
a problem but were unable to decide on appropriate actions to resolve the
problem. Other families were not able to act on the proposed solution or
were not able to even recognize a problem existed. It became clear that the
process involved in problem solving actually is made up of several discrete
steps. The steps that a family takes to manage the problem—————including what
and how they define the problem—————became incorporated into the McMaster
assessments of family functioning and in the PCSTF. The key became the
manner or process in which families handle the problem.

As work continued with both types of families (clinical and nonclinical),
clinicians and researchers were able to conceptualize desirable patterns of
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family functioning. Describing the family in terms of power allocation, di-
vision of labor, patterns of intrafamilial affective involvement and expression,
and communication allowed for a clear representation of family organiza-
tion. These family dimensions were first presented as a classification system
called the Family Category Schema which evolved into the MMFF. We noted
earlier that the final model had to have clear, measurable concepts so that
we could tests our ideas empirically and provide a theoretical schema that
was transferable to other researchers and clinicians. We began to test the
model.

Several important findings emerged from our early studies. First, methods
of allocating power and sharing tasks and responsibilities correlated with
indices of emotional health of individual family members. Second, we found
that the open expression of positive welfare emotions had an important
effect on an individual’s development while the uncontrolled expression of
rage and hostility was destructive. Further, families that had developed tech-
niques to openly express anger in a controlled, yet tactful fashion had posi-
tive outcomes. Taken together, these observations led to the formulation of
one of the first conclusions based on empirical data.

1. Systemic factors of the family system—such as structural, organi-
zational, and transactional variables—are powerful determinants
of the psychosocial development of family members.

Clinical Implication. This conclusion is the basis of our rationale for pro-
viding family assessment and family treatment. It draws attention to the
relationship between the individual and the family system. The conclusion
suggests that the family—————a major component of the social environment—
may have as much to do with creating disturbances in the functioning of
the family as does an individual’s psychopathology. In addition, the func-
tioning of a family influences an individual’s behavior and feelings within
the family. This conclusion is in accord with the tenet that the whole is
greater than the sum of its parts. However, it is important to keep in mind
that the statement also refers to the relative power of the variables. That is,
emphasizing a family system does not negate the contribution of psycho-
logical, interpersonal, development, or other individual factors that are part
of the system. In fact, the qualitative assessment of the data collected through
family interviews underscored the importance of being able to distinguish
a poor functioning family from the psychopathology of individual family
members.

The psychopathology of a parent(s) in some families had minimal cor-
relation with either the emotional health of the children or with the overall
functioning of the family as a unit. A positive, loving, and supportive family
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environment blunted the potentially destructive effects of severe intrapsychic
pathology in any individual family member. More important than any in-
dividual pathology, “. . . the way in which a family organized itself and func-
tioned as a unit was both a consequence and a cause of the mental health or
illness of family members.”10 The key factor to the family’s functioning ap-
peared to be the emotional climate maintained in the family system.

The combination of strong support, genuine concern and loving care,
along with an absence of destructive comments or chronic hostility pro-
vided a foundation able to withstand strain from within or outside the family
group and protected the ongoing relationships and development of family
members. Any family system, regardless of its composition, was able to estab-
lish a healthy functioning family by maintaining a supportive environment
that was satisfactory to all family members and at the same time allow for
disagreements. For any family with children, the establishment and main-
tenance of appropriate adult–child boundaries was noted to be critical. Once
we made a clear, conceptual distinction between a family’s functioning and
the psychopathology of individual family members, we were able to examine
the data and come to two separate, but related conclusions.

2. A family characterized by dysfunctional family functioning does not
necessarily indicate that all (or any) individual family member(s)
has significant psychopathology.

Clinical Implication. The fact that a family’s functioning is poor does not
justify the assumption that individuals within the family are disturbed or
pathological. It is the interrelationship within the family that is dysfunc-
tional. Individuals making up the family system may all be healthy, but they
cannot handle the family’s problems. Also, the dysfunction may be due to a
series of setbacks or changes within the family system (e.g., loss of job, death,
divorce, marriage or re-marriage, retirement, ill health) that put undue stress
on family interrelationships. The dysfunction may be temporary or perma-
nent, and it may affect all parts of the family system or only a few areas of
family life. A complete and thorough family assessment will help to deter-
mine the appropriate therapeutic intervention.

3. An individual’s psychiatric illness does not necessarily indicate that
his or her family’s functioning is poor.

Clinical Implication. When the research group first drew this conclusion,
it was in direct contrast to the prevailing assumption in psychiatry that if a
patient was sick, it must be because the family was dysfunctional. It was felt
that the family was the most likely cause to explain the patient’s sickness. By
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combining clinical and research data, Epstein’s research group showed that
many families of patients with a psychiatric illness were able to cope quite
well. There was no reason to blame the family or assume that the patient’s
illness was caused by the family or by the family’s dysfunction. In contrast,
by evaluating the family’s functioning, a clinician could draw on, support,
and reinforce the family’s coping skills rather than undermine them. This
theme is one of the major premises of the McMaster approach to treating
families.

These first three conclusions were important in the sense that they set
the stage for the clinical and research work that was to ensue over the next
several decades. In fact, the clinical implications of these findings led to the
formulation of the next research question: Could a therapeutic reordering
of the organizational, structural, and transactional patterns bring about a
healthy result in clinically presenting families? Clinical sense and anecdotal
experience suggested that it was indeed possible to intervene therapeutically
in a family’s functioning and thereby affect an individual family member.
In order to answer the research question, Epstein and his colleagues needed
to focus as much as possible on one or another of the organizational or
structural variables as they had defined them. They needed empirical valida-
tion of their clinical impressions and the conclusions that were drawn, a
larger and more varied sample than their earliest studies, and replication of
their findings with new groups of patients. Clearly, there was much work to
be done.

Naturalistic Follow-Up Studies—
Populations with Psychiatric Illness

The early studies from which these conclusions were drawn continued when
Epstein and a core group of clinicians/researchers moved to McMaster Uni-
versity in Hamilton, Ontario. Drawing on the initial findings from McGill,
and supplemented by studies done at McMaster, the group concentrated on
developing, testing, and refining the model, treatment approach, manuals,
and assessments. The iterative process between clinicians and researchers
yielded clearly defined concepts, a step-by-step treatment manual, a self-
report assessment, and a prototype for the objective, clinician rating scale.
Although membership of the clinical/research team shifted during each
move, Epstein kept the focus on developing the family therapy model as
well as the family research and training programs. At each site the overall
aims of the research remained clear: to understand how a family functions,
how the functioning could affect the course of a patient’s illness, how the
illness could affect a family’s functioning, and, ultimately, on how family
interventions could help both patient and family members.
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Building on previous work, the team that gathered at Brown initiated
several studies of family functioning that addressed these questions in a
variety of patient groups. In doing so, the new team of family researchers
satisfied needs that had been identified earlier, namely, empirically testing
the impressionistic findings that had led to the early conclusions, acquiring
a large data base of patients and family members, and recruiting subjects
diagnosed with medical and/or psychiatric illnesses. These studies provided
quantitative support for the conclusions listed above and led to several find-
ings that are discussed below. In addition, results from one set of studies
generated questions and ideas that led to new, but related, clinical and re-
search issues.

One of the first studies carried out by the Brown Family Research Program
compared family functioning among families of a diverse group of psychi-
atric patients and a matched nonpsychiatric control group55 (see Table 6.2).
We used the FAD to examine the functioning of families in which one mem-
ber was hospitalized with a diagnosis of a DSM-III disorder: major depres-
sion, schizophrenia, alcoholism, adjustment disorder and bipolar disorder
(manic phase). DSM-III diagnoses were based on an independent chart re-
view by three experienced psychiatrists. Patients were included after receiving
one of the above diagnoses and were excluded if they met criteria for a
concurrent psychiatric illness. Any discrepancy between the three reviewers
was decided through consensus. Results of this study indicated that families
of psychiatric patients reported significantly impaired family functioning
when compared to nonclinical families. In general, the most consistent and
severe impairments were found in the families of patients with major depres-
sion, alcoholism, and adjustment disorder. Families of schizophrenic and
bipolar patients showed less significant disturbances. When we excluded
the patient’s score from the mean family score, there were no significant
changes in the severity or in the pattern of impairment.55 The conclusion
we drew from this set of analyses was:

4. Families with a member who has a psychiatric illness report sig-
nificant impairment in their family’s functioning, particularly at
the acute stage of an illness episode.

Clinical Implication. Although psychiatric illness does not automatically
indicate dysfunctional families (# 3 above), it is also true that a significant
proportion of families of psychiatrically ill patients report family problems,
particularly at the acute phase of the illness. Family members may be under
increased stress during an acute phase of an episode, they may become more
aware of family issues and the interaction with a patient’s course of illness,
or they may be more likely to seek help for their families while attending to
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the patient’s illness. The clinician can expect that families may evince more
problems during times of crisis, but needs to be mindful not to make causal
inferences. With the family’s help, the clinician can distinguish between the
family’s reaction to the illness of a patient and the typical pattern of family
functioning—either before the onset of illness or when the patient is not in
episode. This does not imply that the therapist avoids any family problems
in relation to the patient’s overall course of illness, acute phase, or hospital-
ization. But in addition to what may or may not have precipitated the crisis,
the therapist does need to be aware of what is representative of the family’s
long-term functioning.

Given the difficulties in family functioning at the acute stage of the illness,
a logical question for the research team was to determine what happened to
a family’s functioning over time and in relation to the course of the patient’s
illness. Several studies looking at short- and long-term course of illness have
helped us address these questions. Although most of our studies have focused
on patients with a depressive disorder or bipolar illness, we have also exam-
ined family functioning in medically ill patients.

We followed a group of patients hospitalized with major depression (N
= 28) and their family members over a 12-month period after discharge
from hospital.56 Families of the depressed patients were matched with
nonclinical control families on family stage and socioeconomic status. With
one exception (behavior control), families with a depressed member reported
significantly worse family functioning at the acute stage of illness compared
to the nonclinical families. By 12 months post-discharge, family functioning
improved for the families in which the patient recovered from their depres-
sion. Despite improvement, families with a depressed member continued
to report difficulties in three areas of family life (problem solving, communi-
cation, and general functioning). These ratings remained significantly differ-
ent from the nonclinical families (see Figure 6.1). When we examined time
to recovery, there was no difference between patients whose family func-
tioning at the acute stage was good vs. those whose family functioning was
poor. If family members saw improvement in their family’s functioning,
however, the patient recovered faster than if family members saw no im-
provement. The relationship between perceived improvement and recov-
ery held for all dimensions, but reached significance in the areas of affective
involvement and in the family’s overall functioning.56

These findings provided empirical evidence of an association between
family functioning and course of a depressive illness. The results provided
us with questions for another study. We wanted to know if a family’s func-
tioning differed when a patient was diagnosed with major depression only
versus if the patient was depressed and had a concurrent illness (either
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FFFFFigurigurigurigurigure 6.e 6.e 6.e 6.e 6.11111 Clinical Families at Acute and Recovery versus Matched Non-Clinical Controls.*
The higher the score, the worse the functioning.
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medical or psychiatric). Additionally, we were interested to see how objective
ratings of family functioning compared to subjective ratings—and how both
were related to the course of illness. Finally, we wanted to explore these
questions more systematically and with a different, and larger, sample. We
recruited 78 patients hospitalized with a diagnosis of major depression. Data
capturing depressive symptomatology, family functioning, and recovery
status were collected at the acute, six- and twelve-month phases of this
naturalistic study. Two experienced clinicians, blind to the family’s function-
ing, confirmed the diagnosis of depression. Therapists trained in the
McMaster approach provided objective family functioning ratings using the
MCRS. The Modified Hamilton Rating Scale for Depression57 was used to
determine recovery status. Several research reports, focusing on different
aspects of the study, were generated from this research.58–63

Like our earlier study, we found that families reported poor family func-
tioning on several family dimensions at the acute stage of the episode. Despite
improvement over time, families still perceived difficulties in their function-
ing at the six-month follow-up period. Communication, in particular, was
rated poorly both subjectively and objectively (see Table 6.3). Families of
patients whose depression was compounded by other illnesses reported
worse family functioning than families in which the depressed patient had
no concurrent illness. The differences reached significance only in the area
of problem solving. Objective ratings suggested that the family functioning
of patients with a comorbid illness was significantly worse in the area of
behavior control compared to the family functioning of patients with major
depression only. Of interest, correlation analysis showed better agreement
between subjective and objective measures of family functioning when the
patient’s depression was compounded by other illnesses. It may be that when
the number of problems reach a certain magnitude, it is easier to identify
poor family functioning or, conversely, more difficult to deny it.58

When we examined the data at 12 months, patients whose family func-
tioning was rated poorly at the acute stage by both subjective and objectives
measures had a significantly poorer course, characterized by lower recovery
rates and poorer overall functioning scores63 (see Figure 6.2). Since we found
that patients with a comorbid condition had a more difficult course and
were less likely to recover than patients with major depression only,59 we
examined these and other factors, simultaneously, to determine the overall
effect on course of illness. The final model suggested that the odds of recover-
ing from a major depressive episode requiring hospitalization was .94 (i.e.,
patients had a 50–50 chance of recovery). In order of importance, the five
factors significantly associated with a patient’s increased likelihood of re-
covery were: a shorter length of hospital stay, an older age at depression
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onset, better family functioning, fewer than two previous psychiatric hos-
pitalizations, and absence of a comorbid illness,60 (see Table 6.4).

Since almost one-half of patients with a major depressive disorder will
experience another episode in their lifetime,64–66 we recontacted patients 5
years after they completed this study and 6 years after the index episode.

We already knew that, compared to patients with poor family functioning,
patients with good family functioning at index were more likely to maintain
their healthy functioning and recover from the depression within one year.61

In addition, we found that improvement in family functioning in the first 6
months after discharge from hospital was strongly related to the patient’s
long-term course of illness.62 With the exception of affective involvement,
however, clinicians and family members differed in their assessment of which
dimensions of family life improved significantly.

As data for these studies were being collected and analyzed, we reviewed
another set of analyses which focused on comparisons between patients
who were suicidal or nonsuicidal and their family members.67,68 Family func-
tioning was not significantly associated with suicidal behavior in patients
hospitalized with major depression: there were no differences in family func-
tioning between families with and without a member who attempted suicide.
However, patients who attempted suicide saw their family functioning as
significantly worse than patients who made no attempt. Also, compared to
nonsuicidal patients and their family members, suicide attempters rated
their family functioning significantly poorer than other family members.
Suicide attempters also differed significantly from other family members
when rating their family’s functioning. Areas of functioning that were rated

TTTTTable 6.4able 6.4able 6.4able 6.4able 6.4 Risk Factors for Recovery at 12 Months of 65 Depressed Patients60

Exponential
Beta SE Beta χχχχχ2 p

Risk Factor

Length of stay (days) –.115 .056 .891 6.05 .01

Age of onset (years) .057 .025 1.059 5.05 .03

FAD-General Functioning (1–4) –1.779 .829 .169 4.61 .03

Number of previous hospitalizations

(0 = none or one, 1 = two or more) –1.799 1.026 .165 3.07 .08

Comorbidity (0 = no, 1 = yes) –.978 .642 .376 2.32 .13

Model χ2 (df = 5) = 28.7, L2 = 61.27, p = .0001, R = .456, R2 = .208 The risk factors associated with
a better chance of recovery were: fewer days in hospital, older age of onset, better family function-
ing, fewer than 2 hospitalizations, no other comorbid psychiatric or medical condition.
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FFFFFigurigurigurigurigure 6.2e 6.2e 6.2e 6.2e 6.2 Family Functioning Related to Depression (MHRS) and Overall Functioning (GAS)
Scores Over TIme.*

significantly poorer by the suicide attempter group included problem
solving, communication, roles, and general functioning (see Figure 6.3).

Although the findings from these two studies cannot be used to predict
future suicidality, they suggest a probable link between family functioning
and suicidality in depressed patients. The results indicate that a clinician
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should assess the social environment of depressed patients and address any
problematic family issues. In particular, it may be important for the clinician
to understand the patient’s view of his or her family’s functioning, especial-
ly if it differs significantly from other family members. Results from these
follow-up studies reinforced the conclusions that we drew from earlier work,
but led us to another conclusion as well:

5. Family functioning is related to a patient’s course of illness, includ-
ing the patient’s length of episode, recovery status, and suicidality.

Clinical Implication. How the family understands and deals with the
patient’s illness has an impact on its course. Since the family may influence
what happens to the patient, it may be important for the clinician to bring
the family directly into the treatment process. If it is not possible for a family
to engage in treatment (or the clinician feels it is unnecessary), a thorough
evaluation of the patient and his or her family’s functioning might at least
help the clinician obtain a better grasp of the sources of strength and pos-
sible barriers to a patient’s recovery. Because the patient’s perspective may
be distorted by the illness, a baseline evaluation with the entire family might
be useful to the clinician in clarifying and obtaining additional information
about the patient and his or her family environment. One or two family
sessions might be followed by periodic family meetings as requested by the
clinician, patient, or family members.

We have seen that good family functioning and/or improvement in family
functioning is related to recovery for patients hospitalized with major de-
pression. We also assessed family functioning in 199 outpatients who were
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1

1.5

2

2.5

3

3.5

4 Suicide Attempters

Nonsuicide Group

*adapted from Keitner et al, 1987
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diagnosed with chronic major depression or double depression (i.e., patients
whose dysthymia was exacerbated by a major depressive episode.69 The
baseline ratings of family functioning of this outpatient sample of clinically
depressed patients were comparable to, or exceeded, the ratings of acutely
depressed inpatients (see Table 6.5).

We analyzed data using patient scores only in two groups of the depressed
outpatients, patients with chronic major depression vs. those with double
depression. Patients with chronic major depression reported significantly
worse family functioning in behavior control compared to patients diag-
nosed with double depression. At the end of 12 weeks of pharmacotherapy,
these two groups of outpatients improved equally in their depressive symp-
tomatology, but not in their perception of family functioning. Patients with
double depression indicated less improvement in their perception of family
functioning than did patients with chronic depression. Similar to our
findings with inpatients, outpatients who recovered from their depression
reported difficulties in their family’s functioning, particularly in commun-
ication and general functioning, but also in problem solving and affective
responsiveness.70

We pooled data from several research projects and re-examined the rela-
tionship between family functioning and psychiatric illness.71 Families with
a member diagnosed with a schizophrenic spectrum disorder, major depres-
sion, bipolar disorder, substance abuse, and adjustment disorder reported
significantly higher levels of dysfunction compared to nonclinical control
families in all family dimensions except behavior control. Families of patients
with anxiety disorders and eating disorders also reported significant differ-
ences in family functioning from control families, but in fewer family

TTTTTable 6.5able 6.5able 6.5able 6.5able 6.5 Family Functioning in Acutely Depressed Inpatients and Chronically
Depressed Outpatients70

Inpatient Outpatient
N = 197 N = 198 p

FAD  (Mean, sd) (Mean, sd)

Problem Solving 2.36 (.55) 2.45 (.57) ns

Communication 2.41 (.48) 2.46 (.50) ns

Roles 2.37 (.43) 2.43 (.41) ns

Affective Responsiveness 2.32 (.62) 2.45 (.67) .05

Affective Involvement 2.20 (.51) 2.25 (.46) ns

Behavior Control 1.99 (.42) 1.93 (.40) ns

General Functioning 2.26 (.56) 2.36 (.58) .10

Bold numbers = unhealthy score
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dimensions. Unlike our earlier study that compared family functioning
across several diagnostic groups,55 Friedmann’s report included patients with
or without comorbid psychiatric illnesses. Patients and family members in
all diagnostic categories consistently reported unhealthy functioning in prob-
lem solving, communication, affective involvement, and general functioning.
Only families of patients with eating disorders reported areas of healthy
functioning. Family dimensions which received the worst ratings differed
by diagnostic group. That is, although a higher percentage of patients and
family members reported most difficulties in the areas of communication
and roles, patients within the schizophrenic spectrum reported more prob-
lems in the area of affective responsiveness. These findings are interesting
because of the large sample size and the variety of diagnostic categories that
are represented. Because patients may have had more than one psychiatric
disorder, however, we cannot attribute specific areas of family dysfunction
to specific illnesses.

Because it is common for patients to be diagnosed with more than one
psychiatric or medical illness, we looked more closely at the relationship
between concurrent illnesses and family functioning. We had already found
that patients who had a primary diagnosis of major depression and a con-
current illness had worse family functioning and a smaller likelihood of
recovery from depression than patients with no comorbid disorder.58,59 We
wondered if the kind or number of comorbid illnesses impacted on the
likelihood of recovery from depression and on a family’s functioning. We
recruited 53 patients hospitalized with major depression and administered
structured interviews to determine any coexistent Axis I (psychiatric ill-
ness) or Axis II (personality disorder). An internist, blind to the study hypo-
theses, reviewed each patient chart to determine the presence of any Axis
III (i.e., medical) condition, including severity and chronicity. Depressed
patients with no comorbid illness viewed their family’s functioning better
than depressed patients with a comorbid medical illness who, in turn, viewed
their functioning better than depressed patients with another psychiatric
illness or another psychiatric and medical illness. While family functioning
scores improved by 6 months, patients still reported impairment in many
family dimensions. Patients rated communication, roles, problem solving,
and affective responsiveness as particularly difficult areas of family func-
tioning.62

Although these studies provide additional support for the conclusions
related to family functioning at the acute phase and over the course of the
illness, we mentioned them for several other reasons. First, we found the
comparability of scores of chronically depressed outpatients and acutely
depressed inpatients interesting. Second, we wanted to point out that,
depending on the study question and the population, different family
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dimensions may or may not prove significant. In one study communication
and general functioning showed significant group differences. In another
study problem solving was a particularly difficult dimension. Finally, we
wanted to suggest different ways to approach data analysis and show how
our thinking moved from the findings of one study to questions for an-
other. For example, in an early study55 we examined patients with different
psychiatric diagnoses. In the pooled data analysis,71 we used the primary
diagnosis as the defining category. Results of these studies and reassessment
of our patient population influenced our approach in the comorbid study.
We used stricter criteria to define the primary and secondary diagnoses
(through use of a structured interview and trained interviewers) and stricter
criteria to arrive at the severity, chronicity, and diagnosis of the medical
condition (through ratings made by an internist blind to psychiatric and
family functioning ratings).

From the studies discussed above, as well as data analysis from all of our
research, we suggest the following conclusion:

6. There is no one dimension or specific cluster of dimensions of fam-
ily functioning that predicts healthy or unhealthy family function-
ing, or that is consistently related to outcome of any disorder.

Clinical Implication. Families are heterogeneous and, therefore, will have
different strengths and weaknesses to work from. Since we have not found
empirical evidence which points to any one dimension as a key that will
unlock family problems, it is important that each clinician uses a system-
atic approach when conducting family assessments. In doing so, it will be
less likely that the clinician takes a predetermined course based on his or
her own bias (or favorite dimension) and more likely that he or she will
find the strengths (and weaknesses) within each family system.

While these clinical studies were being conducted, we had the opportu-
nity to work with colleagues from other cultures and other countries. When
the McMaster approach was originally developed as a practical method of
treating families presenting with a variety of problems we did not explicitly
consider cross-cultural applications of the model and instruments. We found
that the conceptual framework of the theory, model, treatment, and assess-
ments did not preclude their use in other cultural settings. Once our ideas,
research, and treatment approach were presented at national and interna-
tional forums, clinical and research colleagues from around the world ex-
pressed an interest in learning more about the MMFF and PCSTF. We
reported that the FAD has been translated into 20 different languages. The
MCRS, McSiff, and the PCSTF are currently in the process of being trans-
lated into several languages (French, Hungarian, Italian, and Spanish).
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Our research on cross-cultural family studies focused on depressed pa-
tients and their family members, because of our interest in this particular
clinical area and the feasibility of collecting data rather than to any restric-
tions imposed by the model. In two studies we used the FAD to compare
North American and Hungarian families with and without a depressed
member.72,73 We first translated and back-translated the FAD to ensure that
the Hungarian FAD was reliable. In both cultural settings, families with a
depressed member reported poorer family functioning than control fami-
lies. The two depressed groups showed differences in their perceived family
dysfunction that were more cultural than illness specific. In the control fami-
lies, the two groups did not differ in their overall functioning nor in affec-
tive areas of family life. Differences were apparent in problem solving,
communication, roles, and behavior control (see Table 6.6).

Results from these studies suggested that cultural values affect family life
more than illness variables, and that apparent cross-cultural differences in
family functioning could be captured using the FAD. Japanese colleagues74

have since replicated our original studies with the FAD. We incorporated
the ratings of perceived family functioning of depressed and nonclinical
Japanese families with our own previously collected data.75 While depressed

TTTTTable 6.6able 6.6able 6.6able 6.6able 6.6 Mean FAD Scores of Nonclinical and Clinical Families in Different Cultures72,73–74

Hungarian Japanese American
Nonclinical (N = 58)  (N = 27)  (N = 95)

Mean (sd)

Problem Solving 1.71 (.30)a 1.97 (.33)b 1.86 (.34)b

Communication 1.84 (.41)a 1.96 (.32)a b 2.00 (.36)b

Roles 2.37 (.30)a 1.97 (.30)b 2.06 (.29)b

Affective Responsiveness 1.93 (.54)a 2.14 (.39)b 1.90 (.48)a

Affective Involvement 1.96 (.30)a 2.15 (.31)b 1.87 (.34)a

Behavior Control 2.50 (.37)a 2.02 (.30)c 1.74 (.31)b

General Functioning 1.77 (.39)a 1.82 (.27)a 1.71 (.36)a

Depressed (N = 62) (N = 20) (N = 118)
Mean (sd)

Problem Solving 1.84 (.39)a 2.22 (.46)b 2.36 (.48)b

Communication 2.04 (.39)a 2.16 (.34)a 2.42 (.42)b

Roles 2.34 (.28)a 2.11 (.29)b 2.32 (.40)a

Affective Responsiveness 2.16 (.54)a 2.30 (.41)a 2.33 (.54)a

Affective Involvement 2.05 (.38)a 2.22 (.28)b 2.19 (.42)b

Behavior Control 2.57 (.32)a 2.18 (.36)c 1.98 (.32)b

General Functioning 2.22 (.42)a 2.02 (.35)a 2.26 (.52)b

Numbers in bold denote unhealthy functioning. Different letters denote statistical differences.
For example, Japanese and American families do not differ regarding their perception of problem
solving, but do rate their problem solving as significantly worse than Hungarian families.
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families in all three cultures experienced difficulties in their family’s func-
tioning, the nature of the family difficulties appears to be more specific to
the culture than to the depression. Linking our findings from the cross-
cultural work with our findings from years of research with a variety of
clinical and nonclinical samples and settings led us to another conclusion.

7. Poor family functioning can manifest itself in any dimension. To
date we have not found a prototypical family type that is represen-
tative of poor family functioning in any given disorder or popula-
tion group.

Clinical Implication. It is very important to assess each family as a unique
entity. Membership in a diagnostic category or cultural group does not pre-
dispose a family into certain types of weaknesses. The poor functioning
shown by a family is based on the family, not on the illness or the ethnic
category. Clinicians cannot presume a particular dimension is related to a
particular illness or ethnicity. (We suspect these statements hold true for
family type and social class as well, but have not systematically tested the
assumption in a large scale community-based study.) This conclusion is
similar to the previous one in that they both caution the clinician against
taking short-cuts when conducting an evaluation.

Naturalistic Follow-Up Studies—
Populations with Non-Psychiatric Illness

Although the bulk of our research has focused on patients with a psychiatric
illness and their family members, we have also been interested in linking
other chronic, debilitating, and relapsing, non-psychiatric illnesses with the
family’s functioning. As in studies with psychiatric populations, we felt that
any illness, including a physical or non-psychiatric illness, could affect a
family’s functioning. The functioning of a family with a member who has a
physical illness may, in turn, affect the course of the illness. In some cases
(e.g., traumatic brain injury), the family may need to make radical adjust-
ments in certain family dimensions, such as family roles or communication.
In other cases (e.g., stroke rehabilitation), a family’s functioning may be an
important factor in treatment compliance. In all cases, it may be useful to
conceptualize the family’s functioning as an intermediate variable that acts
between the stress of an illness and its medical impact on the patient,
caregiver, and family members.

In one study, we compared FAD family functioning scores across differ-
ent disability groups as well as between nonclinical and psychiatric popula-
tions.76,77 When all of the disabled categories were grouped together, FAD
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scores were similar to the nonclinical control group. When we separated
the groups into distinct disability categories, we were able to rank order the
sample by the amount of perceived family dysfunction. Patients with lupus
erythematosus or spinal cord injuries and their family members reported
the most effective family functioning and were most similar to the
nonclinical control families (see Table 6.7). Patients with rheumatoid ar-
thritis and their family members ranked in an intermediate range, while
those with multiple sclerosis (MS) or stroke were more likely to report less
effective family functioning. Mean scores for these last two groups ranged
between the mean scores of the nonclinical controls and the means for the
psychiatric sample. Since cognitive disturbances are associated with both
MS and stroke, it may be that cognitive and mental disturbances have the
most deleterious effect on a family’s functioning.

When we examined patients with a non-psychiatric disability, the role of
the family caregiver was particularly relevant. One issue was how the
caregiver functioned vis-à-vis the patient’s illness, including his or her per-
ception of burdens and rewards when caring for the patient. Another was
how the family’s functioning was affected by the illness, and whether the
family made adjustments and maintained healthy functioning or became
dysfunctional in one or more dimensions. Important factors we considered
when looking at the relationship between family functioning and any non-
psychiatric illness were the nature and severity of the illness and the length
of time a family member assumed the caregiving role. In one study that
focused on stroke patients,78 we found no differences in family functioning
scores between a community sample and a sample of stroke patients and
their family members. A second study involving patients with a physical
disability79 also suggested no differences in perceived family functioning
between the study sample and nonclinical controls.

Although caregivers of the disabled reported more anxious, depressive,
and somatic symptoms, the level of symptomatology did not reach signifi-
cance. When we controlled for duration of care giving, we found that those
who provided care for a longer time reported significantly more family dys-
function than those whose caregiving was less than two years in duration
(see Figure 6.4). Problem solving and communication were particularly
prone to worsen and be less effective over time while type of disability did
not account for deterioration in the family’s functioning.

As noted earlier, one way to optimize patient care is by helping the pa-
tient adhere to treatment recommendations. We hypothesized that family
functioning would directly and indirectly affect a patient’s outcome by in-
fluencing his or her approach to treatment adherence.80 We assessed a
patient’s treatment adherence as high or low and compared the adherence
levels to the caregiver’s perception of family functioning 5 months after a
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patient was discharged from a stroke unit. Families reporting good family
functioning were more likely to report good treatment adherence. Differ-
ences were significant in problem solving, communication, affective involve-
ment, and general functioning (see Table 6.8). Although treatment
compliance is critical, other factors play a role in the rehabilitation of stroke
patients. We examined stroke patients (N = 135) and their primary support
persons in order to identify which factors interfere with optimal home care
for patients who had undergone their first stroke.81 Clinical, social, and family
assessments (the general functioning scale of the FAD), collected at initial
contact during hospitalization, were repeated at a 12 month follow-up visit.
We divided the patients into whether or not they received successful home
care and determined which factors best differentiated the groups. Depres-
sive symptoms associated with the caregiver, lack of knowledge of stroke
care, and poor family functioning all contributed to unsuccessful home care.

While the most direct method of affecting problematic family function-
ing may be addressing a family’s issues through family therapy, alternate
methods of treatment or counseling can also have a positive effect on a
family’s functioning. One study of stroke patients that did not specifically
target family dysfunction or treatment using the McMaster approach none-
theless resulted in positive effects on the patient’s family functioning.82 Draw-
ing on results of previous research, the study’s focus was patient adjustment
post-stroke as a function of caregiver knowledge, social resources, and family
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functioning. Targeting the caregiver, the three study conditions were: (1)
routine clinical care of the patient (control group), (2) routine care of patient
+ two hours of educational classes for the caregiver, and (3) routine care of
the patient + educational classes + seven individual counseling sessions.
While perception of family functioning generally worsened over time, the
deterioration in the two treatment arms was significantly less marked than
in the control group. Furthermore, after an initial worsening in family func-
tioning from baseline to 6 months, the subjects receiving education and
counseling maintained or reported improvement in five of the seven areas
of family functioning.

The control group reported continued deterioration in family functioning
in all but communication while subjects in the education group fell in an
intermediate position (see Table 6.9). In sum, we have found that families
in which at least one member has a non-psychiatric, medical condition also
have difficulties in one or more areas of family functioning. Family assess-
ments may help to identify those families at risk who might benefit from
early intervention.

TTTTTable 6.8able 6.8able 6.8able 6.8able 6.8 Relationship of Family Functioning to Treatment Adherence Ratings Five Months
Post-Stroke80 (N = 60)

Adherence*
Family High Low
Health (n) (30) (30) χ2 p

FAD
Problem Solving Functional (23) 28 10

Dysfunctional (37) 22 40 7.05 .01

Communication Functional (28) 32 15

Dysfunctional (32) 18 35 5.42 .02

Roles Functional (27) 23 22

Dysfunctional (33) 27 28 .04 ns

Affective Responsiveness Functional (28) 25 22

Dysfunctional (32) 25 28 .17 ns

Affective Involvement Functional (24) 33 7

Dysfunctional (36) 17 43 15.6 .01

Behavior Control Functional (29) 22 27

Dysfunctional (31) 28 23 .64 ns

General Functioning Functional (27) 30 15

Dysfunctional (33) 20 35 4.31 .05

*percent of total sample
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8. Families with a member who has a non-psychiatric physical illness
generally report less problematic family functioning than families
with a psychiatrically ill member, but more problematic family func-
tioning than nonclinical families.

Clinical Implication. Families of patients with physical illnesses may be
vulnerable to stress or problems with family functioning, whether the ill-
ness condition is chronic, deteriorating, or waxes and wanes. Even though a
family may appear to adjust to an acute crisis or hospitalization, the strain
of caring for an ill family member may increase over time, thereby affecting
the family’s functioning, the patient’s course of illness, and, possibly, other
family members. Thus, in addition to treating a patient directly, a clinician
may need to attend to symptom presentation in other family members (par-
ticularly the patient’s caregiver), assess a family’s functioning, and suggest a
referral for family therapy if clinically indicated.

Several findings from studies we have done with physically ill, but non-
psychiatric, patients mirror the results we have found in patients with a
psychiatric illness. First, we found that differences in family functioning by
illness condition are not statistically significant. Second, we found no em-
pirical evidence that consistently links a specific family dysfunction with a
specific non-psychiatric, physical illness. Finally, although there is support
that healthy family functioning is associated with a better outcome for the
patient, no individual family dimension stands out as the one, healthiest, or
best, predictor of good family functioning.

There are at least two important differences in family functioning in our
studies between families with a member who has a psychiatric vs. a non-
psychiatric illness. First, in studies with psychiatric patients, the family’s
functioning was rated as significantly poorer than nonclinical control fami-
lies. In contrast, perceptions of family functioning in families with a physi-
cally ill member were often similar to, or only slightly worse, than normal
control populations at baseline. Second, family functioning often improves
over time in families with a psychiatrically ill member whereas families with
a physically ill member have reported deterioration in their family’s func-
tioning.

It may be that improvement or worsening in family functioning is related
to a deteriorating versus an episodic course of illness rather than a psychiatric
versus nonpsychiatric illness. Direct and indirect stressors of the physical
illness may have negative effects on the family’s functioning and circle back
to affect the patient and other family members. The initial strength of a
family’s functioning may help to provide support to a patient and help him
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or her adhere to a treatment regimen. On the other hand, if sustained
caregiving is involved, it may become more difficult as the illness progresses
or the family’s resources become strained. The result may be a cumulative
stress effect that begins to impinge on the family’s functioning. One way to
address these issues is to conduct a series of studies of family functioning in
families with a member who has a deteriorating psychiatric illness (e.g.,
dementia, schizophrenia) and in families with a member who has an epi-
sodic yet chronic medical condition (e.g., diabetes, epilepsy).

The similarities and differences between populations with a psychiatric
or non-psychiatric illness, along with insights gleaned from individual study

TTTTTable 6.9able 6.9able 6.9able 6.9able 6.9 Comparisons of Study Intervention for Stroke Patients and Their Caregivers82

Time
Before 6 Months 1 Year

Condition Treatment After Stroke After Stroke

FAD (N = 188) (Mean, sd) (Mean, sd) (Mean, sd)

Problem Solving Control 2.05 (.37) 2.27 (.35) 2.36 (.35)

Education 2.03 (.40) 2.15 (.33)* 2.18 (.37)*

Counseling 2.01 (.39) 2.11 (.39)* 2.11 (.44)*

Communication Control 2.03 (.37) 2.32 (.35) 2.27 (.40)

Education 1.98 (.39) 2.17 (.33)* 2.13 (.44)*

Counseling 2.05 (.44) 2.15 (.37)* 2.08 (.40)*

Roles Control 2.00 (.35) 2.23 (.42) 2.28 (.39)

Education 2.01 (.33) 2.20 (.35) 2.26 (.39)

Counseling 1.99 (.33) 2.22 (.39) 2.26 (.35)

Affective
Responsiveness Control 1.99 (.35) 2.18 (.37) 2.26 (.53)

Education 2.00 (.36) 2.16 (.41) 2.21 (.39)

Counseling 1.97 (.37) 2.17 (.37) 2.25 (.39)

Affective
Involvement Control 2.00 (.35) 2.19 (.36) 2.29 (.41)

Education 2.00 (.36) 2.15 (.38) 2.14 (.44)*

Counseling 2.01 (.37) 2.17 (.40) 2.15 (.45)*

Behavior Control Control 2.04 (.36) 2.18 (.36) 2.22 (.44)

Education 2.00 (.36) 2.17 (.35) 2.20 (.39)

Counseling 2.01 (.47) 2.17 (.40) 2.07 (.35)*

General
Functioning Control 1.96 (.35) 2.21 (.40) 2.29 (.37)

Education 1.92 (.47) 2.06 (.41)* 2.14 (.42)*

Counseling 1.97 (.50) 2.06 (.44)* 1.94 (.42)*

*p < .01 from control.
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findings, lead us to a final conclusion. Despite the large amount of empirical
evidence we have accumulated to date, we continue to be impressed with
the heterogeneity of families, their strengths and weaknesses, and differ-
ences in how each family views their family’s functioning. Periodically, we
have been tempted to suggest a prototype of family functioning for an ill-
ness (or life) stage or category. Although future research may prove otherwise,
the data that we have collected do not yet support such a classification
scheme.

9. Family functioning is dynamic. A family’s functioning will likely
vary over time, by stage of family development, by stage of illness
(e.g., acute vs. chronic), by change in family role (e.g., patient,
caregiver), and by the changing composition of any individual
family.

Clinical Implication. While this may seem self-evident, the clinician should
be careful about making assumptions regarding a family’s functioning. Fam-
ily circumstances and composition change over time, and functioning may
shift as the family goes through different stages of development or a family
member’s illness course. There is no reason to assume that the family’s func-
tioning remains static as the family components change—such an assump-
tion would be a contradiction of, not just the McMaster approach, but a
central premise of systems theory.

Treatment Studies

At the beginning of this chapter, we noted three basic questions that drove
our research. We wanted to know whether or not family functioning dif-
fered between nonclinical normal families and families in which one mem-
ber had a psychiatric or medical illness and whether family functioning
affected a patient’s course of illness. Previous sections addressed the first
two questions. The following section reports on progress made in address-
ing our third question, whether the family treatment approach we developed
is helpful in improving a patient’s outcome. We initiated four treatment
studies to address this question and focused on families with a member
diagnosed with major depression, bipolar disorder, or stroke.

In each of these studies, patients were hospitalized for their condition,
recruited into the study, and randomized to different treatment conditions
for their follow-up care after discharge from hospital. The amount and kind
of treatment varied in each study, as did the number of months of patient
and family follow-up. We provide details of the study design in order to
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highlight different ways of approaching research questions and to show how
research methods may vary, depending on illness condition or study popu-
lation. The underlying focus remains the same, that is, how to help patients
and their family members improve their family’s functioning and, ultimately,
help improve the patient’s course of illness. Data collection has been com-
pleted in two of the studies we discuss and some preliminary findings are
presented. In two other studies, subject recruitment is ongoing and there-
fore analyses are not yet available.

Our first treatment study included 121 severely depressed patients and
their family members. Two related research questions formed the basis of
the study. First, we wanted to know if a therapist could enhance treatment
effects in patients presenting with a severe depressive disorder by targeting
and treating specific psychosocial deficits observed in the patient. Second,
if we focused on two deficits, namely, cognitive distortion and family dys-
function, could we determine which patients were able to benefit from treat-
ments that specifically address these deficits, namely, cognitive or family
therapy respectively? The rationale in this study was to find a problem (i.e.,
the deficit) and correct it by applying a therapy that addressed the issues
causing the problem. The family therapy component in this study was the
PCSTF. One-half of the sample was randomized to a treatment that matched
their deficit; the other half of the sample was mismatched to their treatment.
There were four treatment arms: (1) standard medication management, (2)
med management + cognitive therapy, (3) med management + family
therapy, and (4) a combination of med management + cognitive therapy +
family therapy. If evaluation at baseline suggested a need for family therapy
(i.e., high family dysfunction), a match would be assigned to group 3 or
group 4. Group 1 or 2 would be a mismatch for this patient. If a patient’s
assessment at baseline indicated high cognitive distortion, then group 2 or
4 would be a match; group 1 or 3, in which no cognitive therapy was offered,
would be a mismatch.

Some preliminary findings are available from this study. First, although
comparable to other studies of severely depressed patients, the overall re-
covery rate from depression for these patients (38/121; 38%) was relatively
low. Second, matching treatments on the basis of poor family functioning
or cognitive distortion did not increase treatment effectiveness. Third, pa-
tients with no improvement at discharge who received family therapy were
likely to show more improvement by 3 and 6 months compared to patients
who did not receive family therapy. Fourth, patients in the combined treat-
ment condition were more likely to complete treatment, improve, or recover
compared to the other treatment arms. The difference reached significance
when the combined group was compared to the medication management
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group. Fifth, patients in the family therapy group and the cognitive therapy
group had similar rates of retention, improvement, and recovery.

In two of the treatment studies we assessed a family’s functioning sub-
jectively (with the FAD) and objectively (with MCRS ratings). Both subjec-
tive and objective family ratings show an improvement over time from
baseline through month 12 irrespective of treatment condition. However,
while patients and family members rate their family’s functioning as healthy
at month 12, clinicians continued to rate the families’ functioning in the
unhealthy range (see Table 6.10). A second treatment study focused on pa-
tients diagnosed with a bipolar disorder. The aims of the study were to in-
crease our knowledge of the effectiveness of treatments for bipolar disorder
and determine whether adding a family therapy component to standard
pharmacotherapy improved treatment response.83 In this study design we
compared medication management alone with two types of family therapy:
individual family therapy using the PCSTF or a multi-family psycho-
educational group.84 Outpatient therapy continued for 28 months.

Although data analysis is not yet complete, we are able to report some
overall trends. Fifty-eight percent of the patients met basic criteria for

TTTTTable 6.able 6.able 6.able 6.able 6.1111100000 Family Functioning of Patients Hospitalized with Major Depression at the Acute
Phase and at Follow-Up

Acute 6 Months 12 Months

FAD (N = 71)* x̄ (sd) x̄ (sd) x̄ (sd)

Problem Solving 2.32 (.37) 2.08 (.31) 2.07 (.34)

Communication 2.40 (.32) 2.20 (.30) 2.15 (.31)

Roles 2.35 (.34) 2.18 (.29) 2.16 (.34)

Affective Responsiveness 2.28 (.47) 2.10 (.36) 2.09 (.42)

Affective Involvement 2.16 (.35) 2.00 (.29) 1.96 (.34)

Behavior Control 1.94 (.29) 1.79 (.25) 1.78 (.28)

General Functioning 2.17 (.42) 1.97 (.35) 1.93 (.38)

MCRS (N = 74)**

Problem Solving 2.84  (.86) 3.78 (1.13) 4.15 (1.07)

Communication 2.97 (1.03) 3.81 (1.0) 4.01 (1.10)

Roles 3.08 (1.21) 3.86 (1.06) 4.34 (1.04)

Affective Responsiveness 2.89 (1.00) 3.47 (1.00) 3.95 (1.01)

Affective Involvement 3.58 (1.19) 4.30 (1.03) 4.58 (1.15)

Behavior Control 3.51 (1.10) 4.41 (1.03) 4.81  (.93)

General Functioning 2.94  ( .99) 3.80  (.99) 4.20 (1.03)

*FAD score: the higher the score, the worse the functioning. Bold numbers = unhealthy.
**MCRS score: the higher the score, the better the functioning. Bold numbers = unhealthy
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recovery, defined as a two-month consecutive period of patient scores < 7
on the Hamilton Rating for Depression Scale (HRS-D) and < 6 on the Bech-
Rafaelson Mania Scale.85,86 There were no differences in response rates by
polarity at admission; nor were there differences in recovery from episode
by treatment condition. Also, family functioning at index episode did not
help in predicting response to treatment. When we stratified the sample by
gender, males who were manic at baseline were significantly more likely to
respond to treatment than males who were depressed. Further, married males
were significantly more likely to respond to treatment than males who were
not married. Neither the relationship between polarity and response to treat-
ment, nor marital status and response held for female patients.87,88 Also,
family functioning and social support variables varied significantly by pa-
tient gender, albeit at 4 months rather than at the acute stage.

When we focused on family functioning ratings, the pattern of FAD and
MCRS scores for patients with bipolar disorder paralleled the family func-
tioning ratings for the depressed sample. That is, even though patients and
family members report apparent difficulties in their family’s functioning
through 10 months, there is perceived improvement over time. Also, de-
spite improvement in family functioning through 10 months post-
hospitalization, clinicians’ ratings remained in the unhealthy range (see Table
6.11).

Throughout this book we have tried to impress upon the reader our belief
in using research findings to help us with our clinical work and to view the
interplay between the two as a continuous learning process. Thus, even
though the treatment studies of depressed and bipolar patients are still in
the analysis stage, we were able to use the preliminary findings to move on
to new research questions. For example, in the depression treatment study
we were struck by differences in treatment compliance and response rates
in patients receiving medication management only vs. patients receiving
the combined treatment of medication management + cognitive therapy +
family therapy. Our matching design enabled us to address questions that
target patient and family deficits but, because of the randomization strat-
egy we used, prevented us from assessing the additive effect of combining
psychosocial treatments to standard pharmacological care. We initiated a
new study so we could examine the effects of adjunctive therapy on the
course of a depressive episode regardless of pre-treatment patient deficits.

Currently in the recruitment stage, the design of this study includes ran-
domization to one of three treatment conditions: pharmacotherapy alone;
pharmacotherapy + cognitive therapy; and pharmacotherapy + cognitive
therapy + family therapy.89 Like our previous treatment studies, we use the
PCSTF as the family treatment component. Patients hospitalized with major
depression and their family members are recruited to participate in a 24
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week treatment trial following their discharge from hospital. We have com-
pleted one-half of our recruitment goal of 150 patients and family members
and expect to meet our target within another year.

Besides initiating treatment studies with psychiatric populations, we have
also embarked on treatment studies with patients who have a physical ill-
ness, but not necessarily a psychiatric illness. One of the challenges in con-
ducting studies with patients who have a physical illness is the difficulty
patients and family members have in attending in-person study interviews
and/or in the amount of time they are able to concentrate on the interviewer’s
questions. Although these difficulties also arise with a patient who has a
psychiatric illness, there may be a qualitative difference when the family
member has a physical illness. For example, if the family under study has a
member with a traumatic brain injury or stroke, it may not be possible for
the patient to complete interviews (or assessments) or to come into the
clinic to do so. We developed a new system, the Family Intervention: Tele-
phone Tracking (FITT), which is a family oriented intervention for patients
and family members (or caregivers) who are likely to need home care on a
temporary or permanent basis.90,91

TTTTTable 6.able 6.able 6.able 6.able 6.1111111111 Family Functioning of Patients Hospitalized with Bipolar Disorder at the Acute
Phase and at Follow-Up

Acute 4 Months 10 Months

FAD (N = 38)* x̄ (sd) x̄ (sd) x̄ (sd)

Problem Solving 2.20 (.36) 2.13 (.38) 2.07 (.41)

Communication 2.19 (.30) 2.18 (.31) 2.13 (.30)

Roles 2.37 (.32) 2.28 (.31) 2.26 (.31)

Affective Responsiveness 2.18 (.50) 2.10 (.46) 2.12 (.51)

Affective Involvement 2.15 (.38) 2.03 (.33) 1.98 (.33)

Behavior Control 1.99 (.35) 1.86 (.28) 1.82 (.26)

General Functioning 2.06 (.38) 2.00 (.35) 1.94 (.32)

MCRS (N = 45)**

Problem Solving 3.29 (1.01) 3.69  (.92) 4.00 (1.11)

Communication 3.02  (.99) 3.58  (.92) 3.89 (1.10)

Roles 3.42 (1.08) 3.82 (1.01) 4.07 (1.01)

Affective Responsiveness 3.04  (.80) 3.69  (.92) 3.93  (.86)

Affective Involvement 3.93 (1.12) 4.44  (.99) 4.38  (.91)

Behavior Control 3.91 (1.12) 4.69  (.82) 4.76  (.96)

General Functioning 3.20  (.89) 3.84  (.80) 3.98  (.87)

*FAD score: the higher the score, the worse the functioning. Bold numbers = unhealthy.
**MCRS score: the higher the score, the better the functioning. Bold numbers = unhealthy.
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The intervention consists of a series of telephone calls to patient and
family members/caregiver that has two components, one that is
psychoeducational in nature and one that is oriented toward assessment
and support. No treatment of psychiatric or family problems is provided.
Rather, the interviewer supports patients and/or caregivers to use their own
family relationships, capabilities, and resources to identify, address, or obtain
assistance for any psychosocial, functional, or health problems that arise.92

We have successfully used the FITT in a pilot study targeting stroke patients
and their caregivers as they transition from the hospital setting to home
care after discharge from the hospital. We delineated five areas that help
identify problems associated with stroke patients and their family mem-
bers. They are: family functioning, depressive symptomatology, neuro-
cognitive functioning, functional independence, and physical health. Results
from the pilot study have been promising. We found that, compared to stan-
dard medical care, patients and their caregivers participating in the FITT
program significantly decreased their health care utilization, and improved
both psychosocial functioning and family life.93

We have begun a prospective study that is focused on stroke patients and
their caregivers. In the current study we included a longer follow-up period
(18 months vs. the 6 month follow-up of the pilot study) so that we can
assess long-term effects of the program. In addition, we hope to identify
predictors of response to the FITT program as well as intermediate variables
that predict treatment outcome. Patients are randomized to receive standard
medical care with or without the FITT intervention. Over 200 patients and
their caregivers have been recruited thus far; our target goal is 300 as a final
sample size. We have developed FITT manuals as well as adherence and
competency scales. The large sample in our ongoing study will help us vali-
date and refine our instruments as needed. With the FITT system in place,
and data being collected to refine and validate the manual and rating scales,
we have the opportunity to expand our research into new areas of study.
The focal areas that we identified for use with stroke patients can be ad-
justed to accommodate other serious illnesses in which a telephone inter-
vention would be appropriate yet remain within the parameters of the model.
The relative ease of the telephone intervention, the low costs associated with
it, the savings in time allocation, and the ability to reach patients who may
be temporarily housebound makes it an attractive alternative for several
intervention strategies. Pilot studies have been initiated to test the FITT
intervention with patients diagnosed with HIV and patients diagnosed with
dementia and their caregivers.
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Future Research

The field of family research continues to grow so fast that there are always
more questions to ask, new areas of interest to investigate, and novel treat-
ment applications or family assessments to be tested. There are also contin-
uing developments in research design and methodology that can be used to
address issues that have been neglected, reassess earlier findings, and bring
new perspectives to old problems. The review of our research program has
two main purposes. First, we wanted to look back at the work we have done
over the past few decades, relate our empirical findings to the research ques-
tions that we set for ourselves, and draw the link between our research con-
clusions and the implications for clinical practice. Second, we intended to
provide an understanding of our thinking and how we moved from early
phases of our research—conceptualizing, developing, defining, and measur-
ing constructs of family functioning and family treatment approaches—
through testing our ideas in naturalistic studies, to our current work that
evaluates the PCSTF in a variety of study populations and with a variety of
research designs.

Plans for our future work continue to reflect our basic philosophy of
moving our program forward by seeking to improve patient care with new
clinical and research applications of the McMaster approach. As we noted,
the process evolves on several levels at once. For example, work on the
McMaster instruments, use of the McMaster approach with diverse patient
populations, and development of new research questions relating to family
functioning will form the basis of our research program for the next several
years. While the FAD and the MCRS have been validated and the FAD used
by colleagues throughout the world, the MCRS has been used less often.
The MCRS is dependent on both knowledge and understanding of the
McMaster model and, to some degree, on clinical skills needed to assess
family functioning. We would like to increase the use of the MCRS since, as
our research findings have shown, there is some discrepancy between sub-
jective and objective family ratings. Because we view both perspectives as
valuable and see them as an opportunity to learn more about the family,
and possibly the course of an illness, we would like to examine this discrep-
ancy systematically.

One way we have begun to address this issue is by developing the McSiff,
the structured interview for paraprofessionals that yields an MCRS rating.
We have collected data on over 200 families using the McSiff interview. In
addition to acquiring a large data base of objective ratings of family function-
ing, use of the McSiff will allow us to pinpoint areas of family strengths and
family weaknesses. We can then compare perceptions of the clinician with
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those of family members acquired through the FAD. Our plans are to use
these data to validate the instrument, correlate the scores with our other
assessments, and construct a reliable scoring system. The original McSiff
consisted of three versions that reflected the traditional nuclear family, a
single-parent family, and a couple with no children. By using a series of skip
questions, we have consolidated these versions into one McSiff that can be
used for any family constellation.48 This new version is in use and available
through our program, but still needs to undergo rigorous testing.

As mentioned in the previous section, we also developed the FITT, a tele-
phone interview that may be used when patients or family members cannot
easily leave their homes or come to the clinic/research setting. This instru-
ment has shown promise in a pilot study involving stroke patients and their
caregivers. Currently the FITT intervention is being used in three large
funded research projects focused on stroke patients, patients with
Alzheimer’s disease, and drug abusing patients with HIV. Finally, as described
in chapter 5, the FAD has been translated into 20 languages throughout the
world. Although some are currently in the process of validation, most of
the translated FADs have not yet been validated. Our family research group
has worked closely with several colleagues to ensure accurate translation of
the FAD. Success in recently completed work on the Italian, Spanish, Japa-
nese, French, Hungarian, Slovenian, Croatian, French and Hebrew FADs
has generated interest in providing translations in those languages of the
MCRS and the McSiff. We anticipate that more researchers will take advan-
tage of the expertise of the family research group and submit their back
translations to obtain feedback from the developers of the instruments.

As we have developed a wider range of instruments to assess family func-
tioning, we have also expanded our view of how the McMaster approach
could be used when working with families with a variety of psychiatric and/
or non-psychiatric illnesses. We mentioned studies that include family func-
tioning as one factor that may affect, or be affected by, patients with stroke,
dementia, Alzheimer’s disease, or HIV drug users. Two additional studies
focus on the caregiver’s role and his or her perception of family functioning
vis-à-vis the rewards, burdens, and satisfaction associated with caring for a
family member diagnosed with dementia and a family member who has a
chronic mental illness.94,95 Preliminary analyses in both studies suggested
that caregiving was associated with increased burden, depressive symptoms,
and impaired family functioning. Systematic analyses planned over the next
year may help direct us to design new treatment studies that will take into
account treatment needs of the caregiver as well as the designated patient.

We have begun work in the areas of epilepsy and nonepileptic seizures
(NES) in the belief that the family functioning of the patient’s family may
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have a direct or indirect effect on the patient’s course of illness. This belief
stems from our basic philosophy that, whether the illness is psychiatric or
nonpsychiatric in nature, it is important to assess the social context in which
the illness unfolds. Once we examine the relationship between family func-
tioning and epilepsy and NES outcome, we will be in a better position to
decide if family therapy would be a useful adjunctive treatment for patients
with these disorders and their family members.

Finally, an area that has generated much interest among members of our
research team has been psychosocial interventions offered to patients diag-
nosed with cancer. The diagnosis and treatment of cancer (as well as with
the side effects of the treatment) is likely to have a profound impact on a
patient and his or her family members, particularly a family’s functioning
and quality of life. In turn, evidence suggests that adjunctive psychosocial,
behavioral, and educational interventions may help in the recovery or ad-
justment process for many cancer patients, including those who have under-
gone surgery. Since our model is structured, multi-dimensional, and
systems-oriented, a short-term family treatment intervention may be use-
ful in helping patients and families when one member is diagnosed with
cancer. Because of this interest, we developed a multi-family group treatment
program that incorporates elements of the McMaster approach in an inter-
vention that will address issues and concerns of patients with prostate cancer
and their spouse or significant other. In order to get feedback on our pro-
posed treatment plan, we conducted a focus group with five men who had a
prostatectomy one to six years previously and their partners. All couples
expressed interest in our treatment as they dealt with profound changes in
their family’s functioning. After incorporating a few of their suggestions to
our overall program, we are in the process of finalizing a proposal. If suc-
cessful with this particular group of cancer patients, we plan on extending
the intervention to patients with other types of cancer as well as other medi-
cal conditions.

Although we are extending our research to include patients with
nonpsychiatric illnesses, we will continue our work with psychiatrically ill
patients. In fact, including a variety of patient illnesses should help us to
address one research topic that has been previously raised, namely,
comorbidity and its relationship to a family’s functioning. Our study on
comorbidity mentioned in an earlier section included patients admitted to
a psychiatric unit who had concurrent psychiatric and nonpsychiatric ill-
nesses. We plan on obtaining another sample of patients admitted to the
hospital with a nonpsychiatric physical illness who have a secondary diag-
nosis of major depression. The analyses for these studies are complicated
and present major methodological issues to resolve. Nonetheless, they pose

Ryan-RT1585_C06.pmd 1/31/2005, 1:56 PM193



194 • Evaluating and Treating Families

a set of new and interesting questions that may link physical and psychiatric
disorders with family functioning and course of illness.

We derived a new set of questions from analyses generated by the longi-
tudinal follow-up studies discussed earlier in this chapter. That is, once we
moved from implementing cross-sectional research designs to conducting
longitudinal follow-up treatment studies, we were struck by the inadequacy
of standard definitions regarding illness course. For example, a patient with
bipolar disorder may be symptom-free for eight weeks yet become symp-
tomatic the following week, a typical pattern for this illness. Under these
conditions, a patient who meets standard research criteria for recovery may
not be considered well by a clinician. Relying on symptom change for a
brief interval and ignoring other areas of dysfunction will not necessarily
capture the turbulence of this illness. The inadequacy of outcome definitions
is not limited to psychiatric illnesses. Outcome criteria for patients with
epilepsy may include interictal level of functioning, comorbid mood or cog-
nitive changes, as well as the more commonly used measure, absolute number
of seizures during a specified time period.

Besides more accurately reflecting the clinical course of an illness, another
reason to reassess parameters of outcome is to allow us to examine the link
between fluctuations in the course of a patient’s illness and patterns of his
or her family functioning. Standard definitions of outcome (recovery, re-
mitted, relapse) may not provide enough information about a patient’s
course of illness, the impact on families and their functioning, or the effect
of family functioning on the illness. In addition, many illnesses (e.g., de-
mentia, stroke) are marked by a deteriorating course. In the latter case, it
may be more realistic to assess how families adjust to changing family con-
ditions and how family therapy may help in the adjustment or coping
process. Although many of our studies with depressed patients found that
family members reported improvement in family functioning over time, at
least two studies of caregivers reported worsening family functioning.93,95

These studies involved patients with stroke and dementia, illnesses charac-
terized by a chronic and deteriorating course.

If we examine patients with a variety of disorders and then examine the
course of his or her illness and its relationship to family functioning, we
may be able to compare and contrast patterns of similarities and differences
between course of illness and fluctuations in a family’s functioning. Whether
the underlying illness is psychiatric or nonpsychiatric in nature, several of
the disorders will likely share common course descriptors such as stable,
remitting, episodic, acute, chronic, rapid cycling, fluctuating, and deteriorat-
ing. In addition, rather than merely assessing symptom change at two points
in time, it may be more useful to include other measures relevant to course
of illness—such as functional capacity, number of symptom-free days,
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proportion of time well or in pain, quality of life, and psychosocial sequelae
associated with the illness. By widening the definition of illness outcome,
we may be able to tease apart the relative contributions of social and bio-
logical determinants to a patient’s course of illness.

Answers to these questions may help determine if adjunctive family treat-
ment is indicated for a variety of disorders and, possibly, the best method to
deliver it. Although the McMaster approach has been developed primarily
for individual family treatment sessions, we have already noted how we have
incorporated principles of this approach into new research designs and appli-
cations. For example, the FITT is a family oriented intervention that is based
on the McMaster model and is currently being used with three different
study populations: patients who have had a stroke and/or their caregivers,
patients with dementia and their caregivers, and patients diagnosed with
HIV. We used principles of the McMaster model in a multi-family psycho-
social treatment of bipolar patients and their significant other and have
adapted the multi-family approach for depressed patients in which several
families meet together with two therapists for a limited number of sessions.84

Finally, in our proposed adjunctive treatment for prostate cancer patients
and their significant other, we suggest a sequence of 1 to 2 individual family
sessions, followed by 2 weeks of telephone intervention and end with a brief
series of multi-family group sessions.

This synopsis of our future work suggests three lines of research we would
like to pursue, namely, refining the McSiff instrument and manual, widening
our patient population pool, and developing new research questions, hypo-
theses, and family treatment applications. We need to test the McSiff, our
objective rating of family functioning completed by paraprofessionals,
against the FAD and the MCRS, and make adjustments as needed. The FITT
intervention is being used in several ongoing studies. Although early analyses
suggest its utility, we may need to revise and/or expand the manual before
we provide widespread distribution. Second, we plan on expanding our re-
cruitment to include a larger range of patients with psychiatric and
nonpsychiatric illnesses as well as patients with comorbid conditions. Finally,
we have generated a number of research questions that involves a wide array
of patients, but concentrates on two major issues: new ways of looking at
course of illness and fluctuations in illness course as it relates to a family’s
functioning.

Answers to these questions may suggest different applications of the
McMaster approach for different populations. It may be that some aspect
of the PCSTF needs to be modified, or that the McMaster approach has
more (or less) utility for certain conditions. In general, we expect that
patients with an illness characterized by progressive deterioration or a rapid,
unpredictable course would have worse family functioning over time.
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Conversely, patients with a non-deteriorating, more predictable course of
illness with longer periods of wellness will report better family functioning.
In either case, a family treatment approach such as the PCSTF may be use-
ful in helping patients and their family members adjust their family
functioning to cope with a family member’s illness.

Limitations

Despite the amount of work we have done over the years, and the series of
questions we have set for future studies, we are aware of limitations to our
research as well as areas that we have only touched upon. One of the most
basic issues remains the question of causality. The causal direction between
family functioning and course of illness is unclear. Problems with under-
standing causal connections are not unique to family studies, but are com-
mon when any dynamic system is being investigated. We hope that our future
research, as outlined above, will be useful in addressing some parts of this
problem. Until we are able to be more precise, through advances in meth-
odology or by identifying intermediate factors in the mechanisms of change
in family functioning, we continue to need to be cautious whenever we dis-
cuss causality.

Other gaps in our research have more to do with time limitations and
sample size than methodological restrictions. For example, we have not com-
pared family functioning during different stages of family development so
that we might see how strains and stressors affect a family’s functioning
over time, or within a particular life stage. Depending on developmental
stage and composition of the family, family members may report problems
in different dimensions of family life. Given a larger database, we would be
able to examine family roles, gender differences, and child/adolescent per-
spectives in greater depth.

The reliability and validity of our research assessments have been well
documented. Societal changes over the past three decades, however, have
affected living arrangements, marital status, and women’s roles. These
changes may (or may not) have affected how family members view their
families’ functioning. A new sample of community controls would be useful
to update our nonclinical population statistics, test for changes in perceived
family functioning (including our healthy/unhealthy cut-off scores), and
increase the diversity and applicability of our model and our assessments.
We suspect that the test scores will not change noticeably for two reasons.
First, despite societal changes, fundamental processes within the family have
not changed. For example, even though a family constellation changes, prob-
lems still need to be solved, family members need to communicate with
each other, roles need to be allocated, members need to respond and be
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affectively involved, behavior needs to be monitored. Second, the unhealthy
cut-off scores established for the instruments were based on clinical assess-
ments made by experienced clinicians and are not based on statistical means
of a patient population. Nonetheless, because of the widespread clinical and
research use of the McMaster instruments, it would be important to test
these assumptions with a large, randomly selected community sample.

We have already noted that the translation of our instruments and manu-
als was not anticipated when they were first developed. We have worked
with colleagues throughout the world to give feedback, suggest changes,
and point out errors in translation. For the most part, however, with few
exceptions the translated instruments have not been validated. As we re-
ported, work is ongoing in several countries on translations, back-transla-
tions, and validation studies. We anticipate more work being done in this
area and will try to keep readers abreast of new developments.

Summary and Conclusions

In this chapter we reviewed 50 years of our research. First, we examined
differences in family functioning between normal control families and fami-
lies in which one member has a psychiatric or non-psychiatric medical ill-
ness. Second, we analyzed how family functioning affected a patient’s course
of illness, and third, we provided preliminary data on treatment studies
using the McMaster approach to family therapy. Before detailing our re-
search findings, we listed the assumptions underlying our research, discussed
our approach to different methodological issues, and provided a rationale
for our analytic choices. We began with the early research studies in which
we developed theoretical constructs and measures to assess family func-
tioning. We summarized our early findings when we worked with clinical
and nonclinical populations. From there we moved on to our naturalistic
follow-up studies, first focusing on patients with a psychiatric illness and
their family members. Next we discussed our research of patients with a
nonpsychiatric, medical disorder. We listed conclusions drawn from our
studies, presented evidence that led to these conclusions, and discussed the
clinical implications that we took from our work. We presented a series of
treatment studies that we initiated and provided preliminary findings of
our work. We outlined our research program for the next few years and we
noted limitations of our work.

In presenting our research findings we were struck by a number of fac-
tors. Throughout this book we reiterated our belief in the importance of
assessing the social context in which the illness unfolds. We are convinced
that a comprehensive clinical evaluation is necessary to capture the total
environment of the patient. Moreover, as we have seen through our research,
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a checklist of symptom changes does not necessarily provide a complete
understanding of the patient’s illness, its course, and the fluctuation in family
functioning that often accompanies the illness over time. We have been re-
minded again and again of the heterogeneity of families and the multi-
dimensional aspects of the MMFF and the PCSTF. Our findings are
consistent in that they do not focus on any one dimension as a predictor of
risk, recovery, or relapse. Nor do we see a prototypical family that charac-
terizes an illness type or a poor functioning family. These findings are sup-
portive of the belief we held when we originally developed the McMaster
model, namely, that no one dimension be viewed as the foundation for con-
ceptualizing family behavior.

As we have shown, however, there are clear linkages between the family
functioning of a patient and his or her likelihood of recovery from an illness
episode. Good family functioning can increase the odds of recovery, shorten
the time in episode, and improve the well-being of patients and family mem-
bers. To date our preliminary analyses in the treatment studies have not
shown a direct cause and effect between receiving family therapy and patient
outcome. We look forward to exploring these datasets in more detail so that
we can get a better understanding of how good family functioning affects
patients. This knowledge will ultimately help us so that we will be able to
provide better family interventions. Finally, through our completed studies
and our proposed research we hope we have conveyed a sense of how the
clinical and research elements of our program work together. The clinical
component guides our research questions and helps us interpret data; the
research side tests clinical assumptions that are made and moves us to gen-
erate additional questions. Weaving the two components together enables
us to maintain a strong, coherent program.
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CHAPTER 7
Frequently Asked Questions

We believe that the MMFF and the PCSTF provide structure and focus to
guide a clinician to conduct a comprehensive evaluation and treatment for
most families and family problems that he or she will encounter. We pro-
vided a complete and detailed explanation of our approach to family assess-
ment, treatment, and research. However, whether in seminars, conferences,
research meetings or professional correspondence, members of our group
periodically receive questions that deal with the clinical, teaching, or re-
search aspects of the McMaster approach. We thought it helpful to list some
of the more frequently asked questions that we receive and how we respond
to them. Hopefully, our answers will convey the meaning of the model in a
practical sense as we address issues that arise routinely for clinicians, trainees,
and researchers.

Some family members do not come in for family therapy, refuse to com-
plete a FAD, or will not participate in the assessment in some other way.
What can I do? How will this affect the treatment, assessment, research?

While we recommend that all family members participate in the family
meetings, some will not be able to do so for a variety of reasons including
temporary problems, scheduling or logistic problems, organizational issues,
and clinical or behavior issues.

Examples of temporary or logistic problems might include sickness, work-
related travel, being away at school, transportation issues, lack of childcare,
work conflicts. These problems can be addressed by rescheduling, bringing
young children/toddlers into the therapy room, or, if necessary, meeting
without a family member. Sometimes family members have difficulty
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organizing themselves. If so, the issue could be identified as part of the pre-
senting problem and addressed in treatment sessions. Finally, examples of
clinical/ behavioral issues include a family member acting out, arriving at
the meeting inebriated, or having an illness or symptom (e.g., aphasia from
a stroke, psychosis) that precludes participation. In the case of these last
examples, the clinician uses his or her clinical judgment to determine the
risk of disruption to the family therapy process and whether or not the
family meeting should be postponed.

Very often reasons given that a family member is unwilling to participate
may be used by the clinician to assess and, possibly, improve the family’s
functioning. Depending on the particular circumstance, there are several
ways to approach this problem. For example, the clinician can stress to the
family that all members’ input is valuable, each members’ views will be heard,
each family member’s behavior affects the entire family, and the family’s
functioning affects each of them as individuals. For these reasons it is best
for all to attend and participate. We find that if the clinician engages with
all family members, explains that everyone will have a turn in expressing
his or her opinion, and remains neutral while eliciting information, even
family members who were initially hostile to, or threatened by the idea of
family therapy become interested in giving their opinion and hearing what
the therapist and other family members have to say. Once engaged, and able
to listen to other viewpoints in a clinical setting, family members are able to
become part of the therapeutic process.

A family member may choose to not attend the initial meeting or to
refuse to engage in any therapy. In that event, it is up to the family members
and the clinician to decide whether or not it is worthwhile to proceed with
family therapy. It may be useful for the clinician to lay out the options that
families have, including what issues might and might not be addressed real-
istically if a key family member does not participate. Since the McMaster
approach is predicated on family members working together, it may be thera-
peutically useful to suggest that family members review what they would
like to gain from family therapy. The clinician may point out explicitly that,
for a variety of reasons, the family does not seem ready to engage in family
therapy at the time. It is important that the therapist respects the family’s
position (even if he or she disagrees with the decision) so that the family
feels comfortable reconnecting with the clinician at some future point. The
clinician should be clear about the family’s options, and be receptive if the
family does decide to return.

If the family returns, and if much time has elapsed, it is important that
the therapist conducts a completely new family assessment so that he or she
does not make assumptions about the family’s functioning based on a pre-
vious interview. Also, since the assessment interview sets up expectations
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for the treatment plan and begins the therapeutic process, it is worthwhile
to address the reasons for previous reluctance to participate in therapy. We
find that once families understand what is involved in family therapy, most
choose to participate. Often families may decline family therapy but later
(days, weeks, months) request it specifically.

From a research perspective, FAD ratings of a family can be obtained
even if all family members do not complete the instrument. This is true
because the total family score is an average of individual members’ scores. If
there are only two members in the family and only one completes a FAD,
the case may need to be dropped from specific types of analyses (e.g., com-
paring a patient’s perspective with a family member’s perspective). On the
other hand, some questions are analyzed using only an individual family
member’s score (e.g., patient’s perception, father’s perception, caretaker’s
perception). Finally, it is possible to obtain an objective rating (MCRS) of a
family’s functioning with a minimum of two family members. We use a
family rating based on a single informant if a patient is unable to answer
questions due to a medical or psychiatric condition or if a single parent
with young children completes the assessment. These ratings can be used as
long as the source of the family rating is clearly noted. Chapter 5 provides
more details on uses of the instruments.

Is it all right to switch the order of assessing the family dimensions? Any
suggestions about what should go first? Or last?

Based on clinical experience, the order in which to assess a family’s func-
tioning depends on the experience of the interviewer, his or her understand-
ing of the MMFF, and his or her role as clinician, research interviewer, or
trainee. The order becomes less important once the interviewer knows the
model and is used to assessing each dimension. Until that time, it is better
to use the same order to ensure that every dimension has been assessed.
With practice, the clinician/interviewer moves to what feels most comfort-
able, viewing the assessment much like a family checklist of different areas
of functioning. For an experienced clinician, the order may be determined
by the family’s responses to questions. Therapists begin the family inter-
view with the Problem Solving dimension as this area of family functioning
is concrete and the questions fit well after a brief discussion of the presenting
problem. For example, a clinician begins by asking family members what
brought them to seek help, including particulars about the immediate prob-
lem. Once the family has a chance to talk about the reasons for seeking
treatment, the clinician suggests they return to discussing the problem, but
first he or she needs to get more information about particular aspects of the
family’s functioning. At this point, the therapist can initiate the assessment
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by seeing how the family deals with problems in general, using the present-
ing problems as a starting point. The therapist proceeds to other areas of
the family’s functioning as outlined in the MCRS. As long as the therapist is
clear and direct about what he or she is doing and why, the family usually
accepts the format.

For a trainee, research interviewer, or one with little clinical or inter-
viewing experience, Roles may be an easier dimension to begin the interview
both for family members and the interviewer. This is one reason why the
McSiff begins with a very brief discussion about problems and then proceeds
to the role dimension. Generally, we address the affective dimensions to-
ward the end of the interview as it can be difficult for family members to
discuss their feelings and difficult for a trainee to elicit responses or to man-
age the situation if the family becomes distraught. Questions regarding sexual
intimacy asked in the role dimension can be delayed until the end of a ses-
sion after excusing children from the room.

Is it okay if you don’t do an assessment using all dimensions?

For teaching purposes, a supervisor may ask the trainee to assess one, two,
or three family dimensions rather than all six in a single session. Once the
model is learned, and is being used for clinical purposes, the interviewer
should assess all dimensions. We do not provide an overall clinical rating of
the family unless we have assessed each dimension. Also, treatment is not
initiated until a full assessment of the family has been completed.

It is possible to be more selective when conducting research. Very often
researchers have limited resources and are unable to obtain complete as-
sessments by experienced clinicians or complete FADs from family mem-
bers. Alternatively, a researcher may purposely focus on only one or two
dimensions of family functioning. If limited to one dimension, we ask fami-
lies to give us an overall rating of their family (using the FAD General Func-
tioning scale). If the rating for this dimension falls within a healthy range,
education, advocacy, and support may be all that is needed by the family. If
the dimension falls into a clinical range, a full assessment is necessary to
determine which areas of family functioning are problematic and in need
of clinical intervention. Colleagues found the General Functioning scale
reliable and valid in a large study that analyzed family functioning in a com-
munity sample of randomly selected families.96 A weakness of this approach
is the possibility of overlooking a problematic family issue by choosing se-
lective dimensions of family life.

Which is better to use, the FAD, McSiff, or the MCRS? Do you need both
family and clinician ratings?
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It depends on what the question is, who is asking it, and for what purpose it
is being asked. In chapter 5, we provided an in-depth discussion and ex-
amples of how clinicians, researchers, and teachers use each of these instru-
ments to elicit information. Most of our research work has been done with
the FAD, in part because it was the first instrument we developed to measure
family functioning. Other factors that have made the FAD popular are its
usefulness in providing a family’s perspective, ease of administration, cost
efficiency, and availability in several languages. When possible, we obtain
subjective and objective measures so we can analyze which assessment is
useful in predicting short- or long-term course, recovery, or relapse.

Experienced family therapists generally use the MCRS, often supple-
mented by periodic FADs given to family members. The McSiff is used most
often by trainees, therapists new to the model, and experienced research
interviewers. In sum, use of the instruments depends on: (1) whether the
ratings of family functioning are for clinical, research, or training purposes;
and (2) available resources, including experienced/trained personnel and
time.

Can I get an average of family functioning by taking a mean of all the
dimensions?

The General Functioning scale is the best indicator of average family func-
tioning since it provides an overall family functioning rating. This is true if
measured subjectively using the FAD or objectively using the MCRS. Because
of the manner in which the ratings are obtained (either through specific
items if using the FAD or clinical assessment if using the MCRS/McSiff),
dimension scores should not be averaged.

Who can fill out the FAD form? Can children participate in the family
assessment?

The FAD can be completed by anyone with an eighth-grade reading level.
Our instructions suggest that any child 12 years and older is capable of com-
pleting the FAD, but many of our colleagues note that younger children are
also able to do so. Some researchers have younger children complete the
General Functioning scale only.

When conducting a clinical interview or the structured interview (the
McSiff), the clinician asks for input from all family members using lan-
guage that is age-appropriate. The therapist or interviewer may need to ex-
cuse children for questions directed to the parent or adult (e.g., questions
regarding sexual satisfaction). The clinician should be respectful and let
children know what is happening (“I would like to talk to your parents for
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a few minutes about adult matters. This has nothing to do with you and we
won’t talk about you unless you are here.”) If the therapist wants to ask
parents about their sexual relationship, this can be done at the beginning or
end of a session or the children may take a break during the assessment. If
no one is available to watch the children, the therapist may need to schedule
a separate session for the adults/parents only.

What if a family member needs individual therapy in addition to family
therapy?

Depending on the clinician’s training and the individual’s problems, the
family member may be seen by the same therapist treating the family or
may be referred to another clinician. In our program, we have worked with
a variety of mental health professionals whose opinions differ with respect
to treating family systems as well as a family member concurrently. While
there are pros and cons for either position, several points should be kept in
mind. First, the illness, severity, and specific situation will likely affect how
the clinician sees the risks or benefits to treating both the family system and
an individual family member. Second, if there is one treating clinician, he
or she must feel comfortable with the arrangement and his or her ability to
handle family as well as individual issues simultaneously. The family and
the individual family member also need to find the arrangement acceptable;
having an open discussion with the therapist and all family members will
help to facilitate the decision.

If more than one therapist is involved in treatment, it is important that
the therapies do not conflict or create confusion in the family or with the
individual patient. Neither the patient nor the family should receive mixed
messages about their therapy. Since the focus will likely differ, contact be-
tween therapists (even if minimal) becomes extremely important in order
to keep the treatment on track, ensure that the individual is not set up against
the family system, and help both the patient and the family progress in their
treatment. Whether one or more therapists are involved, using a systematic
family assessment and treatment plan become even more important for
both the therapist and family members to follow.

Do I really need to have the whole family there? They just want couples
therapy, the kids aren’t involved.

If you meet with the couple and, after a complete assessment, agree about
the identified problems, there is no reason why you cannot use the McMaster
approach with couples.
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Given that different family types and family constellations are common-
place today, does the MMFF and PCSTF to assess and treat families still
apply? Do you need to adjust for changes in family types or lifestyles?

While traditional nuclear families may have been the norm when Epstein
and colleagues developed the model and treatment approach, these clini-
cians have treated a wide range of family types in a variety of developmental
family stages. Because the McMaster approach was based on practical, clinical
experiences of clinician/researchers, underlying assumptions of the therapy
recognize the heterogeneity of families and the importance of treating each
family as unique. In practice, the model focuses on getting families to iden-
tify their goals and on how to achieve them. As long as the goals of the
treatment are not unsafe, the therapist can work with the family. The model
is nonjudgmental with respect to different lifestyles and can be applied to
blended-families, single-parent families, families with or without children,
families with dual custody of children or families with same sex partners.

Once the therapist understands that the McMaster approach is viewed
as treating a family system, then it is clear that healthy family functioning
can be achieved irrespective of a family’s composition. The clinician works
with the family so that family members are able to establish and maintain a
supportive environment. Family members learn how to deal with disagree-
ments among themselves, including the possibility that they agree to disagree.
Limitations in treating different types of presenting families may be a reflec-
tion of the interests, resources, and experience of the clinician rather than a
lack in the model or treatment approach. Having said this, the McMaster
approach and, indeed, family therapy is not indicated for all patients or all
therapists. It is a powerful tool, however, that can help clinicians and family
members deal with most of a family’s problems.

Is family therapy an essential part of (psychiatric) treatment, or is it a
luxury?

Evaluation of any patient should involve a complete biopsychosocial assess-
ment of which the family is one component. An individual’s problems can
affect the family and the family’s functioning can affect the individual. Fur-
ther, what we recommend for one family may not work for another family.
Therefore, we need to know how each family functions in order to arrive at
the plan that is best for all concerned.

The treatment plan may or may not include family therapy. If family
therapy is indicated, it is important that the family understand that with-
out family therapy, treatment may not be successful. The assessment need
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not take long or be cumbersome (for patient or clinician), but it is impor-
tant to obtain more than a description of symptoms (e.g., sleep, sadness) or
to complete an illness checklist. We find that assessing the family saves time
in the long run by addressing patient stressors, allying the family in a patient’s
treatment compliance and, at the least, providing the clinician with a more
complete picture of the social context in which the illness unfolds. All of
these factors may contribute to the clinical improvement of the patient.

How is the McMaster approach and McMaster therapy different from (or
better than) other family treatments?

The McMaster approach requires a comprehensive and multi-dimensional
assessment before any treatment is planned. This reflects our strong belief
that any treatment begins with a complete understanding of the presenting
as well as underlying problems and the context in which they occur. Our
assessment is structured so that it is clear, directly related to the treatment
model, and easily implemented by clinicians with different backgrounds,
training, and experience. Besides being applicable to a wide range of family
issues and its use by health professionals in many fields, the McMaster model
is widely used by researchers.

As noted in the introduction of this book, we are less interested in pro-
viding a survey or a critique of family therapies and more interested in pre-
senting a comprehensive explanation of the McMaster approach. Several
sections of this book list specific points about the model and treatment that
are unique to the McMaster approach or are fundamental to its practice.
For example, in the McMaster model, the therapist uses a systems approach
to work with the total family, emphasizes the responsibilities of each indi-
vidual family member, finds strengths in the family in order to give positive
feedback and empower group members, and works as a facilitator in the
family therapy sessions. This approach differs from treatment models that
are directive with the therapist delineating problems, deciding on thera-
peutic issues, and giving homework assignments. The McMaster model dif-
fers from postmodern approaches that emphasize individual feelings and
input, downplay the responsibility that family members have regarding their
own behavior, and diminish the clinician’s role.

Rather than reviewing several models or schools of thought, a better strat-
egy may be to become completely familiar with one or two approaches of
family therapy, and use them as a basis for learning, comparing, and con-
trasting to other approaches. At this point we do not know, nor do we claim,
that the McMaster approach is better than other family treatments. The
studies to make these comparisons have not yet been done.
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Why is the model so structured? When I use it, it seems too rigid and
simplistic.

This question and comment often originate from a trainee or someone who
is new to the model. A trainee may feel constrained by thinking about the
next question to ask and feel inhibited about pursuing a comment from a
family member, or picking up on a sudden thought/intuition. This feeling
is common to many learning processes, including the McMaster approach;
guidelines are often viewed as constraints until the student reaches a certain
level of understanding. Rather than framed as a constraint, the structure of
the model and the treatment plan can be viewed as a guide that actually
helps one develop as a clinician. Once a therapist is familiar with the model
and comfortable with the interview format, however, the structure is often
seen as a family checklist (similar to a symptom inventory) and the interview
as a valued working tool. From the point of view of families, individual
members often find comfort in the structure and recognize that each ques-
tion is asked of all families. They become less defensive when talking about
their own families.

The clarity of the model, the instruments, and the treatment should not
be confused with simplicity. The McMaster approach was developed to pro-
vide a systematic method of assessment and treatment in what is often a
very complicated situation with several people participating at once. A com-
prehensive interview and useful therapy session requires much clinical
knowledge and skill. The therapist’s individual style, creativity, and person-
ality become evident in how he or she engages with the family, listens to
family members, facilitates discussions, and helps with family interactions
and problem solving.

The approach was developed primarily to meet the needs of the family.
In following the model, however, the needs of the clinician are met as well.
The clinician follows the macro stages of the model, helping to keep him or
her on track, but maintains a great deal of flexibility within the steps of the
model. In our view, this systematic and comprehensive approach to evalua-
tion and treatment of families helps the therapist become a better clinician.

Isn’t the McMaster approach just an expansion of the problem solving
methods used in behavioral or marital therapy?

The McMaster approach is much broader and, at the same time, more spe-
cific than behavioral therapies. It is broader in the sense that the model
does not focus on any one dimension as the foundation for conceptualizing
family behavior.20 We have noted throughout this book that many family
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dimensions make up a family’s functioning and we have provided a rationale
as to why we focus on six particular areas (problem solving, communication,
roles, affective responsiveness, affective involvement, and behavior control)
that we feel are fundamental to understanding families (see chapter 3). The
model is specific in the sense that each family dimension is delineated with
key concepts that help the therapist focus and identify the strengths and
weaknesses of the family system. For example, by careful probing of the
family’s communication patterns, role allocations, and affective responses,
the therapist is able to obtain a comprehensive picture of the family’s func-
tioning, the perspective of each family member, and the barriers to a healthy
functioning family.

One characteristic of the McMaster approach is the emphasis on obtaining
a complete and systematic assessment of each family. This approach is
tailored to individual needs of each family, and helps the therapist focus
directly on problematic family issues. It does not prescribe a predetermined
treatment module so popular with other models. Finally, the McMaster
approach builds on strengths in the family system and makes family mem-
bers responsible for changing the way their family functions.

The family came in with a crisis, so I took care of that rather than doing
an assessment.

Although the McMaster model is not a crisis model per se, this is not to say
that the model is inapplicable during a crisis. If a patient is suicidal, the
clinician needs to tend to the patient’s immediate safety, including hos-
pitalization if necessary. Other examples of crisis intervention may include
child/spousal abuse, fighting, substance abuse, and medical emergencies.
In other words—by all means, it is always important to “stop the bleeding
first.”

In many cases, the clinician can use the principles of the model to help
families deal with the crisis. For example, with the collaboration of family
members, the therapist/counselor helps family members define the prob-
lem, discuss alternatives, and assign responsibility to family members. Once
the crisis is settled, it is an opportune time to step back and complete a full
family assessment on how the family handled the crisis. The severity of the
crisis may be a useful gauge to determine the effectiveness of how the family
functions. The crisis might also be a stepping-off point to assess how the
family is doing generally and what they might do differently should another,
similar, crisis arise. The therapist acts as a role model during the crisis by
remaining calm and organizing, dealing with a difficult situation, and help-
ing to decide on a plan from a number of alternatives.
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In working with the family, the therapist will need to keep in mind several
points, including the level of family crisis, if the family is in a chronic state
of crisis, and what the family views as a crisis. In addition, it is important to
know how the family functions on an everyday basis to see if the family
generally functions well but has been temporarily upset by the crisis or
whether the family has poor skills and difficulties even in their daily func-
tioning. The clinician’s options might include providing support by pointing
out or calling attention to the family’s strengths, or helping them with their
weaknesses by working through the crisis and members’ reactions to it.

Do I just keep adding problems as they come up?

It is possible to add problems to the list of issues that the family would like
to address, especially if the assessment brings up a new issue or one previ-
ously unmentioned. Here a clinician’s input may be valuable by helping the
family assess priorities or identifying a more fundamental, underlying prob-
lem. From a list of seemingly unrelated problems, an experienced therapist
may be able to extract one or two common themes or prominent issues.

In some families problems may continue to emerge during treatment. As
long as previous issues have been worked on and resolved, it is all right to
address new problems. However, we recommend challenging the family to
discuss and problem solve around the issue. This can be a useful indication
of their new capacity to address problematic areas within the family or be
suggestive of areas that need more attention in the treatment process. The
family may problem solve within a session with the therapist present or may
attempt to resolve an issue on their own and report back in another session.

If new problems are substituted for older ones when the older ones have
not yet been resolved, then the therapist should reassess the treatment as
well as the transactional patterns occurring in session. It may be that the
clinician has not clearly identified underlying problems or has not explained
to the family the expectations in the therapy process. The first step might
be to review the expectations of all, clarify the issues the family is working
on, and see if there is a pattern or stumbling block which prevents the family
from addressing the problems already delineated and not yet worked
through. It may be that the family does not want to take responsibility for
family problems or is afraid to do so and keeps presenting new problems as
a defense against dealing with the problems agreed upon previously. One of
the reasons we recommend limited number of treatment sessions is to em-
phasize the responsibility that the family has in changing their system and
to de-emphasize reliance on a therapist to “fix” the system. The limit also
puts pressure on the family and the therapist to be assiduous and active at
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every step during treatment. Finally, one way to help the family may be to
space out the family meetings so that the family has time to work on solving
the problems themselves.

How long do I keep seeing them?

It depends on the problems, the family, and the experience of the clinician.
We have suggested one to two sessions to obtain a comprehensive assessment,
followed by six to eight treatment sessions. Often the assessment itself is
therapeutic. Many families need only two to three sessions in total to re-
solve the problems, help the family break out of a rut, and teach them to
address new issues or view and act on their problems from a different per-
spective. On the other hand, some families may complete a full cycle of
eight to twelve family therapy sessions over the course of six months to one
year and still need to address additional problems. At this point the clinician
decides if the family is stuck or making progress in their treatment, if an-
other kind of therapy would be more useful (including adjunctive therapy),
or if a consultation is advisable. Detailed guidelines in chapters 3 and 4 will
help a clinician make these decisions and determine appropriate expectations
for the therapist and for family members.

One sign that the family is ready to end treatment is when the family
identifies a new problem, discusses alternatives for solving it, and puts a
plan into action—with no input from the therapist. Not all problems warrant
a therapist’s involvement. If the family can discuss and resolve new issues as
they learned in therapy, they are ready to stop treatment.

When do you know treatment is over?

When the family resolves the problems they have presented, no new issues
are brought up by the family or clinician, or the family raises an issue and
begins to solve it with no input from the therapist, the therapist’s work is
over. At first, it may be difficult for the therapist to sit back and allow this
process to evolve. But when the work of the therapist is over, the treatment
is over. The therapist may suggest a follow-up session after several months
to check on the family, see if any new issues emerge, or see how the family
functions when old issues resurface. The initiative for this session can come
from the family or clinician.

When and how do you stop treatment if they are not doing their homework?

Before stopping treatment, the therapist first needs to understand why the
family is not doing their homework. There may be several explanations. If
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an individual is too sick, he may not be able to do the homework. The home-
work may be too difficult for one or more family members, the work may
not address the real problems of the family, there may be a misunderstand-
ing of what was agreed upon in the contract, one or more family members
may have changed their mind about the contract, or may have changed their
mind about wanting help to change. The best approach is to ask the family
directly what happened, why were they not able to fulfill what they had
agreed upon.

Depending on the answer, the therapist can help the family set up a new
contract. If the therapist feels the family is not ready to work on issues, it
may be necessary to ask the family to stop treatment until they are ready or
willing to commit to doing family work. The therapist should be clear, direct,
and respectful of the family’s wishes. Often asking the family to rethink if
they want to engage in therapy is beneficial. The family must realize their
own responsibility in working on family issues rather than expecting the
therapist to fix them. If the therapist is working harder than the family in
trying to solve problems, it may be time to reassess what the family expects
from therapy. Three strikes and you’re out may be a good rule of thumb to
follow.

I think he or she needs to leave his or her spouse . . . can I say that?

The therapist does not advocate or prescribe separation or divorce. The
premise of the McMaster approach is to help the family recognize problems,
think about alternatives and solutions, confront the issues directly, and be
responsible for their choices and actions. The therapist may point out four
basic strategies open to the family. They may: (1) leave things as they are,
(2) work on problems on their own, (3) use the family therapy sessions to
work together and effect a change, or (4) separate. In presenting the options
available to family members, the therapist tries to elicit specific advantages,
disadvantages, and consequences of each option. The therapist is free to
give his or her input on how the family presents to the therapist, including
issues that have not been articulated by family members. With the help of
the therapist, the family decides whether to pursue family therapy, stay in
the marriage with no change, or change their marriage/living situation.

I sense an undercurrent of danger or violence in the family. What should
I do?

Before any family therapy can proceed, the clinician first identifies the risk
and makes an assessment of whether or not the danger is imminent. The
clinician may need to be direct in pointing out safety issues for the spouse
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or children, especially if he or she denies evidence of danger. On the other
hand, if the patient is depressed (or psychotic), he or she may present a
distorted, negative picture of the family situation. A careful assessment of
each patient’s presentation and his or her psychosocial stressors will help
the therapist determine which conditions apply.

If danger is not imminent, it is possible to incorporate specific condi-
tions into the treatment contract that could help deal with the violence. For
example, family therapy may proceed only if family members agree that
there will be no violence while in treatment. One or more family members
may need to obtain additional, individual help (e.g., abuse counseling) for
the family therapy to proceed. The clinician may begin each session with a
review of whether or not family members carried out what they agreed to
do between sessions. This may be particularly critical if the clinician feels
that an underlying potential for violence is part of the family system.

How do I avoid getting sucked into the family system?

Although it may be more common for students/trainees to become overly
involved with the family, experienced therapists may also over-identify with
one or more family members or with a particular family situation. How to
recognize and deal with issues of counter-transference and boundary main-
tenance is an integral part of any therapist’s training and is no different
when applied in the family therapy setting. The therapist needs to be vigilant
so as to respond to a family, an individual, or an issue in an objective, pro-
fessional manner. By being aware of one’s own issues and maintaining self-
awareness, the therapist will be sensitive if he is too empathic when
responding to individuals, starts taking sides in therapy sessions, or cannot
maintain his objectivity. Once a therapist recognizes (or has doubts about)
his feelings regarding a particular family or family member, he can take
some actions. If it is possible to tape a session, a colleague or supervisor
could provide feedback. A therapist may be able to step back and review his
own taped session or peer review may be available to get other perspectives
on the dynamics of the therapy sessions.

How do you divide up the attention between different family members?

The central role of a family therapist is to treat the family as a unit. In order
to do so, the clinician needs to think systemically about the relationships
within the family rather than thinking about individuals. If the therapist
divides the session so that each member has an equal share of attention,
then the therapist’s likely focus is on individuals and individual problems
rather than on the family system. One way to help a therapist think in systems
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is to figure out how an individual (or an individual’s problem) impacts on
the family system and how the family reacts to the individual (or his or her
problem). The important point is that all family members need to feel that
their perspectives have been heard and understood. The amount of actual
time spent with each family member is of less importance.

What are your ethical obligations to a family versus an individual?

Unless there is a clear and present danger to an individual, the focus in
therapy remains the system. If the therapist has knowledge that one family
member is withholding information that might have an impact on another
family member (drug use, spending money), the therapist tries to get the
individual to disclose the information (in or out of session). If the disclosure
does not happen and the therapist thinks it may be interfering with treat-
ment, it is up to the therapist to stop the therapy so that he or she is not
colluding in the process. In situations deemed basic to individual or family
welfare (e.g., child/spousal abuse) the therapist can encourage the individual
to disclose the information, making it clear that if the individual does not
disclose the information the therapist is obliged to do so.

Under the guidelines of the McMaster approach, the therapist might con-
vene a meeting to stop the therapy, saying a major premise is that the family
needs to work together, and to communicate clearly and directly. As long as
the family cannot be open and it affects the family’s progress, it is best to
stop treatment. The clinician makes it clear that she will be available if the
family later decides to re-open the discussion.

When do you (if ever) invite members to a session who do not live at home?

An experienced therapist welcomes family members who would like to par-
ticipate in the assessment and whose presence would likely contribute to an
understanding of the family’s functioning. The therapist assesses the ap-
propriateness of whether other family members should participate in the
treatment sessions. On one hand, perspectives of different family members
can help provide a complete picture of the family’s functioning. On the
other hand, there may be boundary issues if all family members are a part
of the treatment process.

Whether or not a clinician decides to include outside family members
also depends on his or her experience. The key is to stay focused on the
objectives of the treatment. It may be important to bring in other family
members for the assessment only or to gather additional information, but
then work with the core family once the issues are clarified. Over the years,
we have invited relatives who live outside the household, family friends,
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and, on occasion, employers to attend family therapy sessions. If others are
invited to participate in family meetings, it should be by mutual agreement,
be clear why they have been invited to the session(s), and what the goal of
the meeting is.

How much time do you spend on the presenting problem? Do you assess
problem solving then or is that assessed at a separate time?

Enough time so that you feel you understand the problem, but not so much
time that you find yourself trying to deal with it. As stated earlier, the family
may need to talk about the problem—the reason why they are there—and
the therapist needs to listen to what they are saying. Once the therapist
understands, identifies, and restates the problem, then it is time to move on
to the assessment. An experienced interviewer following the MCRS would
move directly to the problem solving dimension, while an interviewer ad-
ministering the McSiff would address the problem solving dimension some-
what later in the interview.

Very often a trainee (or novice therapist) gets stuck by letting the family
rehash the problem using numerous examples or by trying to follow-up on
an issue/topic that seems interesting. In either case, the result is the same.
The session becomes unfocused, and the family loses interest or lacks en-
gagement with the treatment. Until the therapist gains experience, she may
need supervision so that she does not become either too superficial or too
detailed.

The remedy is for the therapist to stay focused, listen to what the family
is saying, observe the interactions of family members, and continue the
assessment letting the family know that they will return to the problem
when the full assessment has been completed. It is important to give feed-
back to the family about how the therapist hears and understands the
problem—both to obtain validation from family members, as well as to
engage them. The family will take the clinician’s lead. If the therapist is clear
about what he or she is doing and explains the need for a full assessment,
the family generally is satisfied.

For example, a therapist might listen to a presenting problem and then
summarize as follows before going on to the full assessment:

If I have it right, things first changed when your daughter had a head
injury. This was devastating to each of you individually and led to a
number of changes in the family.

[To the mother]: You chose to go back to school, at least partially to
get away from it all and focus on something else.
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[To the father]: You felt distanced as your wife spent more and more
time studying, so your response was to spend more time at work. The
effect of all of this has been that family matters have been left on the
shelf, household tasks aren’t being addressed, and problems are not
being solved. We will revisit this set of problems that brought you in
here, but first I want to ask you some questions about how your family
functions. Is that ok with you . . . ?

Once the assessment begins and family members see that they each will
have an opportunity to express their feelings and their views of the family
issues, they come to an appreciation of the assessment and of what the clini-
cian is doing. The pace of the interview is set by the needs of the family. By
the end of an evaluation, the clinician will have a clear and concise under-
standing of the presenting problem as well as an understanding of each of
the dimensions of the MMFF and the transactional pattern that maintains
or perpetuates the problem. Specifically, the therapist will: (1) be able to
describe a history of the problem in succinct terms, (2) discuss its impact
on the family, (3) recognize specific family dimensions affected by the prob-
lem, and (4) understand what the family has done when attempting to solve
the problem as well as the outcome of those efforts.

Therapists (clinicians, counselors) often have a checklist that they refer
to (or that they have memorized) when conducting evaluations. There is a
similar process when assessing families—the checklist is provided by the
six dimensions of family functioning and one overall rating.

If they want to talk about a serious problem, should I interrupt to com-
plete my assessment?

Listen enough so that the family knows you have understood, you feed back
your understanding, and then go back to the assessment with a plan to ad-
dress the problem along the way. It may be helpful to let the family know
that it is important to gain an understanding of the problem within the
context of their family’s functioning.

What is the evidence that the McMaster approach is useful?

Throughout this book we have discussed how the McMaster approach is
useful in clinical, teaching, and research work. In chapter 4, we demonstrated
how a community practice and health services group successfully imple-
mented the McMaster model and treatment approach as part of its commun-
ity outreach program. In chapter 5, we delineated how each of the
instruments is used for clinical, research, and teaching purposes. We provided
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examples of cases and how they were useful to a clinician, a researcher, and
a trainee. The examples were drawn from a variety of disciplines, including
family therapists, social workers, psychologists, and psychiatrists. In chapter
6, we summarized our research findings, documenting our work in popula-
tions with medical or psychiatric illness.

Evidence from our studies suggests that family functioning is related to
course of illness, including poor outcome, recovery, suicidality, caregiver
strain and burden, and comorbid illness. Predictive ability of the course or
outcome of an illness has enormous implications regarding how best to
utilize shrinking resources, including which patients or families to target
for early intervention strategies, and which treatment option might work
best for the short- and long-term course of illness. Despite the apparent
relationship that we have found between family functioning and course of
illness, we have not found a significant direct effect of PCSTF on remission
or recovery in depression or bipolar disorder in the preliminary analyses of
our treatment trials. We have found, however, that family therapy does have
a positive effect on a family’s functioning when one family member has a
mood disorder.97

We are in the process of untangling the relationship between family func-
tioning and compliance issues, coping mechanisms, quality of life, supportive
interventions, and adjustment to a family member’s illness. It may be that,
rather than having a direct effect on a patient’s illness, family treatment has
powerful indirect effects. Family therapy may be more useful in helping a
family adjust to a diagnosis (as described in chapter 5) or in helping family
members cope with a chronic medical or psychiatric condition, particularly
when the biological substrata of the conditions are the definitive variables.

In addition to our own work, we receive requests for information about
our program and instruments, as well as inquiries about new uses of the
McMaster model on a continuous basis. About one half of the requests we
receive in the Family Research Program are from clinicians/therapists/
counselors who practice in the community and are interested in the practi-
cal aspects of the treatment model. Another half is from clinician/research-
ers who incorporate components of the model into various parts of their
clinic or research program. Some of the topics that have been or are being
explored through use of the McMaster model (by means of the FAD, MCRS,
McSiff, FITT or PCSTF) include: assessing at-risk children and their fami-
lies throughout regional school systems; predicting successful family
adoption; assessing families who provide foster care; learning how families
respond to unemployment, civil war, forced migrations and adjustment to
new living conditions (including new countries); comparing ethnic groups
who have settled in different countries.
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In preparing this book we surveyed several databases to see how clinicians
and researchers are using the McMaster instruments. We accessed over 150
published articles and numerous unpublished theses that reference the
McMaster approach, treatment, or specific assessments. We divided the
publications into seven broad areas and include them in Part II (see Related
Articles) as a list of additional readings. We were impressed with the broad
range of areas that are represented and hope researchers find this listing
useful.
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CHAPTER 8
Conclusions

We began this book by recognizing the renewed interest in understanding
and practicing family therapy by psychiatrists, pediatricians, psychologists,
social workers, psychiatric nurses, mental health professionals, pastoral coun-
selors and, of course, family therapists. The McMaster family therapy ap-
proach that Epstein and colleagues first put into motion in the 1960s was,
in hindsight, more consequential than they realized at the time. Components
of the McMaster approach have been used over the past fifty years in a vari-
ety of clinical and nonclinical settings, its instruments have been translated
into 20 languages, and its use in research is evident in the large bibliogra-
phy we have compiled on a wide range of topics. We presented detailed
guides for understanding and implementing the McMaster approach in
earlier sections of this book.

Two overarching themes dominate the work that has been done over the
past four decades and continue to direct us in our current thinking. First,
the early developers of the model understood that their way of thinking
about families, their inclusion of the family as an integral part of a patient’s
care, and their method of implementing family therapy was radical for psy-
chiatry. It was not just the use of a systems approach and a systematic method
of assessing and treating families that was a departure from the usual care
of patients. Specific aspects of the McMaster approach itself were innova-
tive when the model was introduced and remain novel today. Second, while
the comprehensive method of evaluating and treating families was certainly
innovative, the programmatic approach these developers took in integrating
the clinical, teaching, and research components of the model was an equally
important contribution to the field of behavioral health in general, and to
family studies in particular.
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Clinical

Two important innovations of the McMaster approach are the explanation
and expectations set by the therapist at the beginning of treatment, and the
thorough assessment of the family system before the start of any therapy. In
addition, the clinician’s role as a therapist is de-emphasized while his or her
role as collaborator, educator, and facilitator is enhanced. Because of the
shift from the traditional role of a clinician, family members become active
participants in the family therapy, learn to recognize issues that create prob-
lems in the family’s functioning, and to increase their ability to address and
solve problems themselves as a family unit. Without dismissing or over-
looking a family’s weaknesses or pathology, the therapist draws on the
family’s strengths, emphasizing healthy aspects in the family system and
using family members as a valued resource. Each family member is asked
for his opinion about family issues, suggestions about how to resolve differ-
ences, and reactions to the therapist’s input. The openness between the cli-
nician and family members adds to a sense of empowerment that the family
gains as they progress in their treatment.

In this book we tried to capture the clinical methods of implementing
the McMaster model, including the innovations mentioned above, by pro-
viding a detailed description and guide to the MMFF and the PCSTF. We
outlined the philosophy behind the McMaster approach and provided ex-
amples of family functioning, family dysfunction, problems in identifying
issues, and common errors of inexperienced, as well as experienced, clini-
cians. Early in this work we cautioned that merely reading this book will
not enable someone to conduct family therapy, but that it will provide a
detailed and systematic guide for the assessment and treatment of families.
We repeat this caution. Also, we would like to reiterate that the clarity of the
model and treatment plan should not be confused with simplicity. As we
noted in chapter 2, it took some time for Epstein to rethink his approach to
patients and families and to apply the model faithfully. Each time he did so,
he was struck by its effectiveness; each time he tried to cut short the process
(e.g., by a cursory family assessment, by skipping a step), he was struck by
how the treatment later stalled.

Although we emphasized thoroughly assessing the family and following
the guidelines of the PCSTF, clinical judgment is an intrinsic part of the
McMaster approach. The treatment cannot be conducted in a paint-by-
numbers mode, but requires an empathic and evolving connection with
family members. Therapist skills and the McMaster treatment model form
an integral approach when working with families.
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Teaching

Besides the clinical approach to treating families, we highlighted the teach-
ing and research components of our program. We explained our thinking
and rationale for developing the treatment model and traced its roots from
the early experimental days at McGill University (Montreal), through the
development of the model and instruments at McMaster University
(Hamilton, Ontario), to our current location at Brown University (Provi-
dence, Rhode Island). We provided a training chapter that detailed how we
set up and developed family training programs in a community setting, an
academic clinical/research program, and psychiatric residency training. The
training program incorporates two rating scales (the adherence and com-
petency scales) used to help assess areas that may be difficult for the trainee
to master and to help us evaluate training. We gave details of our training
program so colleagues who establish their own family program can avoid
some of the pitfalls we encountered.

In chapter 5, we provided examples of the instruments developed for the
McMaster model and how they may be used in teaching the model to new
or experienced therapists. We suggested how some therapists use the FAD
to teach family members about different family members’ perspectives on
several areas of family life. We discussed the McSiff as a particularly useful
instrument to help a less experienced clinician or a paraprofessional learn
how to assess a family, and how to obtain information necessary for an ob-
jective rating of the family’s functioning. Throughout this book we empha-
sized our strong belief in a continuous learning process embedded within
our program. We continually learn from and elicit feedback from our col-
leagues, our students, and the families we treat.

Research

Another important principle that we tried to maintain over the years is to
keep a strong link between our teaching, clinical practice, and our research.
This linkage serves several purposes. We continually question assumptions
that we make about families and their treatment, and we learn how our
research findings fit into clinical practice. Our research questions must make
clinical sense for us to pursue them; our findings are interpreted clinically
and are not just post hoc explanations of statistical outcomes. Finally, the
clinical/research link helps us to ask and answer new questions and explore
new areas of research.

Throughout our work on the McMaster approach, our clinical work
stimulated our research questions and our research findings influenced our
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clinical practice. We described this interaction throughout the book when
we discussed the historical development of the model, the theoretical con-
structs from which we developed our assessments, and the early pilot studies
that helped us define both clinical and research concepts. In chapter 5, we
explained how we use family assessments (whether subjective or objective
measures) for research purposes. In chapter 6, we focused on our research
findings, summarized some of our early work, and provided empirical evi-
dence in our studies of patients with psychiatric illness, medical illness, and
comorbid illnesses. We described family functioning for different diagnos-
tic groups as well as different stages of the illness. We tested assumptions of
the model in different patient populations and we provided empirical results
for several study comparisons related to a family’s functioning. Finally, we
included preliminary analyses of treatment studies in which the McMaster
family therapy was one of the treatment arms being tested.

Part II includes the assessments we developed when applying the
McMaster approach, whether for clinical use, teaching, or research. We hope
these instruments will be helpful no matter which component of the
McMaster approach is used.
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Family Assessment Device
Version 3

Nathan B. Epstein, MD Lawrence M. Baldwin, PhD Duane S. Bishop, MD

Instructions:

This assessment contains a number of statements about families. Read each
statement carefully, and decide how well it describes your own family. You
should answer according to how you see your family.

For each statement there are four (4) possible responses:

Strongly Agree (SA) Check SA if you feel that the statement
describes your family very accurately.

Agree (A) Check A if you feel that the statement
describes your family for the most part.

Disagree (D) Check D if you feel that the statement does
not describe your family for the most part.

Strongly Disagree (SD) Check SD if you feel that the statement does
not describe your family at all.
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These four responses will appear below each statement like this:

41. We are not satisfied with anything short of perfection.

___ SA ___ A ___ D ___ SD _______

The answer spaces for statement 41 would look like this. For each statement,
there is an answer space below. Do not pay attention to the blanks at the far
right-hand side of each space. They are for office use only.

Try not to spend too much time thinking about each statement, but respond
as quickly and as honestly as you can. If you have difficulty, answer with
your first reaction. Please be sure to answer every statement and mark all
your answers in the space provided below each statement.

1. Planning family activities is difficult because we misunderstand each
other.
___ SA ___ A ___ D ___ SD _______

2. We resolve most everyday problems around the house.
___ SA ___ A ___ D ___ SD _______

3. When someone is upset the others know why.
___ SA ___ A ___ D ___ SD _______

4. When you ask someone to do something, you have to
check that they did it.
___ SA ___ A ___ D ___ SD _______

5. If someone is in trouble, the others become too involved.
___ SA ___ A ___ D ___ SD _______

6. In times of crisis we can turn to each other for support.
___ SA ___ A ___ D ___ SD _______

7. We don’t know what to do when an emergency comes up.
___ SA ___ A ___ D ___ SD _______

8. We sometimes run out of things that we need.
___ SA ___ A ___ D ___ SD _______
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9. We are reluctant to show our affection for each other.
___ SA ___ A ___ D ___ SD _______

10. We make sure members meet their family responsibilities.
___ SA ___ A ___ D ___ SD _______

11. We cannot talk to each other about the sadness we feel.
___ SA ___ A ___ D ___ SD _______

12. We usually act on our decisions regarding problems.
___ SA ___ A ___ D ___ SD _______

13. You only get the interest of others when something
is important to them.
___ SA ___ A ___ D ___ SD _______

14. You can’t tell how a person is feeling from what they
are saying.
___ SA ___ A ___ D ___ SD _______

15. Family tasks don’t get spread around enough.
___ SA ___ A ___ D ___ SD _______

16. Individuals are accepted for what they are.
___ SA ___ A ___ D ___ SD _______

17. You can easily get away with breaking the rules.
___ SA ___ A ___ D ___ SD _______

18. People come right out and say things instead of
hinting at them.
___ SA ___ A ___ D ___ SD _______

19. Some of us just don’t respond emotionally.
___ SA ___ A ___ D ___ SD _______

20. We know what to do in an emergency.
___ SA ___ A ___ D ___ SD _______

21. We avoid discussing our fears and concerns.
___ SA ___ A ___ D ___ SD _______
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22. It is difficult to talk to each other about tender feelings.
___ SA ___ A ___ D ___ SD _______

23. We have trouble meeting our bills.
___ SA ___ A ___ D ___ SD _______

24. After our family tries to solve a problem, we usually
discuss whether it worked or not.
___ SA ___ A ___ D ___ SD _______

25. We are too self-centered.
___ SA ___ A ___ D ___ SD _______

26. We can express feelings to each other.
___ SA ___ A ___ D ___ SD _______

27. We have no clear expectations about toilet habits.
___ SA ___ A ___ D ___ SD _______

28. We do not show our love for each other.
___ SA ___ A ___ D ___ SD _______

29. We talk to people directly rather than through go-betweens.
___ SA ___ A ___ D ___ SD _______

30. Each of us has particular duties and responsibilities.
___ SA ___ A ___ D ___ SD _______

31. There are lots of bad feelings in the family.
___ SA ___ A ___ D ___ SD _______

32. We have rules about hitting people.
___ SA ___ A ___ D ___ SD _______

33. We get involved with each other only when something
interests us.
___ SA ___ A ___ D ___ SD _______

34. There’s little time to explore personal interests.
___ SA ___ A ___ D ___ SD _______
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35. We often don’t say what we mean.
___ SA ___ A ___ D ___ SD _______

36. We feel accepted for what we are.
___ SA ___ A ___ D ___ SD _______

37. We show interest in each other when we can get something
out of it personally.
___ SA ___ A ___ D ___ SD _______

38. We resolve most emotional upsets that come up.
___ SA ___ A ___ D ___ SD _______

39. Tenderness takes second place to other things in our family.
___ SA ___ A ___ D ___ SD _______

40. We discuss who is to do household jobs.
___ SA ___ A ___ D ___ SD _______

41. Making decisions is a problem for our family.
___ SA ___ A ___ D ___ SD _______

42. Our family shows interest in each other only when they
can get something out of it.
___ SA ___ A ___ D ___ SD _______

43. We are frank with each other.
___ SA ___ A ___ D ___ SD _______

44. We don’t hold to any rules or standards.
___ SA ___ A ___ D ___ SD _______

45. If people are asked to do something, they need reminding.
___ SA ___ A ___ D ___ SD _______

46. We are able to make decisions about how to solve problems.
___ SA ___ A ___ D ___ SD _______

47. If the rules are broken, we don’t know what to expect.
___ SA ___ A ___ D ___ SD _______
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48. Anything goes in our family.
___ SA ___ A ___ D ___ SD _______

49. We express tenderness.
___ SA ___ A ___ D ___ SD _______

50. We confront problems involving feelings.
___ SA ___ A ___ D ___ SD _______

51. We don’t get along well together.
___ SA ___ A ___ D ___ SD _______

52. We don’t talk to each other when we are angry.
___ SA ___ A ___ D ___ SD _______

53. We are generally dissatisfied with the family duties
assigned to us.
___ SA ___ A ___ D ___ SD _______

54. Even though we mean well, we intrude too much
into each others lives.
___ SA ___ A ___ D ___ SD _______

55. There are rules about dangerous situations.
___ SA ___ A ___ D ___ SD _______

56. We confide in each other.
___ SA ___ A ___ D ___ SD _______

57. We cry openly.
___ SA ___ A ___ D ___ SD _______

58. We don’t have reasonable transport.
___ SA ___ A ___ D ___ SD _______

59. When we don’t like what someone has done, we tell them.
___ SA ___ A ___ D ___ SD _______

60. We try to think of different ways to solve problems.
___ SA ___ A ___ D ___ SD _______
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Instructions on How to Score the FAD

The McMaster Family Assessment Device (FAD) is designed to measure
family functioning as described in the MMFF. It is made up of 7 scales, one
measuring overall family functioning, and one for each of the 6 dimensions
of the model. Each FAD item belongs to only one of the scales. Some items
describe healthy functioning while others describe unhealthy functioning.
Table 1 (below) indicates the items for each scale, classified according to
whether they describe healthy or unhealthy functioning. Negative items are
transformed on the scoring sheet as explained below.

Table 1 Assignment of Items to Scales

Problem Commun- Roles Affective Affective Behavior General
Solving ication  Respon- Involve- Control Function-

siveness ment ing
Healthy 2* 3 10 49 20 6

Functioning 12 18 30* 57 32 16

Items 24 29* 40 55 26

38 43 36

50 59 46

60 56

Unhealthy 14 4  9 5 7  1

Functioning  22* 8*  19  13  17  11

Items 35* 15  28 25 27  21

52 23  39 33 44  31

 34  37 47  41

 45  42  48  51

53 54

58*

In Table 1, items marked with an asterisk are seven items added after the
original report. They increase the reliability of the scales and do not affect
their intercorrelation with other scales.

To score the FAD, code all responses as follows:

Strongly agree = 1
Agree = 2
Disagree = 3
Strongly disagree = 4

The FAD scoring sheet is used to score an individual’s responses. The first
step is to score all of the answers in the columns to the extreme left. The
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negative items are transformed by subtracting them from 5 and entering
them in the second column headed TRANSFORMED SCORE. On the right-
hand side of the scoring sheet are seven columns of boxes, one column for
each of the seven scales. The scale to which an item belongs is indicated by
the column in which the box aligned with the item falls. The item scores
(transformed scores for unhealthy items) are next transferred to their ap-
propriate boxes. To calculate a scale score, simply add the scores in each
column and divide the sum by the number of items in the column that were
answered. A family score is the average of all individual scores. The scale
scores will range from 1.00 (healthy) to 4.00 (unhealthy). If more than 40%
of the items for a scale are missing, a scale score is not calculated. It is desig-
nated missing.

FAD Scoring

McMaster Model Dimensions

Response Trans- Problem Com- Roles Affective Affective Behavior General
formed Solving muni-  Respon- Involve- Control Function-

Score cation siveness ment ing

1. 5 – ___ = _____ ------------------------------------------------------------------- _______

2. _______ -----------  _______

3. _______ ----------------------  ______

4. 5 – ____ = ______  --------------------  _____

5. 5 – ____ = ______  ------------------------------------------  _____

6. _______ ----------------------------------------------------------------------------  _______

7. 5 – ____ = ______  -----------------------------------------------------  _____

8. 5 – ____ = ______  --------------------  _____

9. 5 – ____ = ______  ------------------------------  _____

10. _______  -------------------------------  _____

11. 5 – ____ = ______  -----------------------------------------------------------------  _______

12. _______  ------------ ______

13. 5 – ____ = ______  ------------------------------------------  _____

14. 5 – ____ = ______  -----------  _____

15. 5 – ____ = ______  --------------------  _____

16. _______ ----------------------------------------------------------------------------- ______

17. 5 – ____ = ______  -----------------------------------------------------  _____

18. _______ ----------------------- ______
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19. 5 – ____ = ______  ------------------------------  _____

20. ________ ---------------------------------------------------------------  ______

21. 5 – ____ = ______  ----------------------------------------------------------------- ______

22. 5 – ____ = ______  -----------  _____

23. 5 – ____ = ______  --------------------  _____

24. _______  -----------  _______

25. 5 – ____ = ______  ------------------------------------------ ______

26. _______  ---------------------------------------------------------------------------- ______

27. 5 – ____ = ______  ----------------------------------------------------- ______

28. 5 – ____ = ______  ------------------------------  ______

29. _______ ----------------------- ______

30. _______ --------------------------------  _____

31. 5 – ____ = ______ ------------------------------------------------------------------ ______

32. ________ --------------------------------------------------------------- ______

33. 5 – ____ = ______ -------------------------------------------- ______

34. 5 – ____ = ______  ---------------------- ______

35. 5 – ____ = ______ ------------ ______

36. ________ ---------------------------------------------------------------------------- ______

37. 5 – ____ = ______  ------------------------------------------ ______

38. _______  ----------- _______

39. 5 – ____ = ______  ------------------------------ ______

40. _______ --------------------------------- _____

41. 5 – ____ = ______  ----------------------------------------------------------------- ______

42. 5 – ____ = ______  ------------------------------------------ ______

43. ________ ---------------------- ______

44. 5 – ____ = ______  ------------------------------------------------------ ______

45. 5 – ____ = ______  ---------------------- ______

46. ________ --------------------------------------------------------------------------- _______

47. 5 – ____ = ______  ------------------------------------------------------ ______

48. 5 – ____ = ______  ------------------------------------------------------ ______

49. ________ ----------------------------------------- ______

McMaster Model Dimensions

Response Trans- Problem Com- Roles Affective Affective Behavior General
formed Solving muni-  Respon- Involve- Control Function-

Score cation siveness ment ing

Ryan-RT1585_C09.pmd 1/31/2005, 1:57 PM233



234 • Evaluating and Treating Families

50. ________ ----------- ______

51. 5 – ____ = ______  ----------------------------------------------------------------- ______

52. 5 – ____  = ______  ------------ ______

53. 5 – ____ = ______  --------------------- ______

54. 5 – ____ = ______  ------------------------------------------ ______

55. _______ --------------------------------------------------------------- _______

56. _______ ---------------------------------------------------------------------------- _______

57. _______ ------------------------------------------ _______

58. 5 – ____ = ______  --------------------- ______

59. _______ ------------------------ ______

60. _______  ----------- _______

Sum of Responses ______ ______ ______ ______ ______ ______ ______

Number of Questions ______ ______ ______ ______ ______ ______ ______

Answered

Scale Score ______ ______ ______ ______ ______ ______ ______

McMaster Model Dimensions

Response Trans- Problem Com- Roles Affective Affective Behavior General
formed Solving muni-  Respon- Involve- Control Function-
Score cation siveness ment ing
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Family Assessment Device – General Functioning Scale

1. Planning family activities is difficult because we
misunderstand each other.
___ SA ___ A ___ D ___ SD _______

2. In times of crisis we can turn to each other for support.
___ SA ___ A ___ D ___ SD _______

3. We cannot talk to each other about the sadness we feel.
___ SA ___ A ___ D ___ SD _______

4. Individuals are accepted for what they are.
___ SA ___ A ___ D ___ SD _______

5. We avoid discussing our fears and concerns.
___ SA ___ A ___ D ___ SD _______

6. We can express feelings to each other.
___ SA ___ A ___ D ___ SD _______

7. There are lots of bad feelings in the family.
___ SA ___ A ___ D ___ SD _______

8. We feel accepted for what we are.
___ SA ___ A ___ D ___ SD _______

9. Making decisions is a problem for our family.
___ SA ___ A ___ D ___ SD _______

10. We are able to make decisions about how to solve problems.
___ SA ___ A ___ D ___ SD _______

11. We don’t get along well together.
___ SA ___ A ___ D ___ SD _______

12.  We confide in each other.
___ SA ___ A ___ D ___ SD _______
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FAD General Functioning Scoring

1. 5 – _____ = _____

2.  _____

3. 5 – _____ = _____

4. _____

5. 5 – _____ = _____

6.  _____

7. 5 – _____ = _____

8.  _____

9. 5 – _____ = _____

10.  _____

11. 5 – _____ = _____

12.  _____

Total _____ = _____
12

A score of 2.00 or above indicates problematic family functioning. The higher the score,

the more problematic the family member perceives the family’s overall functioning.
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McMaster Clinical Rating Scale

Nathan B. Epstein, MD Lawrence M. Baldwin, PhD Duane S. Bishop, MD

Introduction

Since the McMaster Model Clinical Rating Scale (MCRS) evaluates families
according to the MMFF, a rater must be familiar with the model in order to
obtain an accurate rating. By itself, this manual does not provide an adequate
introduction. It contains brief descriptions of the MMFF dimensions, anchor
point descriptions for the dimensions, and rating guidelines for using the
scale. In order to obtain the necessary information to rate the family’s func-
tioning, a clinician assesses the family as outlined in previous chapters. The
MCRS rating can be made by either the clinician doing the assessment or
by an observer. Ratings made without complete information are likely to be
wrong and should be avoided.

The MCRS assesses six dimensions of family functioning: (1) Problem
Solving, (2) Communication, (3) Roles, (4) Affective Responsiveness, (5)
Affective Involvement, (6) Behavior Control, and one overall rating, General
Functioning. Each dimension is rated on a seven-point scale with 1 indicating
severely disturbed functioning and 7 indicating superior functioning. A
rating between 1 and 4 on any scale indicates that an individual within the
family or the family as a whole is likely to need clinical help. A rating between
5 and 7 on any scale indicates that disturbances in that area are minor and
not likely to require clinical help. Each of the six sections in this manual
describes the rating of one of the dimensions of the MMFF. All sections
have the same organization beginning with a definition of the concepts
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involved in that particular dimension. Next, we list a description of family
characteristics at three levels of functioning: severely disturbed (1),
nonclinical (5), and superior (7) followed by a set of principles for rating
the family along the 7-point scale.

Ratings should be made carefully but not obsessively. The rater should
have the meaning of a dimension clearly in mind before starting. If the
family is clearly disturbed, the descriptions for the 1 and 5 ratings are re-
viewed before making the rating. If the family is clearly functioning well,
the 5 and 7 anchor descriptions are reviewed before making the final rating.
If it is unclear where the family should be rated, all 3 anchor descriptions
are reviewed. In cases where there is insufficient data to make a rating, a
notation is made in the appropriate place on the rating form. While the
anchor point descriptions act as markers for the scale, the rater interpolates
from them to arrive at ratings for the family. The principles for rating each
scale help guide such decisions. Ratings assess the family system’s functioning
for a given dimension. One or two family members may have difficulty with
a dimension while the family as a whole functions very effectively. Other
members often compensate for individual problems. Ratings focus on the
family system as a unit and not on individuals or on a summary of individual
characteristics.

Problem Solving

Family problem solving refers to the family’s ability to resolve problems to
a level that maintains effective family functioning. A family problem is an
issue which threatens the integrity and functional capacity of the family
and which the family has difficulty resolving. Families can have ongoing
difficulties that do not threaten them in this way; such difficulties are not
considered in rating family problem solving. Family problems can be divided
into two types: Instrumental and Affective. Instrumental problems are con-
crete and mechanical such as provision of money, food, clothing, housing,
transportation. Affective problems are emotional, such as disruptive anger
or depression. Families with instrumental problems rarely, if ever, deal well
with affective problems that comprise the more basic nature of instrumental
problems. However, families with affective problems may deal adequately
with instrumental problems.

The MMFF delineates seven steps in problem solving:

1. Identification of the problem
2. Communication of the problem to appropriate resources
3. Formulation of alternatives
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4. Decision to take a particular action
5. Action
6. Monitoring results of the action
7. Evaluation of the problem-solving process

Families differ in their problem solving effectiveness. The differences can
be viewed along a continuum. A healthy family has few, if any unresolved
problems, and quickly and systematically deals with those that arise. Toward
the disturbed end of the continuum, a family’s problem solving behavior is
less systematic and the family accomplishes fewer of the problem solving
steps. At the extreme of the disturbed end of the continuum, a family is
unable to identify problems, and consistently denies or mislabels them, so
that they remain unresolved and generate much conflict.

Description of Anchor Points:

Characteristics of families that fall at the three anchor points on the Problem
Solving scale are:

Severely Disturbed
1. The family does not recognize that problems exist.
2. The family is unable to correctly identify problems. This may involve

projection, displacement or distortion.
3. The family is vaguely aware of problems, but engages in no discussion

of them, thus precluding formal identification of problems.
4. The family endures long-standing instrumental problems even though

resources are available to solve them.
5. The family cannot attempt to solve problems without generating much

conflict.

Nonclinical/Healthy
1. The family allows no disruptive instrumental problems to go unre-

solved.
2. The family allows few affective problems to go unresolved. Most (70–

80%) are resolved quickly and efficiently.
3. One or more family members notice problems when they arise, though

they may occasionally mislabel the problems.
4. When a family member identifies a problem, she or he communicates

it to the others.
5. For most problems (70–80%) family members propose specific alter-

native solutions, and choose among them.
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6. The family solves 70–80% of its problems quickly and effectively: it
solves the remaining 20–30% satisfactorily but the process is relatively
inefficient/haphazard.
This may be due to:
a. a lack of awareness of how a problem is solved
b. a willingness to allow resolution to take too long
c. the non-participation of some family members

Superior

1. The family quickly recognizes that a problem had developed.
2. The family accurately identifies the problem.
3. Through discussion, the family clearly defines alternatives and decides

on a course of action.
4. After acting, the family regularly evaluated its success.
5. The family is flexible: it adjusts approaches and solutions to different

situations.
6. The family has a history of dealing successfully with problems.

Principles for Rating:

1. The fewer unresolved problems, the healthier the family.
2. The more problem solving steps accomplished, the healthier the family.
3. We rate a healthy or nonclinical family at 5 or higher.
4. We always rate a family with unresolved instrumental problems at 4

or lower.
5. If a family’s competence in problem-solving varies greatly, we rate how

well the family deals with its most potentially disruptive problem.

Communication

Communication is defined as the exchange of information among family
members. As in problem solving, two major areas, Instrumental and Affec-
tive communication, are considered. Though affective communication in
particular may include gestures, we limit ourselves to considering verbal
expression almost exclusively, because it is the least ambiguous. In both of
these areas we evaluate the quality of the communication along two con-
tinua. On the clear-to-masked continuum, messages run from clear to cam-
ouflaged, muddied, or vague. A message is clear when it is concise, relevant,
and consistent with other information. It is masked when it lacks these
qualities. On the direct-to-indirect continuum, we consider for whom the
message is intended and to whom it is spoken. When these are the same
person, the message is direct. When the speaker does not address the person
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for whom the message is intended, communication is indirect. When the
intended recipient fails to receive the message, the communication is masked.
These two continua are independent, so four styles of communication are
possible:

1. Clear and direct
2. Clear and indirect
3. Masked and direct
4. Masked and indirect

When non-verbal messages directly conflict with verbal messages, there
is either masked or indirect communication. These are the only circum-
stances in which we take note of non-verbal messages.

A healthy family is one that communicates in a clear and direct manner.
As we move toward pathology, communication becomes less clear and direct.
In a very disturbed family, communication is neither clear nor direct. Diffi-
culties may enter not only in the sending of messages but also in receiving
or interpreting them. It is important to make the distinction between affec-
tive communication and affective responsiveness, or the ability to respond
with feelings. Please refer to the definition of Affective Responsiveness be-
fore rating Communication.

Description of Anchor Points:

Severely Disturbed

1. The family does not communicate. Rather there is:
a. Silence
b. Chaotic talking
c. Irrelevant talking

2. Instrumental messages are masked, so that the content cannot be un-
derstood by other family members.

3. Instrumental messages are indirect, so that even clear content goes to
inappropriate family members.

4. A family’s affective communication is masked.
5. A family’s affective communication is indirect.
6. Messages are communicated clearly and directly by ordinary standards,

but some members of the family still do not hear or perceive what is
being said.

Nonclinical/Healthy
1. All of the information necessary for instrumental functions is com-

municated clearly and directly.
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2. In most situations (70–80%) where communication of affect is re-
quired, it is clear and direct and received appropriately.

3. Only in the remaining 20–30% of situations are messages either inad-
equately clarified or inappropriately directed.

4. If a message is unclear, an attempt is made to clarify it.
5. Communication may sometimes be inefficient or inadequate, but not

to the extent that it is disruptive.

Superior
1. A family transmits messages when they are called for.
2. All messages (instrumental and affective) are clear and direct, and there

is no misunderstanding.
3. If the recipient of a message does not completely understand it, he or

she immediately asks for, and receives, clarification.
4. Messages are transmitted concisely and efficiently.

Principles for Rating:

1. The more often communication is masked, the lower the rating.
2. The more often communication is indirect, the lower the rating.
3. The more often masked messages cause miscommunication, the lower

the rating.
4. Masked and/or indirect communication about instrumental issues is

rated lower than if the difficulties occur when communicating affective
issues.

5. Communication problems restricted to a single-family member are
less serious when they are compensated for by good communication
of other family members.

6. The more communication problems interfere with other aspects of fam-
ily functioning, the lower the rating.

Roles

Family roles are the repetitive patterns of behavior by which family mem-
bers fulfill family functions. Rating a family on the Role dimension involves
assessing how well family functions are fulfilled. The most basic of these are
the Necessary Family Functions. They form the basis for Necessary Family
Roles. These break down into five groupings:

1. Provision of Resources. This includes providing money, food, clothing,
and shelter.

2. Nurturance and Support. This includes providing comfort, warmth,
reassurance, and support for family members.
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3. Personal Development. This includes physical, emotional, educational,
and social development of the children, and career, vocational, psy-
chological and social development of the adults.

4. Maintenance and Management of the Family System. This includes
the following:
a. Decision-making Functions. Usually a parental role, these include

the settling of disagreements and assumption of leadership.
b. Boundaries and Membership. Dealing with extended families, tak-

ing in of boarders, controlling family size, and dealing with exter-
nal institutions and agencies, such as church and government.

c. Behavior Control Functions. These include maintaining discipline
and enforcing behavioral standards.

d. Household Finances. Dealing with monthly bills, banking, income
tax and other household money-handling.

e. Health-Related Functions. Dealing with illness, health mainte-
nance, and compliance.

5. Adult Sexual Gratification: This includes degree of satisfaction with
the couples interactions.

In addition to assessing how well the necessary functions are fulfilled.
Role Allocation and Role Accountability must also be considered in rating
the Role dimension. Role Allocation is concerned with a family’s pattern of
assigning tasks, and embraces a number of issues:

1. Is the assignment implicit or explicit? How is it accomplished?
2. Does the person assigned a task or function have the skill necessary to

carry it out?
3. Is the family member given the power necessary to complete the job?
4. Can reassignment take place easily?
5. Are tasks allocated to the satisfaction of family members, or are some

members overburdened while others avoid or are denied responsi-
bilities ?

6. Do family members cooperate and collaborate?

Role Accountability is concerned with family members’ sense of respon-
sibility for the task they are assigned, and the monitoring and corrective
mechanisms which assure task completion.

1. Are individuals made to feel responsible for tasks or functions?
2. Does the individual concerned honor that responsibility?
3. Is the fulfillment of that responsibility monitored by other family

members?
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4. Do family members move to correct situations where tasks are not
being performed?

In a healthy family, all the necessary functions are fulfilled and allocation
of tasks is reasonable and does not overburden anyone. In a severely dis-
turbed family, one or more of the necessary functions are not adequately
discharged.

Description of Anchor Points:

Severely Disturbed:
1. One or more of the first four necessary functions (Provision of Re-

sources, Nurturance and Support, Personal Development, Mainte-
nance and Management of the Family System) are consistently not
accomplished.

2. Adult Sexual Gratification is a source of major conflict.
3. Assignment of tasks does not take place or is totally ineffective.
4. Assignment, when it occurs, is to individuals who cannot reasonably

be expected to complete the task.
5. The family fails to ensure that tasks are carried out, and fails to ensure

that individuals have a sense of responsibility for tasks.
6. Tasks are distributed inequitably among family members.
7. The family is unable to compensate for disruptions in role functioning.

Nonclinical/Healthy:
1. All of the first four necessary functions are carried out.
2. Most roles (70–80%) necessary to the first four functions are handled

efficiently and effectively.
3. The remaining (20–30%) of roles are inefficiently or ineffectively

handled, but this does not significantly disrupt family function.
4. Responsibility for tasks is, for the most part, felt and met.
5. Task distribution is reasonable.
6. The family is adequately able to compensate for disruptions.

Superior
1. All the necessary functions are carried out smoothly and efficiently.
2. Roles are clearly assigned.
3. Roles are appropriately assigned.
4. Responsibility is easily and firmly established, and little or no rein-

forcement or reminding of family members is required.
5. Task distribution is reasonable and acceptable to all family members.
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6. The family is well able to compensate for disruptions in its normal
functioning, and members are able to adapt their roles as change or
crisis demand.

Principles for Rating:

1. In order to be rated 5, a family almost always adequately discharges
the first four necessary functions. In rare cases, the family may still
rate 5 in the presence of disturbed adult sexual gratification. (Low
frequency of sexual activity might not constitute a disturbance if both
partners clearly express satisfaction with the arrangement). Usually,
however, a disturbance in adult sexual gratification will require rating
of 4 or less.

2. If more than 30% of the role assignments are unclear or inconsistent,
the rating must be 4 or less.

3. If more than 30% of responsibility for tasks is unspecified or disputed,
the rating must be 4 or less.

4. If any family member takes on an excessive number of assignments in
the areas of the first four necessary functions, the rating must be 4 or
less.

5. If any family member takes inappropriate responsibility for assign-
ments in the areas of the first four necessary family functions, the
rating must be 4 or less.

Affective Responsiveness

Affective Responsiveness is the ability to respond to a range of stimuli with
the appropriate quantity and quality of feeling. There are two general classes
of affect to consider:

1. Welfare emotions: affection, warmth, tenderness, love, consolation,
happiness and joy.

2. Emergency emotions: anger, fear, loneliness, anxiety, sadness, disap-
pointment and depression.

In order to rate a family on Affective Responsiveness, it is necessary to
assess each individual member’s capacity to experience the full range of
emotion and to assess whether the emotions they experience are situationally
appropriate. Having assessed the individuals, the rating is made for the family
system. An emotional response may be inappropriate in several different
ways. A person may experience an abnormal emotion for a given situation.
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Alternately, the emotion may be normal in type, but its intensity or duration
may be unusually great or small.

A healthy family can and does have the capacity to respond with the full
range of emotions. As we move toward the disturbed family, emotions may
be inappropriate in type, intensity, duration or quantity. Severely disturbed
families experience very constricted or highly excessive amounts of affect,
most often poorly controlled and/or integrated. These are often inappro-
priate to the pertinent stimuli. Since this is such a subjective matter, there is
considerable personal, and much cultural variation in what is considered to
be an appropriate response. Raters must take this into account when assessing
families from cultures other than their own.

Description of Anchor Points:

Severely Disturbed
1. Any of the following general patterns are present:

a. Severe restriction of emotion.
b. Constant overproduction of emotion.
c. Chaotic liability of emotions, random mood swings.

2. Affective responsiveness is disturbed in the areas of both emergency
and welfare emotions.

3. The majority of family members, including one or both parents, have
difficulty with their affective responsiveness.

4. Affective experiences disrupt general family functioning.

Nonclinical/Healthy
1. The types of emotions experienced are appropriate to the situation,

though the intensity or duration of the response may, at times, be
inappropriate.

2. No single family member experiences consistently inappropriate af-
fect in more than one emotional area.

3. Less than half of the family experiences impaired responsiveness in
any one affect.

4. To the extent that inappropriate responsiveness exists for some family
members, it is compensated for by the rest of the family.

Superior
1. All family members experience both welfare and emergency emotions

in the appropriate situations nearly all of the time.
2. The range of emotions experienced reinforces family functioning.
3. On the occasions when an inappropriate response occurs, the family

compensates for it and there is not disruption of family functioning.
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Principles for Rating:

1. In order to rate a family’s affective responsiveness, we must assess each
member on the full range of both welfare and emergency emotions.

2. Inappropriate welfare or emergency affective responsiveness in a family
member may or may not disrupt family functioning. Only if family
functioning is disrupted a score of 4 or less be given.

3. The more family members experience inappropriate responses, the
lower the rating of the family.

4. The more that inappropriate responsiveness disrupts family function-
ing, the lower the rating of the family.

Affective Involvement

We define affective involvement as the extent to which family members show
interest in, and place value on, each other’s activities and concerns. We look
at how much, and in what way, they show interest and invest themselves in
each other. Affective involvement may range from non-existent to extreme,
and health lies in the middle of the spectrum.

Most Disturbed
• Lack of Involvement: No interest or involvement displayed and/or

experienced.
• Symbiotic Involvement: Extreme and pathological interest and/or in-

vestment in others. Symbiotic involvement is seen only in very dis-
turbed relationships. In such relationships, both persons have marked
difficulty in differentiating themselves from each other.

Intermediate
• Involvement Devoid of Feeling: Some interest and/or investment in

each other, but this is primarily intellectual in nature.
• Narcissistic Involvement: Concern for other family members is pri-

marily a reflection of or secondary to the concern felt for oneself.
• Over-involvement: Excessive interest and/or investment in each other

without the loss of individual differentiation.

Healthy
• Empathic Involvement: Interest and/or investment in each other for

the sake of the other.
• Children’s ability to empathize develops with age. This must be taken

into account when rating families with young children.
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Description of Anchor Points:

Severely Disturbed
1. In families characterized by lack of involvement, the following are

found:
a. Family members are so uninvolved with each other that there is

no collaboration.
b. Family members do not show any interest in each other.
c. Individuals “do their own thing,” “go their own way,” with little or

no comment from or interaction with others.
d. Involvement that does take place is often forced by instrumental

necessity.
e. Meaningful relationships are with people from outside the fam-

ily.
f. Family members spend little or no time with each other.

2. Symbiotic involvement is present when there is sharing of delusions
and/or cognitive difficulties such as poor reality testing, looseness of
association, or tangential ideas. One or more of the following is likely
to be found in families with symbiotic involvement:
a. Any attempt at separating the symbiotic dyad leads to catastrophic

reactions.
b. Other family members do not intrude upon or force separation

of the dyad (or triad)
c. There is lack of personal privacy within the dyad.
d. Independent decisions are rarely made.

Nonclinical/Healthy
1. There is involvement and it is non-symbiotic.
2. Family members spend some of their time discussing personal interests.
3. Family members spontaneously show an interest in other family mem-

bers.
4. An overall family pattern of over-involvement, narcissistic involvement,

or involvement devoid of feeling may occur briefly and sporadically
in response to crises or particular events, but it is not the norm.

5. Family members indicate that others in the family take a genuine in-
terest in them.

6. Some individual family members may consistently show some
overinvolvement, narcissistic involvement, or involvement devoid of
feeling, but they are in the minority.
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Superior
1. All family members demonstrate, recognize, and accept empathic in-

volvement with each other.
2. There is respect for individual privacy and activity.
3. Family members show a genuine interest in each other’s activities.

Principles for Rating:
The chart below shows the range of ratings applied to families that display
particular types of involvement.

1 2 3 4 5 6

Symbiotic Involvement _______
Lack of Involvement _______
Narcissistic Involvement _____________
Involvement Devoid of Feelings _____________
Over Involvement _____________
Empathic Involvement ______

The following rules may be helpful in making ratings:

1. The more the family shows non-empathic involvement, the lower the
rating.

2. The more the style of affective involvement impairs general family
functioning, the lower the rating.

3. The more the style of affective involvement generates conflict, the lower
the rating.

4. The more the style of affective involvement inhibits normal develop-
ment of family members, the lower the rating.

5. A family in which a parent shows pathological involvement is rated
lower than one in which the pathological involvement noted is that
related to behavior of the children.

Behavior Control

We define behavior control as the way in which a family expresses and main-
tains standards for the behavior of its members, particularly as regards:

1. Physical danger.
2. Psychobiological needs and drives, including eating, sleeping, elimi-

nating, sex and aggression.
3. Social behavior, both within and outside the family.
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There are four possible styles of behavior control:

1. Rigid Control: Little room for negotiation or change of standards re-
gardless of the context.

2. Flexible Control: reasonable standards and flexibility with room for
negotiation and change depending on the context.

3. Laissez-faire Control: no standards are adopted and total latitude is
allowed regardless of context.

4. Chaotic Control: there is random shifting of standards so that family
members do not know which will apply in a given situation.

In general, flexible behavior control is the most effective, and should be
rated highest. It is followed by rigid and laissez-faire in that order. Chaotic
is most pathological, and calls for a very low rating. In assessing thus function
of the family, we make some allowance for the age of the family members.
Note also that actual enforcement of behavioral standards, such as punishing
a child, is considered to fall under Maintenance and Management of the
Family System in the Role Dimension.

Description of Anchor Points:

Severely Disturbed:
1. Family members behave in ways that significantly risk physical harm

to themselves or others.
2. Family members have bizarre, anti-social or immoderate patterns of

eating, sleeping, eliminating, sexuality or aggressiveness. Examples:
alcoholism, drug abuse, incest, sexual perversion or promiscuity, an-
orexia nervosa, child or spouse abuse.

3. Family members’ behavior betrays their significant lack of respect for
each other.

4. Family members do not agree among themselves on rules for behavior.
5. The family frequently predictably shifts among laissez-faire, flexible,

and rigid styles of behavior control (chaotic control).
6. The family has reasonable clear standards, but no effective follow

through, with the result that standards are not adhered to.
7. There is significant conflict as a result of behavior control problems.

Nonclinical/Healthy:
1. The family is adequately concerned with the physical safety of mem-

bers.
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2. Family members may disagree as to what standards apply, but these
disagreements are clearly limited, and in any given situation there is a
final, acceptance of a set of standards.

3. Behavior control deviates from a flexible pattern. However, this de-
viation does not lead to disruption of family functioning.

4. The family may not follow through enforcing all rules, but does so in
the important areas of family life.

5. Family members know what the standards for behavior are.

Superior:
1. Generally, a flexible style of behavior control predominates.
2. Standards are generally clear even though their interpretation may

vary according to context.
3. Standards are based on respect for others, inside and outside of the

family.
4. More rigid behavior control may be invoked in dangerous situations.
5. Children participate in the issue of behavior control.

Principles for Rating:

1. The expectations for behavior of parents and children is taken into
account in rating the family.

2. When the behavior control function of the family does not effectively
deal with the behavior of one of the parents, the family is rated lower
than when a child’s behavior is not effectively handled.

3. Where children take advantage of parents’ failure to support each other
in administering the rules, the rating is lower.

4. The ordering of styles of behavior control from the most effective to
the least effective functioning is: flexible control, rigid control, laissez-
faire control, chaotic control.

5. Families in which control is significantly chaotic are rated 1 or 2. Cha-
otic control exists when standards and thus behavior are unpredictable.
Family members lack consensus about standards and/or undercut each
other in the enforcement of standards, or sometimes enforce standards
and sometimes do not.

6. Although flexible control is generally most effective, rigid behavior
control is at times appropriate for young children who have not yet
reached the age of reason.

7. Rigid behavior control can be appropriate in some dangerous situa-
tions.
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Clinician/Rater Family Assessment after the Interview

Family Name/ID:_______________________________ Rater ID:_________________

Please be sure to rate all seven categories, but only one rating per category is allowed:

Problem Solving 1 2 3 4 5 6 7 II

Communication 1 2 3 4 5 6 7 II

Roles 1 2 3 4 5 6 7 II

Affective Responsiveness 1 2 3 4 5 6 7 II

Affective Involvement 1 2 3 4 5 6 7 II

Behavior Control 1 2 3 4 5 6 7 II

General Functioning 1 2 3 4 5 6 7 II

If uncertain about any of the ratings, please check the dimension and briefly explain

the reason of the uncertainty.

___ Problem Solving _____________________________________________________

___ Communication ____________________________________________________

___ Roles _____________________________________________________________

___ Affective Responsiveness ______________________________________________

___ Affective Involvement ________________________________________________

___ Behavior Control ____________________________________________________

___ General Functioning _________________________________________________

If there were any additional questions that needed to be asked in any of the dimen-

sions, please make a note below:

Problem Solving ________________________________________________________

Communication ________________________________________________________

Roles _________________________________________________________________

Affective Responsiveness _________________________________________________

Affective Involvement ____________________________________________________

Behavior Control _______________________________________________________

General Functioning _____________________________________________________
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McMaster Structured Interview
of Family Functioning

Duane S. Bishop, MD Nathan B. Epstein, MD
Gabor I. Keitner, MD Ivan W. Miller, PhD
Caron Zlotnick,PhD Christine E. Ryan, PhD

Interviewer ________________________ Date____________

Family Surname_____________________

Family Constellation:

Name Age  Role: Parent/Child/Other
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Instructions

The McSiff has been designed to assess basic components of six dimensions
of family functioning: problem solving, communication, roles, affective
responsiveness, affective involvement, and behavior control. The
interviewer’s task is to question, review and explore each dimension in
enough depth to obtain sufficient information so that a clear and reasonable
rating can be made of the family’s effectiveness in handling components of
each dimension.

Explore Fully

It cannot be emphasized strongly enough that the interviewer should probe,
explore, discuss, and question to assure that data are obtained in enough
detail that ratings and coding are accurate and reliable. Disagreements should
be explored. Open interaction and exchange between family members should
be fostered. If any response is unclear, the interviewer checks with family
members to obtain an answer the family can agree upon. The interviewer
may ask for examples in order to clarify if he or she is unclear as to what the
family member said or if the intent of the family member’s statement is
unclear.

When a parent or any of the older children disagree about answers to a
question, the interviewer notes who disagrees. If family members appear to
disagree with a statement, they can be asked, “You seem to see this differ-
ently. What is your view about it?” or “How do you see it?” The interviewer
can make notations at any point when the information is unclear or un-
usual in order to review the questionnaire after the interview. If questions
are unanswered it is assumed that the information could not be obtained.
The interviewer notes his/her impressions and reasons why the informa-
tion could not be obtained, including whether or not it was applicable.

As much time should be taken as is needed to complete the interview
without getting bogged down by incessant details or examples. A second or
even third appointment may be necessary, depending on the family and the
problems raised. At the end of each dimension the interviewer tells the family
that the questions will shift to another family area. At the end of each sec-
tion (indicated by prompt boxes used for interviewer ratings) the inter-
viewer summarizes the findings, gives feedback to the family and checks
that the correct information has been obtained.

Format

The following list includes a number of format conventions used in the
McSiff.
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1. The interview schedule contains major headings. An example is 3a
Orientation. These headings break the interview into sections deal-
ing with orientation and with each dimension of the MMFF: Roles,
Behavior Control, Problem Solving, Communication, Affective Re-
sponsiveness, Affective Involvement.

2. Statements made by the Interviewer during the course of orienting
the family, reorienting them, or introducing them to a new area are
in bold print. An example is “OK, let me explain what I expect to
do. I’m interested in understanding how you and your family func-
tion . . . ”

Instructions for the Interviewer to follow are set in italics. An ex-
ample is: Interviewer Instruction: direct the following questions to
the parents.

3. Some questions need to be asked in every interview. They focus on
specific content areas within each dimension. They are in bold print
and are designated with an asterisk “ * ”.

4. Under the required questions, there are probes and other queries
that may be used as a follow-up if appropriate. They are meant as
guides to aid the Interviewer in exploring an area in more detail.

Example: Do jobs get done?
Probe : : : : : If not, what happens?

5. There are blank spaces throughout the schedule, where responses of
family members can be noted. Notes may be used if a response is
unusual, unclear, or noteworthy. The more detail, the easier it will
be to make decisions about coding or clinical/research issues.

6. Interviewer Ratings are placed at the end of a section in a boxed area
(prompt boxes) where the Interviewer makes a determination about
the presence or absence of family problems in a specific component
of family functioning. There are two situations in which such rat-
ings are required. They are:
(a) subsection ratings—ratings to assess a component of a dimen-

sion, for example, whether or not the family has difficulty in
handling problem identification (a component of problem
solving) or role allocation (a component of roles)

(b) dimension ratings—ratings to assess the entire dimension and
indicate whether or not there are problems in that dimension.

The Interviewer reviews these ratings and completes the same scor-
ing sheet used in the MCRS. It is important to note that the scoring
sheet is the same for the MCRS and the McSiff; the difference be-
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tween the two is based on the experience of the interviewer with the
McMaster approach—whether the family information is obtained
in a clinical interview or through the structured interview.

7. There are two Coding Grids in the interview schedule (in Roles and
in Affective Responsiveness) that help the interviewer organize a se-
ries of questions in a systematic way. The rater asks suitable ques-
tions and indicates who (mother, father, child) is involved in a
particular task function. Examples from the Roles grid are “Who
buys the groceries?” and “Who does household chores.” Examples
from the Affective Responsiveness grid are “Do you feel joy/plea-
sure/anger and Can you give me an example of when you felt joy/
pleasure/anger?”

8. Throughout the interview there are notations in the left margin that
indicate the type of family composition to which the successive ques-
tions apply.

C = Couple: family composition is couple only
F = Family: family composition includes parents and child/children
S = Single: family composition is single-parent and one or more 

children

Example:
After discussing a problem list, the Interviewer asks:

(C,F,S) *Who first noticed the problem?

This question applies to all families regardless of the family constel-
lation and is indicated by the notation (C,F,S).

To explore personal development of the entire family, the Interviewer
asks:

(F) Are you both equally involved in bringing up the children?

This question applies to a two-parent family with one or more chil-
dren and is indicated by the notation (F).
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1. ORIENTATION

Interviewer Instruction—Ask the family the following:

(C,F,S)

I’d like to start by asking each of you what you think we are going to do
today. Does anyone have any ideas?

Interviewer checks with each family member and feeds back a synopsis of
what the family said.

Examples:
• You thought I was going to ask questions about your family and how

it works.
• You thought we were going to talk about Sue’s problems and I was

going to give you help with them.

OK, let me explain what I expect to do. I’m interested in understand-
ing how you and your family function. Often the way a family works
affects each person in the family and what goes on with one family
member affects the others. For these reasons, I would like to under-
stand your family. I’m going to ask a variety of questions and I’ll be
jumping from topic to topic. I’ll let you know what I’m thinking at
each step so please correct me if you think I’m getting the wrong im-
pression. It is also important that we be honest and straightforward
with each other. OK?

Interviewer Instruction—Check with each family member before proceeding.

1a. Introduction:

(C,F,S)

* Do you feel there are any areas or issues that are problems or diffi-
culties for you as a family?

* * * * * List PList PList PList PList Prrrrrooooobbbbblelelelelemsmsmsmsms 1. __________________________________________
2. __________________________________________
3. __________________________________________
4. __________________________________________

(use back of page if more and note here)
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Interviewer Instruction—Check the list with each member of the family.
Do they agree; would they like to add to the list?

For each problem ask:
* Have you discussed the problem?
1. ____________________________________________________
2. ____________________________________________________
3. ____________________________________________________
4. ____________________________________________________

* Did you take any action to deal with the problem?
If yes:     What did you do to try and deal with the problem?
1. _____________________________________________________
2. _____________________________________________________
3. _____________________________________________________
4. _____________________________________________________

* Was the problem resolved/sorted out?
If not, why not? What prevented resolution?
1. _____________________________________________________
2. _____________________________________________________
3. _____________________________________________________
4. _____________________________________________________

2. ROLES
Under this heading the interviewer is looking at the repetitive patterns of
behavior by which family members fulfill family functions.

The focus is on:
a. how well family functions are fulfilled
b. how family tasks are distributed
c. if the tasks are distributed equitably
d. the extent to which individual members have a sense of responsi-

bility for their tasks

2a. OrOrOrOrOrieieieieientatntatntatntatntatioioioioionnnnn
I’m now going to ask some questions about how jobs around the house get
divided up and how well things are done.

2b. Provision of Resources
Interviewer Instructions—Ask the family:
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(C,F,S)

* In terms of day-to-day organization I would like to know first, who
is involved in the following family jobs and second, how satisfactorily
each job is performed?

Interviewer Instruction—Check off the appropriate person on the grid and
note if task is not being satisfactorily carried out. If not applicable, put NA.

M(1) F(2) C1(3) C2(4) C3(5) 0(6) N/A (9)

Grocery 1//____

Shopping 2//____

Menu Planning 3//____

Cooking 4//____

Clothes Shopping 5//____

Contributes Money** 6//____

Laundry 7//____

Cleaning 8//____

Yard work 9//____

Monthly Bills 10//____

Repairs around 11//____

the House***

Dealing with Cars 12//____

Large Purchases 13//____

Decision to see 14//____

Doctor/Dentist

Disciplining 15//____

the Children

Deals with School 16//____

M = Mother/Wife F = Father/Husband C = Child

O = Other N/A = Not Applicable

Index for Coding: ++ = Major Role Resource for that task

+ = Those who also assist

** If unemployed: How long? ______________________________________

Previous work? __________________________________

Reason for not working? ___________________________

Other sources of money (e.g., disability, welfare, pension)

_______________________________________________

*** Adjust for apartment dwellers regarding repairs.
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Interviewer Instruction—Here you shift to role functions that are not
on the grid. If any children are over 18 years and working ask:

 (F,S)

* Do children pay room and board? If Not, Probe: Why not?????

Interviewer Rating:

The family is adequately provided for in terms of food, No Yes 17//___
shelter, transport, clothing and money

Comment:__________________________________________
__________________________________________________

2c. Role Allocation

(C,F,S)

* Do you discuss who is to do various jobs?
Probe If No: What stops you? ____________________________

* Do any of you feel overburdened by your jobs?
Probe If Yes: Who feels overburdened?

Probe if unclear: Do you each feel that jobs and tasks are fairly
divided and that everyone has a fair share given their age, health
and other involvements?

Is anyone doing a job they should not be doing?

Does anyone feel that they or others are doing too little?

* Do you all accept your duties without arguing or complaining?
Probe If No: Who argues/complains?
What about?

* Does the arguing or complaining cause a lot of problems for the
family?

* Does anyone refuse assigned duties?
Probe If Yes: How is this dealt with?
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Interviewer Instruction: Ask additional question if not clear or appropriate.

Has anyone been ill or have there been other occasions when you had
to change around jobs and roles?

Probe: How did that work out?

Interviewer Instruction: Here you are interested in whether someone else
took over the usual household functions—not with how they dealt with
an illness problem specifically.

(F,S)

As the children grow older or living conditions change do you alter
the jobs people have?

Probe If No: What stops you from doing this?

Interviewer Rating:

The family effectively allocates roles? No Yes 18//___

Comment:___________________________________________
___________________________________________________
___________________________________________________

2d. Role Accountability

(C,F,S)

* Do you feel that jobs in the house are generally handled well by your
family?

If No: What is the problem?

* Does anyone in the house consistently not do his or her jobs?
If Yes: Who? What is the problem?
Probe: Do they have the skills or ability to do the job?

Do they have time to do the job?
Do they take responsibility for household jobs seriously
or not care?
[ i.e. is the problem lack of skills, time or attitude?]

* Do you check that jobs get done?
Probe If Yes: Who checks?
If a task is not carried out what happens?
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Interviewer Rating:

The family maintains good role accountability? No Yes 19//____

Comment:__________________________________________
__________________________________________________
__________________________________________________

2e. Personal Development
In this area the focus is on:
a. adult career related issues, health, and socialization
b. child rearing, career development, and socialization

For adults career related issues should be major ones (Do I change my
job, take more training, accept promotions if it includes a move?) and not
everyday hassles that occur in work settings.

For questions concerning children, contact with the school was covered
earlier in the grid of family tasks. The interviewer assesses how the parents
handle tasks related to child issues.

The difficulty in interviewing is not to be superficial, but neither is it to
explore every aspect of adult career issues and socialization, every aspect of
child rearing, schooling and career development in children and child so-
cialization. The interviewer reviews and questions to the point that it is
clear whether or not there are major personal development issues that re-
main unresolved or whether there is some other significant problem in this
area. Probes and suggestions for questioning are included as a guide.

Personal values may come into play in this component of family assess-
ment. Difficulties in the area of personal development are those that jeop-
ardize the maximal progression and development of the child or adult. If
the child is extremely bright but not being encouraged to progress or to
consider challenging career choices, this may or may not be a problem. Also,
the family may feel that it’s fine for a child to have no friends or one friend,
whereas your own perspective may be different.

Interviewer Instruction: Ask families with couples.

(C,F)

* Do you discuss major career issues with each other? For example,
changing jobs, promotions, and promotions if they mean moves,
planning for retirement and long-term career goals?
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* Do each of you receive help from your partner in terms of these job
related issues?

Probe: How is it helpful? What does your spouse do to help with
that?

* Do you ever wish you could get more help in that area?
Probe if Yes: What would you like your partner to do?

* How do you think you and your spouse are doing in terms of friends,
activities, general outlook on life? Do you talk to each other about
these issues?

Interviewer Instruction: Ask single-parent only.

(S)

* Do you discuss major career issues with anyone (issues such as chang-
ing jobs, promotions, job-related moves, planning for retirement and
long term career goals)?

* How do you think you are doing in terms of friends, activities, your
general outlook on life? Do you talk to anyone about these issues?

* If you have problems in these areas, do you get the help you need?
Probe if No: What is the problem?
If Yes: From whom?

* How do you feel you are doing in terms of bringing up the children?
Probe: Do you feel you need any additional help?
If Yes: What is it you feel you need most?

Do you have anyone around who can help provide that?
If Yes: What prevents you from receiving help?
If No: Do you know of any places you can go for that type of help?

Interviewer Instruction: Ask family only.

(F)

* Are you both equally involved in bringing up the children?
If No: Who is more involved?

* (If young children) Which of you would typically be involved in:
• Getting them up and dressed?
• Baths, shampooing their hair?
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• Putting them to bed?
• Taking them out?
• Supervising their play?
• Talking to the children?

* (If school age children or older) Which of you are involved in:
• Talking to the children?
• Parent/teacher/school meetings
• Discussions of career choice?

Interviewer Instruction: It is important to determine the relative involve-
ment of the parents. If one parent says that they get most involved, it is
important to know whether the other one does or does not get involved. If
not clear, explore with the following questions.

To the parent who gets most involved,
Probe: Do you think there are problems with the way your spouse gets

involved?
If Yes: In what way?

     Interviewer Instruction: Ask the parent who is not involved:
Do you also get involved in bringing up the children?
Do you think your involvement is reasonable, that you should be more
involved, or less involved?
Do you see any problems with the amount that you are involved?

If Yes: What ___________________________________________
Do you see any problems with the way your spouse is involved?

Interviewer Instruction: The following should be asked of children of an
appropriate age. Then the parents’ view should be sought.

(F,S)

* How do you feel you/your child(ren) are doing in terms of growing
up?

Probe: If unclear, check how they are doing in terms of:
Schooling? ___________________________________________
Friends? _____________________________________________
Interest? _____________________________________________
Taking responsibility? __________________________________
Getting along in society? _________________________________
Able to take on responsibilities suitable to their age? ___________
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For appropriate ages check with children and/or parents:
Are you/they thinking of leaving home, going off to

school? ___________________
Are you/ they handling dating in appropriate

manner? __________________
Have you/they thought about a career/kind of work they

would like? ________________

* Do the children get an allowance or pocket money?
Probe If Yes: Who deals with that? Are there any difficulties?

Interviewer Rating:

The family deals effectively with personal development? No Yes 20//____

Re Children No Yes 21//____

Re Adults No Yes 22//____

For couples #20 and #22 should be the same, #21 is coded not applicable (NA).

2f. Management of the System

(C,F,S)

* If a decision is made and you disagree, who would usually have the
final word?

Probe: Is that always the case? ____________________________
How does it vary? ______________________________________
What happens? ________________________________________
Are you comfortable with it being handled this way? __________

Interviewer Instruction: Ask each adult individually:
* Do you have problems with your parents or extended family?

Probe if Yes: What are the problems?
____________________________________________________
How much of a problem do they create for your family?
____________________________________________________
Do they disrupt things? _________________________________
Who deals with the problems? ____________________________
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* Do you have problems with your (husband’s/wife’s/ex-spouse) par-
ents or family?

Probe if Yes: What are the problems?
____________________________________________
How much of a problem do they create for your
family? ______________________________________
Do they disrupt things? _________________________
Who deals with the problems?____________________

 Interviewer Instruction: Ask single parent only.

(S)

* Do you have or have you had a close boyfriend/girlfriend or special
relationship?

Probe If Yes: Who? _____________________________________
Has it or did it create any problems? ________________
If Yes: What problems?__________________________________

* Does anyone else live with you?
Probe if Yes: Who? _____________________________________
How was it decided that they would? _______________________
Has it created any problems? _____________________________
Are there any difficulties associated with their living
with the family? _______________________________________

Interview Rating:

Maintenance and management functions are No Yes 23//___
handled well?

Comment:___________________________________________
___________________________________________________

2g. Nurturance and Support
Interviewer Instruction: Ask each individual the following:

(C,F,S)

* When things get to you, or you have a bad day, who do you go to?
Probe if no one: Are there times that you would like to go to your
partner/family member(s) but don’t?
If Yes: What happens? Why is that? _______________________
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What prevents you from turning to your partner/someone in
the family?____________________________________________
If all contacts for nurturance and support are outside the
family ask why that is: __________________________________

* Is it helpful to talk to your partner/family members about things that
are bothering you?

Probe: How is it helpful? ________________________________
If Not: Why is that? ____________________________________

Interviewer Instruction: If small children ask parent(s):

(F,S)

* Who do the kids usually go to when upset? ______________________

* Who usually responds and looks after the kids when they are upset?
_________________________________________________________

Probe: How do you handle it if the child gets upset?____________
____________________________________________________

Interview Rating:

Are there provisions for nurturance and support? No Yes 24//____

Comment:__________________________________________
__________________________________________________

2h. Adult Sexual Gratification
Interviewer Instruction: This part of the interview is completed without
children present. Explore and probe to be clear regarding answers and
make sure that they are not just being quickly given in order to avoid
anxieties when discussing this topic.

Ask both couples and single parents, if he or she is involved in a rela-
tionship.

(C,F,S)

* Do you feel comfortable with the amount of affection you get (from
each other)?

Probe if No: How would you like it to be different? ____________
____________________________________________________
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* Are you satisfied with your sexual life?
Probe: Would you change any aspects of your sex life if you could?
____________________________________________________

* Are you (both) happy with the frequency that you make love/have
sex?

* Do you feel that you can satisfy your partner?

Interviewer Instruction: Ask each partner:

* Do you feel satisfied by your partner?

* Is it OK for you to say no?

Interviewer Rating:

There is a mutually shared adult sexual satisfaction? No Yes 25//___

Comment:___________________________________________
___________________________________________________
___________________________________________________

Interviewer Rating-Roles:

The family is effective in its role functioning? No Yes 26//___

Comment: __________________________________________
___________________________________________________

3. BEHAVIOR CONTROL
The interviewer is looking at the way in which a family expresses and main-
tains standards of behavior for family members in the following areas:

a. physical danger
b. psychobiological needs and drives including eating, sleeping, elimi-

nating, sex and aggression
c. social behavior, both inside and outside the family
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Interviewer Instructions: If children are older than eight years, adapt the
questions for age appropriateness and begin with the section immedi-
ately following. If children are eight years or younger, review the children’s
section, modifying inquiries in order to ask the parents the questions
and, where appropriate, skip sections.

3a. Orientation

(C,F,S)

* I’d like to change focus now and review the rules and standards you
have as a family.

Interviewer Instruction—Questions addressed to couples begin section
3b. When addressing children, ask for examples to be clear that they un-
derstand the questions asked.

* OK. I’d like to start with the children—Is that all right?

Interviewer Instruction—Get agreement before proceeding.

* I want to find out if you know what your mom or dad will allow you
to do and what they won’t let you do. Let me check some examples so I
can be clear.

* Do you know what time your mom or dad expect you to be in bed?
Probe if more than one child: Is that time the same for all of
you? _________________________________________________
Is the bedtime kept to? __________________________________
Are you allowed in other bedrooms? _______________________
If any of above is a problem, what happens when it occurs?
____________________________________________________

* Do you know what your mom or dad would consider dangerous if
you did them?

Probe:  What are they? __________________________________
If No:  What about things like crossing the road, running into
the street, playing with matches, electric plugs or the stove?
____________________________________________________

* Do your mom or dad have rules for things like that or other things
they’d consider dangerous for someone your age? _________________

If still No: Check with parents
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Is that true, or do you have clear ideas about what is dangerous for the
children? _________________________________________________

If Yes: What situations would you be concerned about?
____________________________________________________

If No: Do you think you should have rules for dangerous
situations? ___________________________________________
If No: Why not? _______________________________________

OK—I’m going to shift to rules in another area.

* Do you know the rules for:
The time you have to be in the house?
How often you should bathe and brush your teeth?
Whether you all have to eat together?

Probe: Do you keep to it?

* Are people in your family allowed to hit each other?

Probe: Do people ever hit each other?
If Yes: Do they hit so hard that people get hurt?
How often does that happen?

* Do you know when your mom or dad considers that kidding ends
and sassing begins?

* Are there things that people in your family do that you feel are really
wrong?

If Yes: What are they? __________________________________

* Interviewer Instructions—Check if anyone is:
Using drugs? ___
Drinking? ___

Additional options or probes:
Table manners?
How much and what you eat?
How loud you talk for example- can you yell and scream or do
you have to whisper?
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Interviewer Rating:

The rules for children are appropriate given their ages
and circumstances? No Yes 27//___

Comment: __________________________________________
___________________________________________________

* Do you know what to expect if you break a rule?
If Yes: What ___________________________________________
If No: Why not? What happens? ___________________________

* Do you think that the punishment you get is reasonable given the
rule you’ve broken?

If No: Is the punishment too strong? _______________________
Too soft? _______________________________________
Other: _________________________________________

If unclear: Does the punishment change depending upon which rule
you break?_________________________________________________

* Can you get away with things in your family?
If Yes: How often does that work/happen? ___________________

* Is/Are your parent(s) too strict?
If Yes: What makes you think that? _________________________

Interviewer Instruction—Ask children only if 2-parent family

(F)

* Do your parents agree on the rules?
If No: Who is stricter? ____ Mom ____ Dad

* Who punishes harder?  ____ Mom ____ Dad ____ Neither

* Does one of your parents ever say you can do something and the other
says no?

Probe if Yes: How often? _________________________________
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Interviewer Instructions—Direct the rest of the behavior control ques-
tions to the parent(s).

(F,S)

* Do you feel as parent(s) that I have gotten the correct picture?
If No: Which part did you disagree with? ___________________

Interviewer Instructions—Determine if there are disagreements in the
following areas:

Dangerous situation ____________________________________
Eating, sleeping ________________________________________
Toilet hygiene _________________________________________
Parent/child interaction _________________________________
Sibling interaction _____________________________________
Socialization __________________________________________

(F)

* Do you generally agree as parents about the rules?
If No: What happens when you disagree?__________

* Do you feel supported by your partner when disciplining the children?
If No: What happens?_____________________________

Interviewer Instruction—Ask each parent individually:

(F,S)

* Do you always punish them the same way? Are you consistent ?
If No: What happens that you are not consistent?

* Do you change the punishment depending upon which rule is broken?

* As the children have grown older have you allowed them to do more
and be more responsible for themselves?

* Do you make allowances for special situations/occasions?
If Yes: How? ___________________________________________
Probe If No: Why not? ___________________________________
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Interviewer Rating:

The family is effective in the area of children’s
behavior control? No Yes 28//___

Comment: _________________________________________
__________________________________________________

3b. Reorientation

* OK—I’m going to shift now.

Interviewer Instruction - Include questions to couples here:

(C,F,S)

I want to get an idea of the expectations you have for each other and
when there are problems, how you handle them.

* Do you feel anyone in the family

* Drinks too much?
Probe If Yes: Who? ______________________________________
What makes you feel that way? ____________________________
How do you deal with it? ________________________________
What do you do as a family to see that this does not happen?
____________________________________________________

*Eats too much?
Probe If Yes: Who? ______________________________________
What makes you feel that way? ____________________________
How do you deal with it? _________________________________
What do you do as a family to see that this does not happen?
____________________________________________________

* Takes inappropriate risks, for example drives dangerously?
Probe If Yes: Who? ______________________________________
What makes you feel that way? ____________________________
How do you deal with that? _______________________________
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* Has anyone been in trouble with the law?
Probe If Yes: Who? ______________________________________
What were the circumstances? ____________________________
How do you deal with it? ________________________________
Probe: Does anyone do anything illegal? ____________________

Interviewer Instruction—Direct to each partner:

* Does your partner ever embarrass you or put you off in public?
If Yes: In what way? _____________________________________

* Do you feel comfortable the way everyone in the family treats each
other in public?

If No: Why not? _______________________________________
When that happens what do you do? _________________

Interviewer Rating-Behavior Control:

The family is effective in the area of adult
behavior control? No Yes 29//___

Comment:__________________________________________
__________________________________________________

Interviewer Rating-Behavior Control:

The couple/family is effective in the area of
behavior control? No Yes 30//___

Comment:__________________________________________
__________________________________________________

4. PROBLEM-SOLVING
The Interviewer focuses on the family’s ability to resolve problems, and as-
sesses the extent to which the family successfully carries out the various
steps of problem solving for

a. instrumental problems
b. affective problems
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4a. Orientation

(C,F,S)

* Are there any difficulties or issues that have come up that your fam-
ily has dealt with in the past two to six weeks (or identify the last prob-
lem they can remember)?

Instructions to Interviewer—If the family has difficulty give an example
(car breakdown, major appliance failure, need to purchase large item,
holiday plans, visitors for a week, someone upset, a bad report for a child).
Give the family time and ask each individual to think of a problem.

List Problems: _____________________________________________
__________________________________________________________
____________________________________________________________
____________________________________________________________

If the family is defensive or can’t respond, ask them to pick a problem they have
solved well. When the family has outlined some problems identify an instru-
mental problem and ask the following questions.

4b. Instrumental Problem Solving
If the family cannot come up with an instrumental problem, the Interviewer
can introduce the questions with:

All families have practical problems that are part of life. Can you think
of a practical problem that has occurred recently? Examples might be:

• things break down in the house
• the family needs to plan a vacation or make a big purchase

Indicate instrumental problem being explored: ______________________

* When did you first notice the problem?

* Who first noticed the problem/issue?

* Is this the same person who usually notices such things?
Probe: Did one person (in the family) pick up on the problem
and then the other(s) recognize it as a problem?
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As appropriate:
Did a few of you recognize it as a problem and then the rest see it as a
problem?
Did no one notice it until someone else outside the family brought it
to your attention?

* Is this the way problems usually get identified in your family?
If No: How is it different?________________________________

Interviewer Rating:

Instrumental Problems are correctly identified? No Yes 31//___

Comments: _________________________________________
__________________________________________________

4c. Communication of instrumental problems to the appropriate
resource

* When you noticed the problem did you tell anyone?

* Who did you let know about the problem?
Probe:  Did you let anyone outside the family know about the
problem?
If Yes: Who is that person? _______________________________

Did you let the others know soon after noticing the 
problem?

* Is this usually the way you/ the family is told about a problem?
If No: How is it different? ________________________________

Interviewer Rating:

Instrumental Problems are communicated to the
appropriate person? No Yes 32//___

Comment: __________________________________________
__________________________________________________
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4d. Development of Alternatives

* What approaches did you consider to solve the problem?
__________________________________________________________
__________________________________________________________

* Did you think of other ways to deal with the problem?
Additional Probes:
Did you consider any other alternatives?
Did any of you have ideas about how to solve the problem but
did not share them?

Interviewer Rating:

The alternative plan(s) of actions are suitable in terms of
instrumental problems? No Yes 33//___

Comments: _________________________________________
__________________________________________________
__________________________________________________

4e. Decisions and Action
* How did you decide what to do?_______________________________
__________________________________________________________

* Did you come to a decision?
If No: What stopped you?________________________________

* Was the decision discussed (between both of you/with the person)
who was affected by the decision?

* Is this usually the way (you/the family) decides what to do?
If No: How is it different?_________________________________

* Once you had decided on your course of action did you follow
through?

If No: What stopped you?________________________________

* Do you usually follow through on your decisions?
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* How quickly was the problem solved?__________________________
If slow ask: Why did it take so long?
If the problem was not solved ask: why not?
Do you usually solve a problem quickly?

Interviewer Rating:

The family is able to effectively decide and/or act on
instrumental problems? No Yes 34//___

Comment: _________________________________________
__________________________________________________

4f. Monitoring Action

* How did you make sure the problem was acted on?

* Did you check to see that things got done after you decided what to
do about the  problem?

If Yes: Who checks to see that things get done?________________

* Would you say this is typical of how you deal with most problems?

Interviewer Rating:

The family effectively monitors instrumental problem
solving? No Yes 35//___

Comments: _________________________________________
__________________________________________________
__________________________________________________

4g. Evaluating the success of instrumental problem solving

* How well do you think you did with the problem?

* Do you think it was the best way to deal with the problem?
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* Do you think that you have handled similar problems in the past more
effectively?

* Did you learn anything from solving this problem that might help
you with other problems in the future?

* As a family, did you discuss what in particular worked well for you or
what did not work well in terms of handling the problem?

Interviewer Rating:

The family appropriately evaluates instrumental problem
solving? No Yes 36//___

Comment: _________________________________________
__________________________________________________

Interviewer Rating:

The family is effective in their instrumental problem
solving? No Yes 37//___

Comment: _________________________________________
__________________________________________________

4h. Affective Problem Solving
Interviewer Instructions—In the following section repeat the questions
from above, but focus on affective/emotional problems. For affective
problems introduce the questions with:

Can you think of a problem that has occurred in the family that has
involved feelings, for example someone has been upset or angry/ex-
cited about something?

Indicate affective problem being explored: _________________________

* When did you first notice the problem?

* Who first noticed the problem/issue?_________________________
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* Is this the same person who usually notices such things?
Probe: Did one person (in the family) pick up on the problem
and then the other(s) see it as a problem?

As appropriate:
Did a few of you in the family recognize it as a problem and then the
rest see it as a problem?

Did no one notice the problem until someone else outside the family
brought it to your attention?

* Is this the way problems usually get identified in your family?
If No: How was this situation different?_____________________

Interviewer Rating:

Affective problems are correctly identified? No Yes 38//___

Comment: _________________________________________
__________________________________________________

4i. Communication of affective problems to the appropriate resource

* When you noticed the problem did you tell anyone?

* Who did you let know about the problem?______________________
Probe:  Did you let anyone outside the family know about the
problem?
If Yes:  Who?___________________________________________

Did you let the other(s) know soon after noticing the
problem? ________________________________________

* Is this usually the way (you/the family) is told about a problem?
If No: How is this different?_______________________________
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Interviewer Rating:

Affective problems are communicated to the
appropriate person(s)? No Yes 39//___

Comment: ___________________________________________
____________________________________________________

4j. Development of Alternatives

* What approaches did you consider to solve the problem?
__________________________________________________________
__________________________________________________________

* Did you think of other ways to deal with the problem?

Additional Probes:
Did you consider any other alternatives?
Did any others have ideas about how to solve the problem and
not share them?

Interviewer Rating:

Alternative plan(s) of action are suitable in terms of
affective problem solving? No Yes 40//___

Comment: _________________________________________
__________________________________________________

4k. Decisions and Action

* How did you decide what to do?_______________________________

* Did you come to a decision?__________________________________
If No: What stopped you?________________________________
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* Was the decision discussed (between you/with the person(s)) who
was affected by the decision?

* Is this usually the way (you/the family) decides what to do?
If No: How is this different?_______________________________

* Once you decided on your course of action, did you follow through?
If No: What stopped you?________________________________

* Do you usually follow through on your decisions?

* How quickly was the problem solved?
If slow ask: Why did it take so long?_______________________
If problem was not solved, ask: Why not?___________________
____________________________________________________
Do you usually solve a problem quickly?____________________
____________________________________________________

Interviewer Rating:

The family is able to effectively decide and/or act on
affective problems? No Yes 41//___

Comment: __________________________________________
___________________________________________________

4l. Monitoring Action

* How did you make sure that the problem was known?

* Did you check to see that things got done after you decided what to
do about the problem?

If Yes: Who checks to see that things get done? ________________

* Would you say this is typical of how you deal with most problems?
___________________________________________________________
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Interviewer Rating:

The family effectively monitors affective problem
solving? No Yes 42//___

Comment: _________________________________________
__________________________________________________

4m. Evaluating the success of affective problem solving

* Do you think it was the best way of dealing with the problem?

* Do you think you have handled similar problems more effectively in
the past?

* Did you learn anything from solving this problem that might help
you to solve other problems in the future?

* How well do you think you did with the problem?

* As a family did you discuss what did or did not work well for you in
terms of handling the problem?

Interviewer Rating:

The family appropriately evaluates affective problem
solving? No Yes 43//___

Comment: __________________________________________
___________________________________________________

Interviewer Rating:

The family is effective in their affective problem solving?
No Yes 44//___

Comment:  _________________________________________
__________________________________________________
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4n. General recheck of problem solving

* Just to review then: Do you feel most problems get dealt with quickly
and efficiently in your family?

* Are there any problems that keep coming up and do not get handled?
Probe: What are they? ________________________________

What stops you from handling them? ______________

Interviewer Rating-Problem Solving:

The family is effective in their problem solving? No Yes 45//___

Comments: _________________________________________
__________________________________________________

Additional Comments on Problem Solving
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________

5. COMMUNICATION
In this section, the Interviewer focuses on the family’s ability to exchange
both instrumental and affective information among its members. The In-
terviewer assesses:

a. the family’s pattern of communication and
b. where it falls on the following two independent continua:

• Clear—Masked
• Direct—Indirect

Interviewer Instructions—The focus is on how information or messages
are conveyed, and the way they are received and interpreted. When a
family member demonstrates a problem in communication style, the
Interviewer determines if the family is able to compensate for it or if the
individual’s communication problem interferes with the family’s ex-
change of information.

5a. Extent of Communication
The Interviewer should be clear about the amount of time family mem-
bers spend communicating. Generally, families indicate greater amounts
of time communicating with each other than what actually occurs. There-
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fore, probes and checks are needed to ensure you have a true picture
when determining time. It may be helpful to have the family describe the
family events and interactions of a typical day when beginning this section.
The focus here is on personal and family issues. The interviewer needs to
separate talking about world events from family and interpersonally ori-
ented discussions. The estimated time in communicating should be for
periods the family or you feel are spent in significant family talking.

(C,F,S)

* How much time are you awake and together as a family/couple?
_______hrs./day

* How much of this time is available and used to really talk as family
members about personal and family issues. ____________hrs./day

* Are you satisfied with the amount of time?

Interviewer Instruction: In order to assess whether or not the parental
system spends their own time talking ask the following to the parents:

(F)

* How about the two of you—how much time do you spend talking
with each other? _________hrs./day

* Are you satisfied with the amount of time?

Interviewer Rating:

Family Members have a satisfactory amount of time
to talk with each other? No  Yes 46//___

Comment: _________________________________________
__________________________________________________

Interviewer Rating:

The couple talks a satisfactory amount with each other?
No  Yes 47//___

Comment: _________________________________________
__________________________________________________

For couples, #46 and #47 will be the same.
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5b. Quality of Communication

(C,F,S)

* Does (one of you/anybody) do most of the talking in your family?
Probe If Yes: Who? ______________________________________

(F,S) Does it interfere? _______________________________________

(C,F,S)

* Do you all talk to each other or do some of you not talk, or minimally
talk, to each other?

Probe If Yes: What happens? ______________________________
Why is that the case? ____________________________________

* Do (any of) you feel you have trouble in the way you talk with each
other?

Probe If Yes: In what way? ________________________________

* When talking about everyday issues do you feel that (your spouse/
people in your family) understand what you are trying to say?

If No: What happens that you don’t? ________________________

* (Do you/does your family) talk about feelings or moods very much -
for instance if you’re feeling happy or angry about something?

If No: What stops you from telling (your spouse/others in the
family) what you are feeling? _____________________________

* Do you talk straight-forwardly about feelings?
Probe If Yes: Both good and bad feelings? ____________________

* Do you have trouble understanding what (your spouse/others in the
family) are trying to say about their feelings?

Probe If Yes: What is the problem or difficulty? _______________
Can you give me an example? _____________________________
____________________________________________________

* Do you listen to (each) other(s)?

*Do you let (your spouse/others in your family) know that you’ve un-
derstood what (he/she/they) have said?

Probe If No: What stops you from giving family members an 
indication that you’ve heard and understood what they’ve
said? ________________________________________________
If Yes: How do you do that? _______________________________
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* If you don’t understand what (your spouse/someone) is saying do
you try to clarify it?

* Are there any topics that you don’t allow (each other/members of the
family) to talk about?

Probe: Do others agree that happens?______________________
Is it that (your spouse/the family) doesn’t allow you to talk about
that/them or that it is uncomfortable for you personally to talk
about it? _____________________________________________
What makes it uncomfortable? ___________________________

Interviewer Rating:

Communication is clear and not masked? No Yes 48//___

Comment: _________________________________________
__________________________________________________

* Does (your spouse/other family members) ever answer for you?

* Does (your spouse/others) jump in or interrupt?

Interviewer Instruction—The next section is used to determine if indi-
rect communication takes place, that is, do some family members talk
about someone in their presence or through someone in order to get
messages across. Examples include avoidance of speaking directly to an
individual or locking out the individual for whom the message is in-
tended.
Overt examples of each are:

• Child looking at mother, “I just hate Dad. I don’t care about him!”
• Father to child in mother’s presence, “Sue, will you tell your mother

to quit yelling.”

* Do (any of) you feel that (your spouse/others in the family) talk about
you in your presence?

Probe: Can you tell me more about what you mean? __________
Can you give me an example? ______________________
Does it make you uncomfortable? __________________

If Yes: What is it that makes you uncomfortable? ______________
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Interviewer Rating-Communication:

The family is direct in their communication? No Yes 49//___

Comment: _________________________________________
__________________________________________________

Interviewer Rating-Communication :

The family is effective and efficient in their
communication? No Yes 50//___

Comment: _________________________________________
__________________________________________________

6. AFFECTIVE RESPONSIVENESS
The Interviewer assesses:

a. the ability of each individual member to respond with a full range of
emotions

b. whether the emotions they experience are appropriate to the situa-
tion in both quantity and quality of affect

Interviewer Instructions—The focus is on what each individual person-
ally experiences rather than how they show or express it to others. Be
alert throughout the interview as situations and will often come up re-
lating to events in the interview (e.g., crying, responding to a members
tears, anger) or to historical material (bereavement, illness). The feelings
members experience at such times are useful.

Ask each family member the following question for each of the listed emo-
tions

welfare emotions: a. pleasure
b. tenderness/concern/affection

emergency emotions: a. anger
b. sadness/depression
c. fear
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(C,F,S)

* I want to check out how each of you individually responds in a num-
ber of ways. I’m interested in what you experience inside-not just what
you let onto others.

Interviewer Instructions—Use the questions on the next pages to deter-
mine problems in affective responsiveness (over responsiveness, con-
stricted response, distorted response and note in grid).

Joy/Pleasure Caring/Love Anger Sadness Fear

Father/Husband

Mother/Wife

Child (1)

Child (2)

Child (3)

Family

Pleasure

(C,F,S)

* Can you tell me about a time or experience that gave you a sense of
pleasure?

* What was it that particularly gave you pleasure?
Probes: How did you experience it? ________________________
How do you know it as pleasure? __________________________
Are there other situations that lead you to feel the same way?
____________________________________________________
If Yes: What are they? ___________________________________

Do you feel that there are times that you experience too much plea-
sure-and you overreact to the situation? _________________________

Do you feel there are times when you don’t experience pleasure but
you think you should? _______________________________________
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Do you feel you experience pleasure differently that you think others
do? ______________________________________________________

If Yes: How? ___________________________________________

Are you concerned about how you experience pleasure in some situa-
tions? ____________________________________________________

Tenderness/Concern

* Can you tell me about a time or experience where you felt tenderness
or concern for someone else?

* What was it that led you to feel tenderness or concern?
Probes: How did you experience the feeling? ________________
How did you know it was tenderness or concern? _____________
Are there other situations that lead you to feel the same way?
____________________________________________________
If Yes: What are they? ___________________________________

Do you feel that there are times when you are overly concerned?
__________________________________________________________

If Yes: Can you give me an example? _______________________

Do you feel there are times when you aren’t as tender or concerned as
you should be?

If Yes: Can you give an example? __________________________

Do you feel you experience tenderness or concern differently than
others?

If Yes: How? __________________________________________

Are you concerned about how you experience tenderness or concern
in some situations?

If Yes: What concerns you? ______________________________

* If there has been no mention of concern for (spouse/other family mem-
bers) ask:

 Do you ever feel concern or caring for (your spouse/other family mem-
bers)?

If No: Have you ever? ___________________________________
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Anger

* Do you ever lose your temper?

* What happens to trigger it?

* Do you ever get angry?
Probe: How do you experience the feeling of temper or anger?
____________________________________________________
Are there other situations that lead you to feel the same way?
____________________________________________________
If Yes: What are they? ___________________________________

Do you ever feel hurt or frightened before you get angry? ____________

(To check for distortion or inappropriate affective response)

Do you feel you overreact with anger? ___________________________
If Yes: Can you give me an example? ________________________

Do you feel that there are times that you aren’t angry but you should
be?

If Yes: Can you give me an example? ________________________

Do you think you experience anger differently than others? __________
If Yes: How? ___________________________________________

Are you concerned about how you experience anger in some situations?
If Yes: What concerns you? _______________________________

Sadness and Depression

* Are there situations where you feel sad or depressed?

* Can you give an example?
Probes: Do you cry too easily? ____________________________
Do you cry when you feel you shouldn’t? ____________________
How do you know you’re sad/depressed? ____________________
How do you experience the feeling?_______________________
What do you sense that tells you you’re sad/depressed? _________
Do you ever get angry before you get sad/depressed? ___________
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(To check for distortion or inappropriateness)

Do you feel you overreact with sadness or depression?______________
If Yes: Can you give me an example? ________________________

Do you feel there are times when you aren’t sad or depressed but you
should be?

If Yes: Can you give me an example? ________________________

Do you think you experience sadness and/or depression differently
than others?

If Yes: How? ___________________________________________

Are you concerned about how you experience sadness and/or depres-
sion?

If Yes: What concerns you? _______________________________

Fear

* Do you ever get really frightened?

* Can you give me an example?
Probes: Do you get terrified? _____________________________
How do you know you’re frightened or terrified? ______________
How do you experience the feeling? ________________________
What do you sense that tells you you’re frightened? ____________
Do you experience another emotion and then get frightened?
____________________________________________________

(To check for distortion or inappropriateness)

Do you overreact and get terrified when you shouldn’t? _____________
If Yes: Can you give me an example? ________________________

Do you feel there are times that you aren’t frightened and should be?
__________________________________________________________

If Yes: Can you give me an example?_______________________

Do you think you experience fear in a way that’s different than others?
___________________________________________________________
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Interviewer Rating–Affective Responsiveness:

The family has an appropriate range of
affective responsiveness No Yes 51//___

Welfare emotions (pleasure, concern) No Yes 52//___

Emergency emotions (anger, sadness,
depression, fear) No Yes 53//___

7. AFFECTIVE INVOLVEMENT
The Interviewer assesses:

a. the extent to which family members show interest in each other
b. the extent family members value each other
c. how family members show interest and invest in each other

Interviewer Instructions—The focus is not whether or not family mem-
bers participate in others’ activities, but whether they show interest and
value each other. Ask the family members the following and be sure to
clarify affective involvement issues for each family member.

(C,F,S)

* What things are important to you?

(Interviewer can give examples such as hobbies, work, friends, special club,
etc.)
Alternative questions: What interests you most?

What hobbies or special interests do you have?

* (Does your spouse/who) pays attention to your interest in those
things?

Probe: How do you know (he/she/they) are interested?
Probe if no interest, or negative interest: How would you like them
to pay attention?

(F,S)

*Are others in your family really interested in what you do?
Probe if Yes: How do you know? ___________________________
If No: In what way do they show their interest? _______________
Do you talk to each other about your interests? ______________
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* Do you let each other know you are interested in them?
Probe: How do you know that? ____________________________

Interviewer Instruction—The Interviewer tries to tap if there is over-
involvement or narcissistic involvement in the family with the following
two questions:

(C,F,S)

*Does (either of you/anyone) feel that (your spouse/another family
member) is too close to, or too involved with them?

* Do you feel that (your spouse/others) ever becomes a nag about what
is important to you or that they do not give you enough space?

Probe: What is it that they do that makes you feel that way?
____________________________________________________

* Do you think (your spouse/others in the family) are genuinely inter-
ested in you or that (he/she/they) take an interest only because it is
important to them?

(Example: They don’t talk to you but they do brag to others about how well
you’re doing?)

Probe: What makes you feel that way? _____________________
Can you give me an example? ______________________

Interviewer Instruction—If the Interviewer has not obtained informa-
tion from the children ask the following:

(F,S)

* What kinds of things do you like to do?

* Who shows an interest in that?
Probe: How do they show they’re interested? ________________

* Do you wish people in the family showed more of an interest?
Probe: What makes you feel that way? ____________________

* Do you feel that others really don’t care?
Probe: What makes you feel that way? ______________________

* Do you feel that people in the family don’t give you enough space to
do your own thing?
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* Does anybody in the family feel they are not as close to the others as
they would like?

Probe if Yes: What stops that from happening, what gets in the
way? ________________________________________________

Interviewer Instruction—Ask the parents:

* Do you feel the relationship(s) with your child/children is close
enough?

Probe if Yes: What makes you feel that way? _________________
If No: What makes you feel your relationship is not as close as
you would like? _______________________________________

*Do you ever feel your relationship with your children is too close?
Probe if Yes: What makes you feel that way? _________________

Interviewer Instruction—Other probes related to the above questions
when two parents in the family:

(F)

 * Is that the same for both of you?

(S)

If different—How do each of you see the differences?

Interviewer Instruction—Ask single parent:

* Besides yourself, are there others closely involved with the children?
Probe: Who?_____ ____________________________________
 How do they get involved? _______________________________

Interviewer Instructions—Ask the following of each member of a couple:

(C,F)

* Do you feel your relationship with your spouse is close enough, not
close enough or too close?

Probe: If not close enough or too close: What is the problem?
Can you give me an example? ____________________________

* Do you feel your spouse genuinely cares for you?
Probe if Yes: How does he/she let you know that? _____________
If No: In what way does he/she show that they don’t genuinely
care? Or in what way could he/she show you that he/she cares?
____________________________________________________

(A negative question but speaks to the absence of involvement)
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Interviewer Rating–Affective Involvement:

This family has appropriate Affective
Involvement: No Yes 54//___

Comment:________________________________________
________________________________________________

The Family provides appropriate Affective
Involvement for the children? No Yes 55//___
Comment:________________________________________
________________________________________________

The marital couple have an effective Affective
Involvement between each other? No Yes 56//___
Comment:________________________________________
________________________________________________

For couples #54 and #56 are coded the same.

8. CLOSURE
The Interviewer summarizes his or her overview of the family. Check with
the family that the correct information has been obtained.

(C,F,S)

Interviewer Instruction—Ask the family:

* Do you think I have a clear idea of how your family functions?
If No: Where do you think I have gone wrong or what have missed?
____________________________________________________
____________________________________________________

* Is there anything else you feel I should know about your family that
we haven’t  covered?

If Yes: What is it? ______________________________________
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McSiff  Coding Sheet

17________ 18_________ 19________
Provision of Resources Role Allocation Role Accountability

20________ 21_________ 22 ________ RL
Personal Development Personal Development Personal Development

-general- -children- -adults-

23________ 24________ 25________
Maintenance & Nurturance & Support Adult Sexual Satisfaction
Management

26________ 27________ 28________ BC
Overall Role Functioning Rules for Children Behavioral Control

-children-

29________ 30________ 31________
Behavioral Control Behavioral Control Identify Problems

-adults- -overall-  -instrumental-

32________ 33________ 34________
Communicate Problems Develop Alternatives Decision/Act on Problems

-instrumental- -instrumental- -instrumental- PS

35________ 36________ 37________
Monitor Problems Evaluate Problems Instrumental Problem

Solving
-instrumental- -instrumental- -overall-

38________ 39________ 40________
Identify Problems Communicate Problems Develop Alternatives

-affective- -affective- -affective-

41________ 42________ 43________
Decision/Act on Problems Monitor Problems Evaluate Problems

-affective- -affective- -affective-

44________ 45________ 46________
Affective Problem Solving Problem Solving Amount Time Talking

-overall- -overall- CM

47________ 48________ 49________
Couple Time Talking Clear Communication Direct Communication

50________ 51________ 52________ AR
Communication Affective Response Welfare Emotions

-overall- overall-

53________ 54________ 55________ AI
Emergency Emotions Affective Involvement Affective Involvement

-overall- -children-

56________
Affective Involvement

-couple-

Key: RL = Roles BC = Behavior Control PS = Problem Solving

CM = Communication AR = Affective Reponsiveness AI = Affective Involvement

1 = yes     2 = no
8 = does not apply
9 = missing
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Clinician/Rater Family Assessment after the Interview

Family Name/ID:_______________________________ Rater ID:_________________

Please be sure to rate all seven categories, but only one rating per category is allowed:

Problem Solving 1 2 3 4 5 6 7 II

Communication 1 2 3 4 5 6 7 II

Roles 1 2 3 4 5 6 7 II

Affective Responsiveness 1 2 3 4 5 6 7 II

Affective Involvement 1 2 3 4 5 6 7 II

Behavior Control 1 2 3 4 5 6 7 II

General Functioning 1 2 3 4 5 6 7 II

If uncertain about any of the ratings, please check the dimension and briefly explain

the reason of the uncertainty.

___ Problem Solving _____________________________________________________

___ Communication ____________________________________________________

___ Roles _____________________________________________________________

___ Affective Responsiveness ______________________________________________

___ Affective Involvement ________________________________________________

___ Behavior Control ____________________________________________________

___ General Functioning _________________________________________________

If there were any additional questions that needed to be asked in any of the dimen-

sions, please make a note below:

Problem Solving ________________________________________________________

Communication ________________________________________________________

Roles _________________________________________________________________

Affective Responsiveness _________________________________________________

Affective Involvement ____________________________________________________

Behavior Control _______________________________________________________

General Functioning _____________________________________________________
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McMaster PCSFT Adherence Scale

1. Did the therapist meet with the entire family?

1 2 3 4 5 6 7

Met with Met with One family Entire

only one marital couple member family

member only or two absent present
members absent

2. Was the therapist active and directive?

1 2 3 4 5 6 7

Not Some Considerable Extremely

at all activity activity active and

directive

3. Did the therapist actively attempt to engage the family in working
together to explore therapeutic issues?

1 2 3 4 5 6 7

Not at all Some Considerably Extensively

4. Did the therapist explain to the family his/her reasons for pursuing
a particular topic?

1 2 3 4 5 6 7

Not at all Some Considerably Extensively
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5. Did the therapist communicate the goals and procedures of the ses-
sion clearly and directly to the family?

1 2 3 4 5 6 7

Not Vague attempts Clear Very clear

at all communication communication

6. Did the therapist negotiate with the family assignments, changes in
direction, or major emphases in a way that gives the family oppor-
tunity to have input?

1 2 3 4 5 6 7

Not at all Some Considerably Extensively

7. Did the therapist summarize or encourage the family to summa-
rize key issues discussed earlier in a previous session or in the cur-
rent session?

1 2 3 4 5 6 7

Not at all Some Considerably Extensively

8. Did the therapist convey his/her impressions and conclusions to the
family for confirmation and feedback?

1 2 3 4 5 6 7

Not at all Some Considerably Extensively

9. Did the therapist encourage the family’s independence in dealing
with their problems?

1 2 3 4 5 6 7

Not Some Considerable Extensive

at all encouragement encouragement encouragement

10. Did the therapist clearly label and define the current stage of treat-
ment?

1 2 3 4 5 6 7

Not Vague Clearly defines Exceptionally

at all attempts stage of treatment clear definition

11. Did the therapist indicate that the responsibility for change is the
family’s?

1 2 3 4 5 6 7

Not Some Considerable Extensive

at all indication indication indication
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12. Did the therapist define problems in operationalized, behavioral
terms?

1 2 3 4 5 6 7

Not Some Operationally defined Operationally

at all attempts most problems defined all

problems

in clear

behavioral

terms

13. Did the therapist focus on problems defined in the assessment stage?

1 2 3 4 5 6 7

Not Some Considerable Extensive

at all focus focus focus

14. Did the therapist focus on affective as well as instrumental issues?

1 2 3 4 5 6 7

Neglects Under or Appropriately Exceptional

affective over emphasis balanced focus on integration of

issues of affective affective and affective and

completely issues instrumental  instrumental

issues issues

15. Did the therapist label unacknowledged affect in one or more fam-
ily members?

1 2 3 4 5 6 7

Not at all Some Considerably Extensively

16. Did the therapist label dysfunctional transitional patterns?

1 2 3 4 5 6 7

Not at all Some Considerably Extensively

17. Did the therapist encourage the family to label their own behavior
and affect.

1 2 3 4 5 6 7

Not at all Some Considerably Extensively
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The following items are completed for an ASSESSMENT SESSION only

A1. Did the therapist clearly define the goals of the assessment?

1 2 3 4 5 6 7

Not Some Considerable Extensive

at all attempt efforts efforts

to define to define to define

A2. Did the therapist conduct a comprehensive assessment of family
functioning before beginning treatment?

1 2 3 4 5 6 7

No Some Considerable Extensive

attempt to focus on focus on

assess assessment assessment

A3. Did the therapist discuss and assess the family’s presenting prob-
lem?

1 2 3 4 5 6 7

Not Some Considerable Extensive

at all focus on focus on focus on

presenting presenting presenting

problem problem problem

A4. Did the therapist assess the dimensions of the McMaster Model?

1 2 3 4 5 6 7

Not Some Considerable Extensive

at all focus on focus on focus on

dimensions dimensions dimensions

A5. Did the therapist summarize the list of problems?

1 2 3 4 5 6 7

Not Some Considerable Extensive

at all efforts to efforts to efforts to

summarize summarize summarize

A6. Did the therapist obtain the family’s agreement concerning the iden-
tified problems?

1 2 3 4 5 6 7

Not Some Considerable Extensive

at all efforts efforts efforts

to obtain to obtain to obtain

agreement agreement agreement
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The following items are rated for a TREATMENT session only

T1. Was a major focus of the treatment session on reviewing tasks, their
success and failure, and developing new tasks?

1 2 3 4 5 6 7

Not Some Considerable Extensive

at all focus focus focus

T2. Were the purposes of therapeutic tasks clear to the family?

1 2 3 4 5 6 7

Not Somewhat Clear Very Clear

at all Clear

T3. Were therapeutic tasks directed at increasing positive behavior?

1 2 3 4 5 6 7

Not at Some focus Considerable focus Extensive focus

all on increasing on increasing on increasing

positive positive positive

T4. Did therapeutic tasks address dysfunctional transactional patterns?

1 2 3 4 5 6 7

Not Some focus Considerable Extensive

at all focus focus

T5. Did the therapist review previously assigned tasks?

1 2 3 4 5 6 7

Not Some Considerable Extensive

at all attention attention review and

integration

T6. Did the therapist assign tasks to be completed outside the therapy
session?

1 2 3 4 5 6 7

Did not Some attempts Considerable Extensive

to assign tasks  focus on focus on

assigning tasks assigning tasks
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McMaster PCSFT Competence Scale

1. Collaboration
0 – Therapist does not attempt to set up a collaboration with family
2 – Therapist attempts to collaborate with family, but has difficulty
4 – Therapist is able to collaborate with family
6 – Collaboration is excellent: therapist encourages family as much as pos-

sible to take an active role in the session so they can function as a “team.”

2. Feedback
0 – Therapist does not ask for feedback to determine the family’s under-

standing of, or response to, the session.
2 – Therapist elicits some feedback from family, but does not ask enough

questions to be sure the family understands the therapist’s line of rea-
soning.

4 – Therapist asks enough questions to be sure that the family understands
the therapist’s line of reasoning throughout the session. The therapist
adjusts his/her behavior in response to the feedback, when appropriate.

6 – Therapist is especially adept at eliciting and responding to verbal and
nonverbal feedback throughout the session.

3. Interpersonal Effectiveness
0 – Therapist has poor interpersonal skills. Seems hostile, demeaning, or in

some other way destructive to the family.
2 – Therapist is not destructive, but has significant interpersonal problems

with one or more family members. At times the therapist appears un-
necessarily impatient, aloof, insincere or has difficulty conveying confi-
dence and competence.
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4 – Therapist displays a satisfactory degree of warmth, concern, confidence,
genuineness, and professionalism. No significant interpersonal
problems.

6 – Therapist displays optimal levels of warmth, concern, confidence, genu-
ineness and professionalism appropriate for this family in this session.

4. Pacing and Efficient Use of Time
0 – Therapist makes no attempt to structure therapy time. Session seems

aimless.
2 – Session has some direction, but the therapist has significant problems

with structuring or pacing (e.g., too little structure, inflexible about
structure, too slowly paced, too rapidly paced).

4 – Therapist is reasonably successful at using time efficiently. Therapist
maintains appropriate control over flow of discussion and pacing.

6 – Therapist uses time very efficiently by tactfully limiting peripheral and
unproductive discussion and by pacing the session as rapidly as is ap-
propriate for the family.

5. Establishing and Maintaining a Focus in the Session
0 – Therapist is unable to maintain a focus during session.
2 – Therapist is able to focus somewhat, but significant portions of the ses-

sion are devoted to peripheral or unproductive discussion.
4 – Therapist is able to maintain focus and to refocus discussion when dis-

tractions occur.
6 – Therapist maintains focus throughout session and, when appropriate,

labels any defocus that occurs and then successfully refocuses.

6. Clear, Direct Communication
0 – Therapist’s statements to the family are unclear, vague and/or confusing.
2 – Therapist attempts to clarify his/her statements, but has significant dif-

ficulty communicating his/her ideas to the family.
4 – Therapist’s statements to the family are clear and direct. The family

appears to understand what the therapist means.
6 – The therapist is exceptionally skilled at clearly communicating his/her

ideas to the family in a manner they can understand and accept.

7. Clarifying and Expanding Communication
0 – The therapist ignores or misperceives important communication be-

tween family members and/or between the family and the therapist.
2 – The therapist attempts to clarify communications in the session, but

misses or mislabels subtle information.
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4 – The therapist clarifies important communications during the session
accurately.

6 – The therapist accurately clarifies communications during the session
and correctly interprets the “meta communicational” aspects of the in-
teraction.

8. Stimulating Transactions
0 – Therapist makes no attempts to stimulate transactions among family

members.
2 – Therapist attempts to stimulate transactions among family members

but has significant difficulty doing so or does so at inappropriate times.
4 – Therapist is successful in stimulating transactions appropriately.
6 – Therapist is exceptionally skillful at stimulating transactions among fam-

ily members.

9. Labeling and Interpreting Transactions
0 – Therapist makes no attempt to label transactions.
2 – Therapist attempts to label transactions during the session, but has sig-

nificant difficulty doing so (e.g., misses important transactions, mislabels
transactions, focuses inappropriately on transactional patterns).

4 – Therapist appropriately labels important transactions during the session.
6 – Therapist is exceptionally skilled in labeling and interpreting transac-

tional patterns and relates transactional patterns to family problems.

10. Task Setting
0 – Therapist does not assign tasks or assigns highly inappropriate tasks.
2 – Therapist assigns tasks that appear too easy or difficult and/or do not

focus on identified problems.
4 – Therapist assigns tasks that address identified problems in an appropri-

ate manner.
6 – Therapist assigns tasks that are especially relevant and on target.

11. Task Evaluation
0 – Therapist does not review assigned tasks.
2 – Therapist reviews assigned tasks, but fails to clarify adequately the rea-

sons why the tasks went well or poorly.
4 – Therapist reviews assigned tasks and adequately explores reasons for

poor or good performance by the family.
6 – Therapist reviews assigned tasks in an exceptionally skillful way (e.g. is

able to relate performance on tasks to identified problems and broader
family issues).
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A. Overall, how skillful was the therapist in this session?
0 – Poor
1 – Barely Adequate
2 – Mediocre
3 – Satisfactory
4 – Good
5 – Very Good
6 – Excellent

B. How difficult was this family to work with?
0 – Not difficult, very receptive
1
2
3 – Moderately difficult
4
5
6 - Extremely difficult
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McMaster Family Functioning
 Concept Test

This test is designed to determine your understanding of the concepts and
definitions presented in the MMFF. All answers, therefore, should be based
on the model. The test consists of true-false, fill in the blank, and multiple-
choice.

True-False

1. The affective involvement dimension is concerned with family cohe-
sion and activity.

True_____ False_____

2. Where there is little or no control of behavior, the style is said to be
chaotic.

True_____ False_____

3. “Rigid” refers to a transactional pattern.
True_____ False_____

4. Life skills/personal development role functions include both child de-
velopment and adult career development.

True_____ False_____

5. The emphasis in behavior control is not solely on the manner in which
adults set limits on their children’s behavior.

True_____ False_____
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6. The communication dimension concentrates on verbal exchange.
True_____ False_____

7. Depression and sadness are examples of emergency emotions.
True_____ False_____

8. If a family can resolve affective problems, difficulties with instrumen-
tal problem solving are rare.

True_____ False_____

9. “Complimentary” is a type of affective involvement.
True_____ False_____

Fill in the Blanks

10. List six types of Affective Involvement:
1. ____________________________________________________
2. ____________________________________________________
3. ____________________________________________________
4. ____________________________________________________
5. _____________________________________________________
6. ____________________________________________________

11. When evaluating a family’s style of behavior control, the ____________
and ____________ for acceptable behavior determine the style of
behavior control.

12. The last three stages of Problem Solving are:
a. ____________________________________________________
b. ____________________________________________________
c. ____________________________________________________

13. A young man comes home after given a ticket for speeding and says
“All cops are clowns.” This is an example of ____________________
and __________________ communication.

14. The definition of Behavior Control refers to the pattern a family uses
to handle behavior in the following three situations: ____________,
______________, and __________________.

15. “Accountability” is an issue relevant to the ____________________
dimension.
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16. Give a one-sentence definition for the following McMaster model di-
mensions:
a. Communication: ______________________________________
b. Roles: ________________________________________________
c. Affective Responsiveness: ________________________________

17. What are three necessary Role functions? ____________, __________,
and ___________.

18. Give a one-sentence definition of the following types of involvement:
a. Narcissistic: ___________________________________________
b. Empathic: ____________________________________________
c. Lack of Involvement: ____________________________________

19. Describe briefly the first stage of Problem Solving. _______________
_______________________________________________________

Multiple Choice

20. A mother is annoyed at a teenage daughter for not tidying her room.
With mother, father, and two children at the dinner table, she makes
the following comment: “The kids are driving me nuts.” This is an
example of:
a. clear and direct communication
b. clear and indirect communication
c. masked and direct communication
d. masked and indirect communication

21. Provision of resources includes tasks related to:
a.purchase of food
b. maintaining the family car
c. family income
d. budgeting and money management decisions

22. Listed below are four stages of Problem Solving:
a. identifying the problem
b. deciding upon a suitable course of action
c. developing alternative action plans
d. communicating the problem to appropriate resources

Which of the following sequences represent a correct ordering of the
above items?
1. a b c d 2. a d b c 3. a d c b 4. d a c b 
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23. Which of the following is not an aspect of Affective Responsiveness?
a. range of feelings
b. emergency feelings
c. appropriateness of feelings
d. how feelings are (verbally) expressed

24. Significant aspects of the first stage of Problem Solving include:
a. who identifies problems
b. whether the problem is accurately identified
c. who decides the method by which the problem is solved
d. the person to whom a problem is communicated

1. a 2. b 3. c 4. d 5. a & b 6. a b d 7. a & c

25. The following comments can be attributed to scapegoating:
a. it is a necessary role function
b. it is an integrative function for the family system, but may be de-

structive to individuals
c. the scapegoat is a passive victim
d. all of the above

26. Affective Responsiveness is:
a. a process dimension
b. determined by affective involvement
c. an individual control function
d. a necessary for affective communication

27. Indicate which of the following is not involved in Role Allocation:
a. appropriateness of roles
b. implications or explicitness
c. who is involved in the process
d. effectiveness with which the task is carried out
e. how roles are shared between family members
f. all of the above

28. Which of the following statements are true?
a. A family can have difficulty with affective communication while

communicating quite well regarding instrumental issues.
b. A family can have difficulty with both affective and instrumental

communication.
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c. A family which functions poorly in the area of instrumental com-
munication will rarely communicate well affectively.

d. Affective responsiveness is not necessary for affective communica-
tion.

1. a 2. b 3. a b 4. a b c 5. b c d

29. When handling dangerous situations, the pattern the family adopts is:
a. the transactional pattern
b. the role allocation pattern
c. the behavioral control pattern
d. the problem solving behavior pattern

30. Systems maintenance and management is:
a. a systems concept related to maintaining homeostasis
b. a role function
c. a goal of family problem solving
d. a leadership function
e. all of the above

31. Which of the following dimensions have both instrumental and af-
fective areas of consideration?
a. Problem Solving
b. Communication
c. Roles
d. Affective Responsiveness
e. Affective Involvement
f. Behavior Control

1. a b 2. a b f 3. a b c 4. d e f 5. b c d
6. all of the above
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McMaster Family Functioning
Percept Test

Read each statement, imagining that you have just heard someone use it to
describe his/her family.  Then decide which dimension of the MMFF is in-
dicated by the statement.

PS = Problem Solving
CM = Communication
RL = Roles
AR = Affective Responsiveness
AI = Affective Involvement
BC = Behavior Control

1. We get angry over small things.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

2. If a crisis comes up, we have difficulty in organizing who does what.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

3. We don’t talk to each other when we are angry.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

4. Our relationships tend to be businesslike rather than friendly.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

5. There are some tensions and problems we can’t seem to deal with.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____
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6. The rules can be altered if there is good reason.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

7. We often feel lonely even when we are together.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

8. We agree on trip and holiday plans.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

9. We usually get things done on time.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

10. It seems like there are always too many people in the house.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

11. Things around the house get fixed quickly.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

12. We know what to do in an emergency.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

13. It is difficult to talk to each other about tender feelings.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

14. We know how family members will behave in most situations.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

15. Tenderness takes second place to other things in our family.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

16. Even though we mean well, we intrude too much into each others’
lives.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

17. We feel accepted for what we are.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

18. Our house is well stocked with food and essentials.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

19. Some of us can’t be happy even when it’s reasonable.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____
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20. We enjoy talking about our personal interests.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

21. Our household runs smoothly.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

22. When you ask someone to do something, you have to check that they
did it.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

23. We share our happiness with each other.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

24. We are too self-centered.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

25. We avoid telling other family members about problems we see.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

26. Our living conditions are comfortable.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

27. We seldom try to go over how we resolved difficulties.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

28. We have difficulties making clear to each other where and when to meet.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

29. Sometimes we are quite careless.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

30. We see crying as a sign of weakness.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

31. We can be angry without losing respect for each other.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

32. We resolve most emotional upsets that come up.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

33. We are not satisfied with anything short of perfection.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____
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34. We could not possibly exist without each other.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

35. Some members are unhappy about where they are going in life.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

36. It isn’t always clear when we are being asked to do something.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

37. We often feel we’re being talked about, but we’re not part of the dis-
cussion.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____

38. We trust each other.
PS ____ CM ____ RL ____ AR ____ AI ____ BC ____ _____
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Related Articles

The following is a list of published articles that have used the McMaster
instruments in a variety of research settings. The list has been divided into
the following categories: Studies of Patients with Medical Illnesses—Chil-
dren and Adolescents (A), Studies of Patients with Medical Illnesses—Adults
(B), Studies of Patients with Psychiatric Illnesses—Children and Adolescents
(C), Studies of Patients with Psychiatric Illnesses—Adults (D), Cross-
Cultural Studies (E), Instrument Development and Methodology (F), and
Normals, Community Samples (G). Some articles listed in one category may
also fall into an alternative category. These articles are indicated by a bold
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closure stage, 90–91
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development, 3
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evidence of value, 215–217
executive skills, 98
family’s responsibility to effect change,

47–48
focus on family strengths, 50
inclusion of entire family, 49–50
macro stages of treatment, 46–47
nontraditional family, 205
not doing homework, 210–211
open communication with family, 47
origins of, 45
problem list, 71
stages of treatment, 52–91
stopping treatment, 210–211
task evaluation, 87–88
task setting, 79–88, 81–88
time limitations, 51–52
treatment completed, 210
treatment stage, 76–90

Problem Centered Systems Therapy of the
Family Therapist Competence Scale,
305–308

communication, 306–307
Problem clarification, 89

assessment stage, 70–71
continued disagreement, 71
types of disagreements, 70

Problem description, assessment stage, 69–70
Problem list, Problem Centered Systems

Therapy of the Family, 71
adding problems, 209–210

Problems of here-and-now, 14
Problem solving, 26–29

clinical exploration, 58–60
defined, 26
family members, 14–15
goal, 40
key concepts, 40
McMaster Clinical Rating Scale, 238–240

anchor points description, 239–240
nonclinical/healthy, 239–240
principles for rating, 240
severely disturbed, 239
superior, 240

McMaster Structured Interview of Family
Functioning, 151, 274–284

operational definition of stages, 27–28
presenting problem, 214–215
stages of effective, 27, 27–28
task setting, 81

variations within normal, 28–29
Prototypical family type, family functioning,

178
Psychiatric illnesses, 164–165

family functioning
acute stage, 165–173, 168, 170, 171, 172,

173
clinical implication, 163–164, 165–173,

168, 170, 171, 172, 173, 173–176, 174,
176–178, 177

course of illness, 173–176, 174
impairment, 165–173, 168, 170, 171,

172, 173
length of episode, 173–176, 174
predictive value of dimension, 176–178,

177
recovery status, 173–176, 174
relationship, 163–164
suicidality, 173–176, 174

outcome
clinical implication, 176–178, 177
predictive value of dimension, 176–178,

177
research studies, 164–178

Psychiatric treatment, family therapy, 205–
206

Psychoanalytic approach, 5–6
Psychoanalytic-interactional mode, 5–6
Psychoeducation, 89–90
Psychometrics, 20
Psychopathology, dysfunctional family

functioning, clinical implication, 163

R
Rado, Sandor, 5
Rage, 8–9

communication, 83–84
Rating tapes, family therapy training

program, 123
Research, 155–198

background, 155–156
basic principles, 156–162
clinical families, 161–162
conclusions, 157
early studies, 160–164
Family Assessment Device, 133–135, 158–

159
future, 191–196
limitations, 196–197
McMaster Clinical Rating Scale, 143–144,

158–159
naturalistic follow-up studies, 164–178,

166, 178–185
nonclinical families, 161–162
non-psychiatric illness, 166, 178–185
psychiatric illness, 164–178, 166, 168, 170,

171, 172, 173, 174, 177
treatment studies, 185–190
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Resource provision, 31
Role Accountability, 32, 243

McMaster Structured Interview of Family
Functioning, 261–262

Role Allocation, 32, 243
McMaster Structured Interview of Family

Functioning, 260–261
Role playing, training, 106
Roles, 31–34, 242–245

clinical exploration, 61–63
defined, 31
goal, 40
key concepts, 40
McMaster Clinical Rating Scale

anchor points description, 244–245
nonclinical/healthy, 244
principles for rating, 245
severely disturbed, 244
superior, 244–245

McMaster Structured Interview of Family
Functioning, 151, 258–268

necessary family functions, 31–32
task setting, 82–83
variations within normal, 33–34

Role sharing, 33

S
Sadness, McMaster Structured Interview of

Family Functioning, 291–292
Safety issues, 211–212
Scapegoating, 68, 98–99
Separation, advocating, 211
Sexual gratification, 31

McMaster Structured Interview of Family
Functioning, 267–268

Small group teaching and learning, family
therapy training program, 99

Strategy, defined, 46
Stroke, 178–181, 182, 184
Structured Interview of Family Functioning, 58
Subjective perspective, 156–157
Subjective ratings, 19
Suicidal behavior, 171–176, 173
Support, 31

McMaster Structured Interview of Family
Functioning, 266–267

Symbiotic involvement, 36
Systems approach, 12

advantages, 12
change, 13
model features in common, 13

Systems model, 9–11
Systems orientation, McMaster Model of

Family Functioning, 24–25

T
Task evaluation, Problem Centered Systems

Therapy of the Family, 87–88
Task setting

affective involvement, 84–85
affective responsiveness, 83–84
behavior control, 85–87
communication, 82
general principles, 79–81
Problem Centered Systems Therapy of the

Family, 79–88, 81–88
problem solving, 81
roles, 82–83
specific principles, 81–88

Tenderness, McMaster Structured Interview
of Family Functioning, 290

Theoretical foundation, 5–6
Therapists

as good role model, 16
overly involved, 212
range of skills, 46–47
role, 14
style, 46
therapist-family member collaboration, 14
therapist-family member relationship, 14–

15
Therapy model

application, 21
assessment, 21

Therapy sessions
clinical evaluation, 17, 19
follow-up sessions, 9, 91, 210
time frame, 14, 51–52, 210

Time limitations, 14, 210
Problem Centered Systems Therapy of the

Family, 51–52
Training program, see Family therapy

training program
Treatment

clarity, 15–16
orientation, 76
priorities clarification, 76–79

Treatment manual, testing therapy model, 18

U
Under-control, 85, 86–87

V
Value orientation, McMaster Model of

Family Functioning, 25
Violence, 211–212

W
Welfare emotions, 34, 245–247
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