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ABSTRACT

Evidence for the effectiveness of family-based treatments from critical literature reviews and controlled trials is  considered for the following list of adult-focused problems: marital  distress, psychosexual problems, anxiety disorders, mood disorders, psychotic disorders, alcohol abuse, chronic pain, and the family management of neurologically impaired adults.  Evidence based practices which may be used within the context of marital and family therapy and systemic consultation arising from the review are discussed. 
INTRODUCTION

The present paper adopts the methodology and approach of the earlier paper on child-focused issues and considers specific evidence-based statements with particular reference to the following list of adult-focused difficulties. 

•
Marital and relationship problems

•
Psychosexual problems

•
Anxiety disorders

•
Mood disorders

•
Psychotic disorders

•
Alcohol abuse

•
Chronic pain management

•
Family management of neurologically impaired adults

This particular list has been chosen because extensive computer based and manual literature searches showed that for each of these areas, controlled trials of family based interventions have been reported in the literature. In a manner similar to the paper on child-focused difficulties it is noteworthy that six of the eight problems listed above are framed in individualistic rather than systemic terms. This reflects the same problems identified in the previous paper.  

In the following sections, where possible, reference is made to important review papers and meta-analyses. When individual treatment outcome studies are cited, unless otherwise stated, these are controlled trials or comparative group outcome studies. Single case reports and single group outcome studies have been largely excluded from this review, because of the limited validity of evidence based on these types of studies. 

MARITAL DISTRESS

Marital distress, dissatisfaction and conflict are extremely common problems and currently in western industrialized societies an increasing proportion of marriages are ending in divorce. For example in the USA the rate of divorce now exceeds 50% (Bray & Jouriles, 1995). For marital distress and relationship problems behavioural marital therapy, cognitive marital therapy, cognitive-behavioural marital therapy combination packages, insight oriented marital therapy and emotionally focused couples therapy have been shown to be effective interventions (Baucom, Shoham et al, 1998; Bray & Jouriles, 1995). Behavioural marital therapy involves training in communication and problem solving skills on the one hand and  behavioural exchange procedures on the other (Jacobson & Margolin, 1979). Cognitive marital therapy focuses on helping couples challenge destructive attributions, beliefs, assumptions and expectations which contribute to relationship distress and on replacing these with more benign alternatives (Baucom & Epstein, 1990). With insight oriented marital therapy (Snyder & Wills, 1989) and emotionally focused marital therapy (Greenberg & Johnson, 1988) the aim of therapy is to help couples express feelings of vulnerability and unmet needs (which may initially be outside awareness) and to help couples understand how these feelings and needs underpin destructive patterns of interaction within the relationship. While over two dozen well controlled trials of behavioural marital therapy have been conducted, very few studies of the other treatment approaches have been reported. 

 
In meta-analyses of studies of behavioural marital therapy, post-treatment effect sizes of 0.79-0.95 have been obtained indicating that the average treated case fares better after treatment than between 79%  and 83% of untreated controls (e.g., Dunn & Schwebel, 1995; Shadish et al, 1993; Hahlweg & Markman, 1988). Dunn & Schwebel (1995) in their meta-analysis found that after an average follow-up period of 9 months, effect sizes ranged from 0.54 to 1.04 indicating that the average treated case fared better, 9 months after treatment, than between 70% and 84% of untreated controls. In terms of clinical significance,   Baucom, Shoham et al (1998)  concluded that between 33 and 66% of couples become clinically non-distressed as a result of treatment and the  majority of couples maintain these gains at follow-up. However, a proportion of couples relapse and/or separate 2-4 years following treatment.  


 Baucom, Shoham et al (1998) drew the following conclusions about other forms of marital therapy. Cognitive restructuring combined with traditional behavioural marital therapy is no more effective than behavioural marital therapy. Emotionally focused therapy may be appropriate for moderately but not severely distressed couples. In the long term, insight oriented marital therapy may lead to more durable positive effects and lower divorce rates than behavioural marital therapy. 


Jacobson and Addis (1993) in a wide-ranging review concluded that couples who respond best to marital therapy are younger; are less distressed at the beginning of therapy; are more emotionally engaged with each other; have less rigid gender roles; and do not opt for premature closure in their attempts at relationship-based problem-solving. 


A number of common factors may underpin effective marital therapies (Bray & Jouriles, 1995). They tend to be brief and rarely exceed 20 sessions, so hope and the expectation of change is rapidly generated. They involve conjoint sessions in which clear non-defensive communication is facilitated. They promote the development of communication and problem-solving skills. They permit couples to discuss the impact of family of origin issues on current relationship functioning and this in turn may deepen empathy and psychological intimacy within the relationship. They empower couples to renegotiate relationship roles and this in turn may lead to a more equitable distribution of power within the relationship.


Effective marital therapy may also be conducted with one partner only under certain circumstances (Bennun, 1997). One-person or unilateral marital therapy may be appropriate in cases where only one partner is available to attend treatment; where there are dependence-independence issues in the relationship; where there are problems in sustaining intimate relationships; in cases of domestic violence; where there is a major disparity between partners levels of self-esteem; and where one partner's unresolved family of origin issues contribute significantly to the couples problems. In Bennun's (1997) approach,  therapy begins with a conjoint session. During  assessment the negative impact of partners difficulties in meeting each others needs on each partner at an intrapsychic level and on the relationship at a systemic level is explored. In formulating the way presenting problems have emerged and are maintained, a balance is drawn between a focus on individual factors and a focus on relationship factors. Treatment targets and possible difficulties such as resistance and relapse are discussed with both partners at the end of the assessment session.  Following assessment, in unilateral marital therapy, treatment is directed at both promoting systemic change within the relationship and the psychological development of both partners as individuals, through working with one partner only. To do this the therapist invites the attending partner (usually a female) to recount the content of each session to her partner; to engage in homework assignments with her partner; and to give the therapist feedback about the impact of these events on the relationship and psychological well-being of each partner. Bennun (1997) has shown that unilateral marital therapy is as effective and conjoint marital therapy. He argues that the in the past individually based interventions for marital problems have yielded negative results because of their almost exclusive focus on individual issues and their lack of attention at a systemic level to relationship issues. 


With respect to clinical practice and service development, the findings reviewed here suggest that effective marital therapy may be offered on an outpatient basis over approximately 20 sessions. 

PSYCHOSEXUAL PROBLEMS

Psychosexual problems while essentially relationship difficulties, have been classified in DSM IV (APA, 1994) and ICD-10 (WHO, 1992) as individual male and female disorders affecting sexual desire, sexual arousal, sexual orgasm and sex-related pain. Some psychosexual problems occur in both men and women and some are gender specific. Low  sexual desire, sexual aversion and painful intercourse (dysparunia) are problems that may affect both men and women. Psychosexual problems unique to women include primary and secondary female orgasmic dysfunction (the absence of orgasm during intercourse) and vaginismus (involuntary spasm of the vagina when intercourse is attempted). Psychosexual disorders unique to men include primary and secondary erectile dysfunction (absence of erection when intercourse is attempted), premature ejaculation and retarded ejaculation. Omitting premature ejaculation which occurs in about a third of males, the overall prevalence of psychosexual problems in men and women falls between 10 and 20% (Seagraves & Althof, 1998). Marital distress is extremely common where the primary complaint is a psychosexual problem (Hawton, 1995)  Additional  psychological problems (including depression, anxiety, eating disorders and drug abuse) occur for a proportion of people with psychosexual problems. 


 Most effective treatments for psychosexual problems are based on Masters and Johnson (1970) sex therapy which begins with psychoeducation about the human sexual response and exploration of the pattern of interaction and beliefs around  the couples specific problem area. Couples are advised to refrain from sexual intercourse and sexual contact except as outlined in prescribed exercises.  Couples are then coached in a series of sensate focus homework exercises in which partners give and receive pleasurable caresses along a graded sequence progressing over a number of weeks from non-sexual to increasingly sexual areas of the body and culminating in full intercourse. Kaplan (1974, 1995) and other innovative sex therapists who built on the work of Masters and Johnson have developed ways in which sex therapy and marital therapy which addresses intrapsychic and interpersonal issues may be effectively integrated in clinical practice (Lieblum & Rosen, 1989; Weeks & Hof, 1987; Schnarch, 1991). 


In a review of couples based interventions for psychosexual problems Segraves and Althof  (1998) have demonstrated that these approaches are effective in up to 90% of cases of primary female orgasmic dysfunction, in about 50% of cases of secondary primary female orgasmic dysfunction, between 80%b and 100% of cases of dysparunia and vaginismus, and in up to 60% of cases of male erectile difficulties. The success rate for premature ejaculation in males may initially be as high as 80% but may dwindle in the long-term to 25% at follow-up. 


Hawton (1995) in an extensive review concluded that  motivation for treatment (particularly the male partner's motivation); early compliance with treatment; the quality of the relationship (particularly as assessed by the female partner); the physical attraction between partners; and the absence of serious psychological problems are predictive of a positive response to treatment.


With respect to clinical practice and service development, the findings reviewed here suggest that effective therapy for psychosexual problems may be offered on an outpatient basis over 10-20 sessions, depending upon the complexity of the relationship difficulties that accompany the psychosexual problems. Where members of a couple have additional difficulties such as depression, anxiety eating disorders or drug abuse problems, the relationship between these problems and the psychosexual difficulties require careful assessment and treatment.  In some instances, mood, eating or drug problems on the one hand and psychosexual difficulties on the other may reflect a difficulty with a core issue such as managing intimacy. This core issue should be a central focus for couples therapy. In other instances, mood, eating or drug problems may precipitate and maintain psychosexual problems. In such cases, the management of the mood, eating or drug problems may be selected as the main target for treatment. A third possibility is that psychosexual problems may give rise to mood, eating or drug problems and here the main focus of treatment should probably be the psychosexual problem. 

ANXIETY DISORDERS

Family based therapies have been shown to be effective for two of the most debilitating anxiety disorders - agoraphobia with panic disorder and obsessive compulsive disorder (Baucom, Shoham et al, 1998). Lifetime prevalence rates for agoraphobia with panic disorder and obsessive compulsive disorder are approximately 1.5% and 2.5% respectively and both conditions are more common among women (APA, 1994). 

In agoraphobia with panic disorder, people develop constricted lifestyles and fear leaving the safety of their homes because they are apprehensive that they may have panic attacks in public places. Family members, particularly partners, come to share this belief system and become involved in patterns of interaction that maintain the constricted lifestyle of the person with agoraphobia. In the most effective  family based treatments of agoraphobia, the aim is to help all family members develop less danger-saturated belief systems, to disrupt family interaction patterns that maintain the agoraphobic person's constricted lifestyle,  to enlist the aid of family members in helping the person with agoraphobia overcome their fears, and to help family members communicate more effectively (e.g., Arnow et al, 1985;  Barlow et al, 1984; Cobb et al, 1984; Emmelkamp et al, 1992; Hand et al, 1986; Jannoun et al, 1980; Oatley & Hodgson, 1987).

Family based treatment of agoraphobia begins with psychoeducation about the nature of anxiety and the importance of facing feared situations and coping with these in overcoming the disorder. The person with agoraphobia is helped in couple or family therapy sessions to use self-talk, relaxation skills and support from their partner or other family members to cope with anxiety. Sessions are also used to plan a series of increasingly threatening or anxiety provoking outings for the couple to complete between sessions. In these outings, the person with agoraphobia and their partner go out to public places which the person with agoraphobia finds anxiety provoking or threatening. In these situations the partner supports the person with agoraphobia in using coping skills to manage the anxiety successfully. Family based treatment of agoraphobia  is often referred to as partner assisted exposure, because the originators of these programmes, working within a behavioural framework, viewed the partner as assisting the therapist in helping the client become repeatedly exposed to anxiety provoking situations. In the more effective programmes, couple communication training is also conducted and couple relationship issues are addressed  (e.g., Arnow et al, 1985;  Barlow et al, 1984). Where these relationship elements are included in treatment programmes, family based treatment is more effective than individually based cognitive-behavioural treatments (Baucom, Shoham et al 1998). 

With obsessive compulsive disorder, specific situations, such as coming into contact with dirt, lead the person to experience intrusive obsessional anxiety provoking thoughts, such as the belief that contamination by dirt will lead to a fatal illness. To reduce anxiety, the person engages in compulsive rituals such as repeated handwashing. However, these compulsive rituals only have a short-term anxiety reducing effect. Obsessional thoughts quickly return and the compulsive rituals are repeated. Family members, particularly partners, often become involved in patterns of interaction that maintain the compulsive rituals, by for example assisting with the compulsive rituals or not questioning their legitimacy. In effective  family based treatment of obsessive compulsive disorder, the aim is to disrupt family interaction patterns that maintain the obsessions and compulsive rituals and to enlist the aid of family members in helping the person with the condition overcome their obsessions and compulsions (Mehta, 1990; Emmelkamp & de Lang, 1983; Emmelkamp et al, 1990). 

Family based treatment of obsessive compulsive disorder begins with psychoeducation about the nature of the condition and the importance of tolerating anxiety in situations that elicit obsessions without engaging in compulsive rituals as central to effective treatment. Within later treatment sessions, which are attended by family members with obsessive compulsive disorder and their partners, the therapist coaches partners in supporting their obsessive-compulsive spouses while they enter  anxiety provoking 

situations (such as coming into contact with dirt) and preventing themselves from engaging in compulsive anxiety reducing responses (such as repeated hand-washing). This treatment programme is often referred to as partner assisted exposure and response prevention  (ERP).  


In some instances it may be appropriate for family based interventions for the two anxiety disorders discussed here to be offered in conjunction with antidepressant medication, because this has been shown to ameliorate the symptoms of panic disorder and obsessive compulsive disorder (Roy-Byrne & Cowley, 1998; Rauch & Jenike, 1998).


With respect to clinical practice and service development, the findings reviewed here suggest that effective family based therapy for anxiety disorders may be offered on an outpatient basis over 10-20 sessions. Such therapy may be multimodal involving both family therapy and pharmacological interventions.

MOOD DISORDERS

Effective family based treatments have been developed for major depression and bipolar disorder.  Major depression is characterized by episodes of low mood, negative thinking, and sleep and appetite disturbance. Bipolar disorder is characterized in addition by episodes of mania in which elation, grandiosity, flight of ideas and expansive behaviour occur. The lifetime prevalence of major depression is approximately 14-18% and of bipolar disorder is 1% (WHO, 1992; APA, 1994).



Behavioural marital therapy has been shown to be effective in alleviating major depression in up to 50% of cases and in delaying relapse, particularly in couples where there is also marital distress (Jacobson et al, 1991; O'Leary & Beach, 1990; Craighead, Wilcoxon et al, 1998; Prince & Jacobson, 1995; Baucom, Shoham et al, 1998). Behavioural marital therapy aims to improve communication and problem solving skills and increase the rate of mutually satisfying interpersonal exchanges (Jacobson & Margolin, 1979). To achieve the first of these two goals, behavioural marital therapy includes problem-solving and communication skills training. To achieve the second goal it includes contingency contracting, where couples negotiate increased rates of mutually satisfying exchanges. 

Conjoint interpersonal  therapy has been shown to be effective in alleviating depression in couples in which one partner is depressed (Foley et al, 1998; Klerman et al, 1984).  Conjoint interpersonal  therapy aims to alter negative interpersonal situations which maintain depression. In particular, interpersonal therapy helps couples to address unresolved difficulties in the following domains: loss, role disputes, role transitions, and interpersonal deficits. 

In the UK Leff, Asen and Jones found that systemic couples therapy with depressed patients led to lower drop-out rates and greater improvement than individual cognitive and pharmacological therapies (Leff, 1998; Asen & Jones, 1999; Jones & Asen,1999). This greater degree of improvement continued during the year following therapy. Systemic couples therapy was no more expensive in the long-term than antidepressant medication, because patients who received medication only used a range of other health services to compensate for the limited effects of antidepressants. Systemic couples therapy focused on helping couples move from an exclusively individual  understanding of depression towards an interactional contextualization of mood problems. It also helped them  to move out of depression-maintaining interaction patterns. 

Behavioural marital therapy, conjoint interpersonal therapy and systemic couples therapy probably alleviate depression and reduce the risk of relapse by reducing family based stress and conflict and increasing marital and family support, although they employ different strategies to achieve these ends.

For bipolar mood disorders, evidence from a small number of controlled trials has shown that multimodal programmes which include both family intervention and routine pharmacological intervention (with agents such as lithium carbonate) reduce relapse rates (Clarkin et al, 1990; Miller, Keitner, Bishop & Ryan, 1991; Miklowitz &  Goldstein, 1990).


For bipolar mood disorders, Clarkin et al (1990, 1988) found that inpatient psychoeducational family therapy when offered in conjunction with routine pharmacological treatment led to better long-term adjustment routine pharmacological treatment alone. The family therapy programme in this study provided family members with information on bipolar disorder as a chronic illness; helped them develop ways to reduce life stress and increase support for the patient; and  encouraged them to maximize medication adherence. 

Miller et al (1991) found that relapse and rehospitalization rates of patients with bipolar disorder were significantly reduced when patients were offered McMaster family therapy  during hospitalization and for 18 weeks following discharge. The McMaster model focuses explicitly on preliminary assessment of family  problem-solving, communication, roles, behavioural control, affective expression, and affective involvement. Therapy aims to alter problematic functioning in each of these domains by inviting families to complete contracted home-based assignments. 

Milkowitz and Goldstein (1990, 1997) also found that relapse rates among people with bipolar disorder were greatly reduced when routine pharmacological treatment was supplemented with a 9 month outpatient programme of family-focused treatment. Family focused treatment has distinct stages and these include joining and alliance building; assessment of expressed emotion and family attitudes to the person with the illness; psychoeducation about bipolar disorder, pharmacological treatment, the importance of adherence to the medication regime and relapse prevention;  family stress management; family communication training; and family problem-solving training. 

With routine pharmacological treatment such as lithium carbonate (Keck, & McElroy, 1998), in the absence of family therapy, people with bipolar disorder commonly relapse in response to family and work related stress and noncompliance with medication regimes (Craighead, Milkowitz et al, 1998). Inpatient family therapy, McMaster Family therapy and family-focused therapy probably improve long-term adjustment by helping families address these potential relapse triggers. 


With respect to clinical practice and service development, the findings reviewed here suggest that effective multimodal therapy for mood disorders may be offered on an outpatient basis over 10-20 sessions, although it is probable, because of the recurrent episodic nature of major depression and bipolar disorder, that booster sessions or therapy episodes may be required following relapses. Within such therapy programmes appropriate psychopharmacological therapy may be combined with family based interventions as described above. Of course, in instances where there is a high risk of self-harm or severe impairment in social functioning brief episodes of inpatient care may be required for individuals with mood disorders. 

SCHIZOPHRENIA

Psychoeducational family based interventions coupled with routine antipsychotic medication have been shown in numerous controlled trials to reduce relapse rates in families characterized by high levels of expressed emotion from over 50% in cases receiving medication only, to less than 20% one year following the onset of the psychotic episode (Baucom, Shoham et al, 1998; Fadden, 1998; Goldstein & Miklowitz, 1995; Kopelowicz & Liberman, 1998; Mari,  Adams, & Streiner, 1996). Some of the controlled trials of family interventions have also shown that  family based therapy may reduce the amount of maintenance medication required and the number of days of hospitalization required during the follow-up period. Family based treatments also have been shown to decrease the burden of care reported by family members caring for a psychotic relative and to improve the quality of relationships between members of these families (Cuijpers, 1999). 

Schizophrenia, a debilitating psychological disorder with a prevalence of about 1%, is characterized by positive symptoms notably delusions, hallucinations and thought disorder and negative symptoms such as impaired social functioning and lack of goal-directed behaviour (APA, 1994; WHO, 1992). Exposure to life stresses, including high levels of expressed emotion (criticism and overinvolvment)  in family and residential settings, can adversely affect the course of schizophrenia. Stress has a marked impact on individuals genetically vulnerable to schizophrenia when it occurs in the absence of protective factors such as social support, coping skills and appropriate levels of antipsychotic medication. In view of this, it is not surprising multimodal treatment which includes antipsychotic medication coupled with family based interventions which aim to reduce family stress and increase social support and family coping resources is particularly effective in the treatment of schizophrenia. 


There has been considerable variability in the format of family based interventions for schizophrenia. However, it is clear that effective treatments involve at least some conjoint family meetings which include symptomatic and non-symptomatic family members and these meetings may involve multiple families. Relatives support groups which exclude patients are not particularly effective in reducing relapse rates but may reduce the burden of care experienced by family carers. Treatment intensity and attendance at treatment is associated with positive outcome. Because of this, special attention is paid in successful programmes to engaging families in treatment and reducing attrition by including the option of  conducting treatment in clients' homes when engagement problems occur.  Effective interventions typically span 9-12 months and are usually offered in a phased format with 3 months of weekly sessions; 3 months of fortnightly sessions; 3 months of monthly sessions;  followed by 3 monthly reviews and crisis intervention as required. Briefer intensive crisis oriented intervention may be appropriate with first episode cases. With respect to the content and process of treatment programmes, a number of core elements typify effective family based interventions for schizophrenia. Emphasis is placed on blame-reduction, the positive role family members can play in the rehabilitation of the family member with schizophrenia and the degree to which the family intervention will alleviate some of the family's burden of care. All effective family intervention programmes for schizophrenia offer family members an explanation or framing of the condition which provides a rationale for reducing family stress, increasing family support and active coping and arranging for the person with schizophrenia to adhere to the prescribed medication regime. A vulnerability model of the disorder is typically presented, in which the central idea is that genetically vulnerable individuals may develop schizophrenia if exposed to stress in the absence of support, coping skills and medication. Effective programmes include skills training in family stress management, family communication, family problem-solving and medication management. Skills training commonly involves modeling, rehearsal, feedback and discussion. 


With respect to clinical  practice and service development, available evidence clearly indicates that multimodal  treatment programmes should be made available to people with schizophrenia and their families. Such programmes should include both a psychopharmacological component and family based psychoeducational therapy. During the acute phase of a psychotic episode, hospitalization may sometimes be necessary but this is not always the case and intensive family support at this stage is another option. 

ALCOHOL ABUSE
The prevalence of alcohol abuse (or misuse) involving impaired social functioning arising from alcohol is approximately 7-8% in adults over 18 years of age (APA, 1994; Finney & Moos, 1998). For alcohol abuse, family based treatments have been shown to be particularly effective in helping people with alcohol problems and their families engage in treatment; become drug free or develop a more controlled approach to alcohol use; and avoid relapse (Edwards & Steinglass, 1995; Finney & Moos, 1998). 


Family based engagement techniques all involve working with non-alcoholic family members, particularly spouses, and include family intervention (Liepman et al, 1989); unilateral family therapy (Thomas & Ager, 1993); and community reinforcement training  (Sisson & Azrin, 1986). These can help 57-86% of cases engage in treatment (either individual or family based) compared with the typical engagement rate of about 0-31% (Edwards & Steinglass, 1995). Family based engagement techniques help non-alcoholic family members create a context within which the chances of the family member with a drink problem entering treatment are maximized. With family intervention, the therapist coaches family members over a series of sessions to stage a formal confrontation with the family member who has the alcohol problem.  During this confrontation the family members describe their concerns about the drinking problem and its consequences. Unilateral family therapy includes psychoeducation; relationship enhancement training; training in avoiding enabling behaviour patterns that maintain alcohol use; preparation for confrontation, requests to reduce alcohol use and to enter treatment; coaching in maintaining treatment gains; and relapse prevention (Thomas & Ager, 1993). In cases where separation is the preferred option of the non-alcoholic spouse, then coaching in disengagement is provided. With community reinforcement training (Sisson & Azrin, 1986) the spouse of the person with the alcohol problem is coached in reinforcement based methods for avoiding physical abuse; encouraging sobriety; and managing instances where the spouse with the alcohol problem is maximally motivated to enter treatment. Specifically, spouses are coached in inviting their partners to attend a conjoint meeting with a view to entering treatment when they express a wish to overcome their drink problem and such expressions typically follow incidents where the person with the alcohol problem behaves in a shameful or embarrassing way. 


Both inpatient and outpatient family oriented treatment programmes based on systems theory and social learning theory have been shown to be effective in reducing alcohol abuse. Edwards & Steinglass (1995) in a meta-analysis of 13 studies obtained an effect size of 0.8 which shows that up to six months following treatment, the average treated case fared better than 79% of untreated cases. The two most effective treatment packages were the community reinforcement approach (e.g., Azrin, 1976) and behavioural marital therapy (O'Farrell et al, 1993). Effective treatment programmes  included a combination of some or all of the following components: psychoeducation; exploration of the negative consequences of alcohol abuse for all family members; exploration of the patterns of family interaction which maintain alcohol abuse; exploration of ways in which these patterns may be disrupted; enhancement of communication and problem-solving within the couple and family; coaching couples in mutual contingency contracting; coaching non-alcoholic partners to reinforce their spouses for abstinence; adjunctive uses of antibuse (disulfiram); individually based training in drink refusal and urge control; facilitating the development of an alcohol-free lifestyle; the use of homework assignments; the use of phone-prompting between sessions; and coaching in relapse prevention. 


Family based aftercare programmes which aim to prevent relapse have been shown to be more effective than individually based aftercare programmes (Edwards & Steinglass, 1995). Family based after-care programmes typically involve relatively infrequent conjoint marital or family sessions spread over an extended time period. 


Both client and therapists characteristics have been shown to affect treatment outcome in cases of alcohol abuse. Family based treatment programmes are more effective when both partners are invested in the relationship and the non-drinking spouse is highly supportive of abstinence  (Edwards & Steinglass, 1995). Therapists who are more interpersonally skilled, more empathic and less confrontational tend to be more effective (Finney & Moos, 1998).


With respect to clinical practice and service development, the findings reviewed here suggest that effective multimodal therapy for alcohol abuse may be offered on an outpatient basis over an extended time period. Ideally such treatment should be multisystemic and family based with a clear distinction made between the processes of engagement, treatment and aftercare. For individuals who are alcohol dependent, a period of inpatient or outpatient detoxification should precede therapy.  To make alcohol use an aversive option disulfiram may be incorporated into a multimodal multisystemic programme. 

CHRONIC PAIN MANAGEMENT

Chronic pain, including low-back pain and rheumatoid arthritis is only partially responsive to pharmacological interventions. Because of this, family based interventions grounded in biopsychosocial conceptualizations of pain have been developed.  For chronic low back pain operant programmes and cognitive behavioural coping skills training programmes have both been shown to be effective and such coping skills training programmes have also been shown to be effective for rheumatic diseases (Compas, Haaga et al 1998; Simon, 1998; Blanchard, 1994). 


Operant pain management programmes entail extensive family involvement  (Fordyce, 1976). They rest on the premise that much pain behaviour and sick role behaviour is inadvertently reinforced by family members. Programmes include scheduled increases in physical exercise; reduction in pain medication usage; and arranging for hospital staff and family members to avoid reinforcing pain and sick role behaviour, while concurrently offering positive reinforcement to the client for engaging in adaptive behaviour. 


Traditional cognitive behavioural pain management programmes involve psychoeducation;  training in relaxation, guided imagery, activity pacing, and pleasant event scheduling; coaching in the development of cognitive coping skills; and guided practice in using cognitive and behavioural coping strategies in real life pain management situations (Turk, Meichenbaum & Genest, 1983). Effective family-based and spouse-assisted cognitive behavioural training programmes have been developed for a number of conditions including rheumatoid arthritis (Radojevic et al, 1992) and osteoarthricit knee pain (Keefe et al, 1996). Within these programmes, spouses of people with chronic pain support them in practicing and using pain management coping skills. 


With respect to service development and clinical practice, family based pain control programmes should be offered by multidisciplinary teams on an outpatient basis to patients with a variety of chronic pain disorders which are unresponsive to pharmacological interventions. 

FAMILY MANAGEMENT OF OLDER NEUROLOGICALLY IMPAIRED ADULTS

Dementia due to Alzheimer's disease or other causes is a condition characterized by multiple cognitive deficits, notably memory impairment, and an associated decline in psychosocial functioning and capacity for independent living. The prevalence of dementia in over 65 year olds is 2-4% and in those over 85 may be as high as 20% (APA, 1994). 



 Caring for older adults with neurological problems such as Alzheimer's disease or stroke places an extraordinary psychological burden on carers and may lead to clinically significant psychological symptomatology (Biegel, Sales & Schultz, 1991). Campbell and Patterson (1995) concluded from a review of 11 studies that psychoeducational groups consistently  led to significant improvement in the psychological adjustment of caregivers whereas the effects of family support groups were more variable. Family psychoeducational groups typically involve 8-10 educational meetings offered by a health professional and are attended by a groups of caregivers. Within the meetings caregivers learn the skills to manage the problems they face in caring for older adults with neurological problems. In contrast family support groups are open-ended and focus on mutual support between members rather than on skills acquisition.
With respect to service development and clinical practice, these findings suggest that psychoeducational  programmes should be made available to carers of older adults with neurological impairment as a routine part of multidisciplinary care of the elderly. Such programmes may be offered on a group basis over a relatively brief time period and include 10-20 sessions. 

DISCUSSION

A number of comments may be made about the material reviewed in this paper. First, well articulated family-based interventions have been shown to be effective for a wide range of adult-focused problems. Second, these interventions are brief and may be offered by a range of professionals on an outpatient basis in most instances but on an inpatient basis where appropriate. Third, for many of the interventions, useful treatment manuals have been developed which may be flexibly used by clinicians in treating individual cases. Fourth, controlled trials of family interventions for personality disorders have not been reported in the literature, despite their prevalence and the amount of resources often devoted to them in adult mental health services (Chrits-Christoph. 1998).  Fifth, the bulk of family-based interventions for which there is evidence of effectiveness have been developed within the  cognitive-behavioural and psychoeducational psychotherapeutic traditions. 


The findings of this review and that reported in the previous paper on child-focused issues have clear implications for both practice and training. Clinicians working with clients who present with the types of problems discussed in these two papers may benefit their clients by incorporating essential elements of effective family-based treatments into their own style of practice. To aid this process a list of treatment manuals is included at the end of both papers. With respect to training, there is a strong argument to be made for family therapy training programmes including coaching in specific practices that have been shown to be effective in their curricula. There is also a strong argument for qualified clinicians to make learning such  practices a priority when planning their own continuing professional development. 


An important question is whether the effective practices described in these two papers, which stem from the cognitive-behavioural and psychoeducational traditions,  can be incorporated into a social-constructionist, post-modern approach to practice. My own view is that this is not problematic if a social-constructionist, post-modern approach is interpreted as a therapeutic positioning rather than a set of techniques. A post modern, social constructionist  positioning entails accepting that all models of therapy and related techniques are no more than social constructions which may be more or less useful in particular cases. 


A commitment to social-constructionism as an overarching framework for practice does not preclude a commitment to quantitative based research generally  and evidence based practice in particular. Diagnostic criteria, scores on individual and family-based assessment instruments, statistical formulae, rules concerning statistical and clinical significance of results are all social constructions. These have been evolved by communities of scientists and clinicians in conversation and have been found to fit with the needs and concerns of these scientists and clinicians. That is, they have been found to be useful, the hallmark of a valid social construction (Carr, 1995, 1997). They have been found to be useful because they let us know how to bring the collective wisdom of a community of scientists and clinicians to bear on the misery and unhappiness of any specific family  which is referred to a specific clinician for treatment, or indeed any specific population served by any particular agency.   To turn one's back on such collective wisdom and abandon a commitment to evidence based practice may be unethical, insofar it deprives clients of potentially useful solutions to their problems. 

___________________

TREATMENT RESOURCES

Marital and relationship problems

Baucom, D. & Epstein, N. (1990). Cognitive Behavioural Marital Therapy. New York: Brunner Mazel.

Greenberg, L.  & Johnson, S. (1988). Emotionally Focused Therapy for Couples. New York: Guilford. 

Jacobson, N. & Gurman, A. (1995). Clinical Handbook of Couples Therapy. New York: Guilford

Jacobson, N. & Margolin, G.  (1979). Marital Therapy; Strategies Based on Social Learning and Behavioural Exchange Principles. New York: Brunner Mazel. 

Psychosexual problems

Kaplan, H. (1974). The New Sex Therapy. New York: Quadrangle.

Kaplan, H. (1995). The Sexual Desire Disorders. New York: Brunner Mazel. 

Masters, W. & Johnson, V. (1970). Human Sexual Inadequacy. Boston: Little-Brown. 

Schnarch, D. (1991). Constructing the Sexual Crucible: An  Integration of Sexual and Marital Therapy. New York: Norton. 

Weeks, G. & Hof, L. (1987). Integrating Sex and Marital Therapy: A Clinical Guide. New York: Brunner Mazel. 

Anxiety disorders

Bloch, S., Hanfer, J., Harari, E. & Szmukler, G. (1994). The Family in Clinical Psychiatry. Oxford: Oxford University Press. (Chapter 10)

Craske, M. & Zoellner, L. (1996). Anxiety disorders: The role of marital therapy. In N. Jacobson, N. & A. Gurman (Eds.), Clinical Handbook of Couples Therapy (394-410). New York: Guilford

Mood disorders

Clarkin, J., Haas, G. & Glick, I. (1988). Affective Disorders and the Family. New York: Guilford. 

Jones, E. & Asen, A. (1999). Systemic Couples Therapy and Depression. London: Karnac Books. 

Klerman, G., Weissman, M., Rounsaville, B., & Chevron, E. (1984). Interpersonal Therapy of Depression. New York: Basic. 

Miklowitz, D. & Goldstein, M. (1997). Bipolar Disorder: A Family-Focused Treatment Approach. New York:  Guilford 

Psychotic disorders

Anderson, C. Reiss, D.  & Hogarty, G.  (1986).Schizophrenia and the Family. New York: Guilford.

Barrowclough, C.  & Tarrier, N.  (1992). Families of Schizophrenic Patients - Cognitive Behavioural Intervention. London: Chapman Hall. 

Falloon, I., Laporta, M., Fadden, G.  & Graham-Hole, V. (1993). Managing Stress in Families. London: Routledge. 

Kuipers, L., Leff, J.  & Lam, D.  (1992). Family Work for Schizophrenia - A Practical Guide. London: Gaskell. 

Alcohol abuse

O'Farrell, T. (1993). Treating Alcohol Problems: Marital and Family Interventions. New York: Guilford. 

Chronic pain management

Fordyce, W. (1976). Behavioural Methods of Chronic Pain and Illness. St Louis, MO: Mosby. 

Turk, D., Meichenbaum, D.  & Genest, M. (1983). Pain and Behavioural Medicine: A Cognitive-Behavioural Perspective. New York: Guilford.

Family management of neurologically impaired adults

Woods, R. (1996). Handbook of the Clinical Psychology of Aging. Chichester: Wiley. 
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