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Systemic therapy is a widely used psychotherapy approach. Yet there exist few systematic reviews on its efficacy. A meta-content analysis was performed to analyze the
efficacy of systemic therapy for the treatment of mental disorders in adulthood. All
randomized (or matched) controlled trials (RCT) evaluating systemic/systems oriented
therapy in various settings (family, couple, individual, group, multifamily group
therapy) with adult index patients suffering from mental disorders were identified by
database searches and cross-references in other reviews. Inclusion criteria were: index
patient diagnosed with a DSM or ICD listed mental disorder, trial published in any
language up to the end of 2008. The RCTs were content analyzed according to their
research methodology, interventions applied, and results. Thirty-eight trials published
in English, German, Spanish, and Chinese were identified, 34 of them showing systemic therapy to be efficacious for the treatment of mood disorders, eating disorders,
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substance use disorders, mental and social factors related to medical conditions and
physical disorders, and schizophrenia. Systemic therapy may also be efficacious for
anxiety disorders. Results were stable across follow-up periods of up to 5 years. There is
a sound evidence-base for the efficacy of systemic therapy for adult index patients with
mental disorders in at least five diagnostic groups.
Keywords: Systemic Therapy; Systems Oriented Family Therapy; Couples Therapy;
Family Therapy; Multifamily Group Therapy; Individual Therapy; RandomizedControlled Trial (RCT); Efficacy; Therapy Research
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W

hile there exist many reviews on the efficacy of cognitive behavior therapy (CBT;
e.g., Shadish & Baldwin, 2005) or psychodynamic therapy (e.g., Leichsenring &
Rabung, 2008), one hardly finds reviews of systemic therapy although it is one of the
most widespread therapy orientations (Orlinsky & Ronnestad, 2005). The few reviews
about the efficacy of systemic therapy for adult mental disorders are restricted to
Anglo-Saxon trials published in English (Carr, 2009; Stratton, 2005).
Most reviews that contain studies of systemic therapy focus on therapy settings
(marital/couple and family therapy (MFT/CFT), multiple family groups) rather than
on a systems theory orientation. Several papers review trials on the efficacy of CFT in
general (e.g., Alexander, Sexton, & Robbins, 2002; Asen, 2002; Baucom, Shoham,
Mueser, Daiuto, & Stickle, 1998; Carr, 2009; Diamond & Siqueland, 2001; Gollan &
Jacobson, 2002; Gottman, Ryan, Carrere, & Erley, 2002; Gurman & Liddle, 2002;
Lebow & Gurman, 1995; Liddle & Rowe, 2004; Liddle, Santisteban, Levant, & Bray,
2002; Pinsof & Wynne, 1995; Scheib & Wirsching, 2004; Shadish & Baldwin, 2003;
Snyder, Castellani, & Whisman, 2006; Sprenkle, 2002). This focus on couple and
family therapy and the failure to distinguish between mode/setting of treatment and
theoretical approach has been a major limitation of earlier reviews and meta-analyses.
It results in less visibility of systemic therapy within the discourses of evidence based
outcome research compared to corresponding behavioral approaches (Sprenkle, 2002).
This has implications for its recognition as evidence-based treatment method.
The focus of our work was to conduct a systematic review of all randomized, controlled outcome studies (RCT) on the efficacy of systemic therapy as a theoretical
approach for the treatment of DSM/ICD-disorders in adults. A meta-analysis could not
be performed due to the high variability of the methodology of the trials we identified.
Therefore, we conducted a meta-content analysis (see Sydow, 1999), which systematically collects relevant studies according to a priori defined criteria and presents its
results in form of a table with systematic data on study methodology and outcomes.
Our review is an update of an earlier German paper, which included trials published
until the end of 2004 (Sydow, Beher, Retzlaff, & Schweitzer-Rothers, 2007a; Sydow,
Beher, Retzlaff, & Schweitzer-Rothers, 2007b). We analyzed trials published in English as well as in other languages. Studies with child or adolescent index patients are
reported in another German review (Sydow, Beher, Schweitzer-Rothers, & Retzlaff,
2006), of which an English update is being prepared.
Like many other researchers (Grawe, Donati, & Bernauer, 1994; Justo, Soares, &
Calil, 2007; Kazdin & Weisz, 1998; Orlinsky & Ronnestad, 2005; Shadish et al., 1993),
we use ‘‘systemic/systems oriented therapy/therapies (ST)’’ as a general term for a
www.FamilyProcess.org
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major therapy orientation that can be distinguished from other main approaches like,
for example CBT or psychodynamic therapy. This understanding of ‘‘ST’’ is narrower
than that of Carr (2009) and Asen (2002), who both subsume any type of couple-/
family-based intervention (e.g., CBT) under the term ‘‘systemic intervention,’’ while
it is broader than the view that equates ‘‘systemic therapy’’ with Milan style systemic
therapy (e.g., Sprenkle, 2005).
Systemic therapy can be defined as a form of psychotherapy that conceives behavior
and especially mental symptoms within the context of the social systems people live in,
focusing on interpersonal relations and interactions, social constructions of realities,
and the recursive causality between symptoms and interactions. Partners/family
members and other important persons (e.g., friends, professional helpers) are included directly or virtually in the therapy through systems oriented questions about
their behavior and perceptions (Becvar & Becvar, 2009; Sydow et al., 2007a). A
number of textbooks describe the theoretical foundations and standard interventions
commonly employed in systemic therapy (e.g., Becvar & Becvar, 2009; Retzlaff, 2008;
Schweitzer & von Schlippe, 2006; Sydow, 2007; von Schlippe & Schweitzer, 1996).
While MFT/CFT has a large intersection with systemic therapy, these two types of
therapies are not identical. The setting CFT is also employed by therapists with a not
primarily systemic orientation (e.g., psychodynamic, cognitive behavioral, psychoeducative; see Diamond & Siqueland, 2001; Lebow & Gurman, 1995; Scheib & Wirsching, 2004; Sydow et al., 2007a) and systemic therapy can also be conducted as
individual therapy (IT), group therapy (GT), or as multifamily group therapy (MFGT).

METHOD OF THE META-CONTENTANALYSIS

Identification of the Primary Studies
Trials were identified through database searches and cross-references in reviews,
meta-analyses, or other primary studies. Members of the American Academy of
Family Therapy and the European Federation of Family Therapy were contacted by
e-mail for additional hints.
Searches in databases
We conducted systematic searches of medical and psychological databases (ISI Web
of Science, PsycINFO, Psyndex, Medline, PubMed, and PsiTri) up to the publication
data of December 2008 and also included in press publications. Trials on the efficacy of
systemic interventions cannot reliably be found under one general label, but often
under subform labels (e.g., ‘‘structural family therapy,’’ ‘‘solution-focused couple
therapy’’). While searches for global terms (family/marital/couple therapy/intervention and trial) identify thousands of studies that could not be analyzed with our
limited resources, a restriction to ‘‘systemic’’ or ‘‘systems oriented’’ therapy
would not have captured many relevant studies that were identified through cross
references.
Searches in meta-analyses and Cochrane Reviews
Results of meta-analyses/Cochrane reviews of CFT in general (Dunn & Schwebel,
1995; Grawe et al., 1994; Markus, Lange, & Pettigrew, 1990; Shadish et al., 1993) and
the treatment of specific disorders (Barbato & D’Avanzo, 2006; Edwards & Steinglass,
1995; Henken, Huibers, Churchill, Restifo, & Roelofs, 2007; Justo et al., 2007;
Fam. Proc., Vol. 49, December, 2010
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Martire, Lustig, Schulz, Miller, & Helgeson, 2004; O’Farrell & Fals-Stewart, 2001;
Pharoah, Mari, Rathbone, & Wong, 2006; Stanton & Shadish, 1997) are summarized
in the results section. Only the latest, most comprehensive versions of Cochrane
Reviews were included.
Review articles
We analyzed all reviews mentioned above, reviews of CFT meta-analyses (Lutz,
2006; Sexton, Robbins, Hollimon, Mease, & Mayorga, 2003; Shadish & Baldwin, 2003)
and on empirically validated treatments (Chambless et al., 1998; Fonagy & Roth,
2004a, b) in order to identify relevant primary studies.

Selection of theTrials
Selection criteria with regard to the research methodology applied
All randomized (or matched1) controlled trials (RCT) on the efficacy of systemic
therapies with DSM or ICD diagnosed adult index patients published until the end of
2008 (and in press) in any language were analyzed. We excluded trials that presented
results only on relational outcomes (e.g., marital quality).
Selection criteria with regard to the systemic interventions
According to our definition of ST and the criteria applied by other researchers, we
operationalized ‘‘systemic psychotherapy’’ as any couple, family, group, multifamily
group, or individual focused therapeutic intervention that refers to either one of the
following systems-oriented authors (Anderson, Boszormeny-Nagy, de Shazer, Haley,
Minuchin, Satir, Selvini-Palazzoli, Stierlin, Watzlawick, White, Zuk) or specified the
intervention by use of at least one of the following terms: systemic, structural, strategic, triadic, Milan, functional, solution focused, narrative, resource/strength oriented, McMaster model (Cottrell & Boston, 2002; Grawe et al., 1994; Justo et al., 2007;
Kazdin & Weisz, 1998; Shadish et al., 1993). We only included trials with at least one
predominantly systemic intervention. Trials on predominantly cognitive-behavioral,
psychodynamic, or psychoeducative interventions in any setting were excluded. The
systemic interventions are marked in bold letters in Table 1.
The final sample of the analyzed RCT studies
We identified 38 trials (the Helsinki Psychotherapy Study was counted twice because it was analyzed separately for affective and anxiety disorders), including 12 new
trials not included in our first German review (Sydow et al., 2007b). We excluded eight
studies from our first review because we now applied even stricter inclusion criteria.
We could only identify trials published in English, German, Spanish, and Mandarin.

RESULTS
First, we summarize results of meta-analyses across diagnostic groups, then results
of meta-analyses and primary studies for specific disorders. Table 1 provides an
overview of the methodology and results for each single trial we analyzed. The trials
are arranged by diagnostic groups and by date of publication. Table 2 provides a
1

Because the samples were matched instead of randomized in only two of 38 trials (Table 1), we
refer to the whole lot as ‘‘randomized’’ studies.
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Country

R Treated

pt

IP

Jones and
Asen
(2000/2002):
Leff et al.
(2000)
London
Depression
Intervention
Trial
Knekt and
Lindfors
(2004); Knekt
et al. (2008),
2008
Helsinki
Psychotherapy
Study (HPS)

x

Finland

-

x

U.K.

98

98

(294)

99

93

21

93

40
(11)
37
(77)

27

20–46

39
( 64)

75%

64%

 5 J.

 3 J.

 100
ca. 500?

30

24–32

12

12

12

12

2. Short-term
psychodynamic IT
3. Long-term
psychodynamic IT
(4. Psychoanalysis: no RCT,
self-selected)
DSM-IV mood (86%),
anxiety (43%), personality
disorders (PS; 18%)

1. Solution-Focused IT

2. Unspec. IT and
antidepressants
3. Systems oriented CT
and placebo
4. Unspecific IT and
placebo
Depression (Global
Severity of Depression
Scale 46)
1. Systemic CT
(2. Cognitive IT)
3. Pharmacotherapy:
Antidepressants
Major Depression
(Hamilton Depression
Rating Scale 413)

1. Systems oriented CT
and antidepressants

Treatment and
control groups
Duration Type of disorder
(weeks) researched

Interventions

15–20

10–12

12–20

7

40

(166)

12

43

12

Number of
sessions

7

79%

IP

Sex

42

1. Mood disorders (DSM-IV; ICD-10: F3) (7 RCT)
Depressive disorders/Major depressive disorder (MDD) (6 RCT)
Friedman
U.S.A.
x
41
21–67
(1975)

Authors
and year

Age

Sample (N-IP)

1 vs. 2

X

X

—

ITTanalyses

—
F
F

F
F

F

F

—

F
(F)
x

—

—

—

—

x
(x)
F

x

—

x

—

1-year-Follow-up:
reduction of depressive
symptoms (BDI): 1 ¼ 2,
remission of depression:
142

Drop out rate: 1o3o(2);
reduction of depressive
symptoms (BDI): after
1 year: 143;
Expressed Emotion: no
effects; therapy
costs: 143; all health costs:
1¼3

Depression: improved with
CT and drug,
Drug: faster clinical
improvement
than CT
Couple-/family
relationships: 1 ¼ 342 ¼ 4

CTResults at the end of
Manual integrity intervention (posttest)

Study design

TABLE 1
Primary Studies About the Efficacy of Systemic Therapy with Adult Index Patients (38 Trials)

3- and 5-years:
reduction of
depressive
symptoms (BDI)
1 ¼ 2; remission
from diagnosis:
1 ¼ 2;
improvement
work ability:
1 ¼ 2;
days on
sick-leave:
1¼2

2-years:
Reduction of
depressive
symptoms
(BDI): 143; all
health costs:
1¼3

—

Follow-up
results

+

+

þ/

Evaluation

U.S.A.

Italy

Belgium

Fabbri et al.
(2007)

Lemmens
et al. (2009)

Country

Miller et al.
(2005)

Authors
and year

x

x

x

10
(20)

10
(20)

35

10

10

(76)

18–64

47

64-

60%

7

6( 12)

6 months

12 þ

12 þ

26

( 10) þ 5 þ 13

26

(94)

26

( 10) þ 13( 24)

Number of
sessions

21

82%

IP

( 10) þ 5( 10)

18–65

IP

1. FT (McMaster
Model) þ
Pharmacotherapy
(maintenance)
2. Pharmacotherapy alone
(dose increase)
Outpatients with
recurrent MDD, living
with a partner, who
relapsed while taking
antidepressive drugs
1. Multifamily group
therapy (systemic)
þ TAU (inpatient
treatment)

Psychiatric outpatients
1. Pharmacotherapy
2. Pharmacotherapy þ
Problem-centered
Systems FT
3. Pharmacotherapy þ CBT IT
4. Pharma þ
Probl.-cent.
Syst. FT þ CBT
DSM-III-R MDD
and BDI417
Outpatient therapy
After discharge from
psychiatric hospitalization

Treatment and
control groups
Duration Type of disorder
(weeks) researched

26
26

pt

Sex

Interventions

24
21

R Treated

Age

Sample (N-IP)

TABLE 1 (Contd.)

—

—

X

ITTanalyses

—

F

F

—

F

F

F
F

—

(x)

(x) X

(x) X

(x)
(x)

Follow-up
results

3 months: Treatment
responders:
1 (23%) ¼ 2 (20%) ¼ 3
(13%);
Remission: 1 (20%) ¼ 2
(16%) ¼ 3 (13%)

15 months:
Treatment
responders
(BDI scores at
least 50%
improved):
1 (49%)42
(24%) ¼ 3 (9%).
Remission (BDIscoreo9): 1
(37%) ¼ 2

—
Success weak in all groups:
remission 16%;
improvement: 29%;
Matching of intervention
and problem (cogn.
distortion, fam.
impairment) improved
outcome slightly; FT vs. no
FT improved outcome
substantially (depr.
symptoms, suicidal
ideation, remission,
improvement, less
treatment failiures). CBT
vs. no CBT: no effect on
symptoms, suicidal
ideation, improvement,
remission
Treatment responders
12 months:
(CIDFblind psychiatrists’ Relapse rate: 1
rating): 1 (70%) ¼ 2 (70%) (14%)o2 (86%)

CTResults at the end of
Manual integrity intervention (posttest)

Study design

þ?

+

+

Evaluation

X

24

23

30

29

(92)

22

33

(83)

Finland

x

99
(294)

93
98

93
98

3. Somatoform disorders (DSM-IV; ICD-10: F44) (1 RCT)
Ataoglu (2003)
Turkey
x
15
15

Knekt and
Lindfors
(2004); Knekt
et al.
(2008a, b)
Helsinki
Psychotherapy
Study (HPS)

2. Anxiety disorders (DSM-IV; ICD-10: F40-42) (2 RCT)
Willutzki et al.
Germany
X
47
45
(2004)
36
29
(83)

Bipolar disorders (1 RCT)
Miller et al.
U.S.A.
(2004);
Miller et al.
(2008);
Solomon et al.
(2008)

23

25

23

20–46

38.2

(18–65)

39

97%

75%

42%

57%

80%

n.i.

ca. 300?

6

 3 J.

24–32
30

n.i.

24.6( 30)

10–12
15–20

n.i.

n.i.

n.i.

n.i.

X
1 vs. 2

F

F

1. Paradox intervention not applicable
(IT)

1. Solution-Focused IT
2. Short-term
Psychodynamic IT
3. Long-term
Psychodynamic IT
DSM-IV mood (86%),
anxiety (43%), Personality
disorders (PS; 18%)
Psychiatric outpatients

1. Combined resourcefocused IT
2. CBT IT
Social phobia (DSM-IV)

DSM-III-R acute bipolar
disorder (type I)

1. Problem-centered
Systems FT
(Mc-Master Model) þ
pharmacotherapy
2. Multifamily
group therapy þ
pharmacotherapy
3. Pharmacotherapy alone

2. Single systemic
FT þ TAU
(inpatient)
2–3 months 3. Treatment as usual
(TAU: inpatient)
DSM-IV MDD,
living with partner

6 months

23.4( 30)

-

6

12

7

F

F

F

F
F

F
F

F

(x)

(x)

—

—

F

x

x

-

x

x

F

X

Conversion symptoms
1o2;

Therapy drop out: 1
(4%)o2 (19%); phobic
symptoms: 1o2; Other
psychiatric impairment:
1o2
1-year-follow-up: Anxiety
(SCL-90-GSI): 1 ¼ 2 ¼ 3

F

F

3-years: Anxiety
reduction
1 ¼ 2o3;
Remission from
respective
diagnoses: 1 ¼ 2

F

3 (55%) ¼ 1
(48%); time to
recovery:
2 (Median 7
months) ¼ 3 (8
months) ¼ 1 (10
months)
Recurrence by
month 28:
1¼2¼3
Hospitalized by
month 28:
2 (5%)o1
(31%) ¼ 3 (38%)

Recovered by
month 28: 2
(70%) ¼

(28%) ¼ 3 (17%);
Antidepressants: 1
(74%)o2
(84%)o3 (100%)

+

+

+

þ/

Country

15

R Treated

15

pt

(16–30)

IP

IP

Sex

n.i.

Number of
sessions

39

(14–33)
40
57%

100%

98%

12 w.

1 J.

19 þ 34

6

1 J.

52

32

28

52

26.2

10.9

12.9

13.6

24.9

-

10

?

6

CCMD-3 anorexia nervosa

3. Outpatient group
therapy (IP/parents)
4. No treatment
DSM-III-R Anorexia
Nervosa
1. Focal psychoanalytic
psychotherapy (IT)
2. Maudsley Approach
FT/CT (IT)
3. Cognitive-analytic
therapy (CAT) (IT)
4. Routine treatment
DSM-IV anorexia nervosa
1. Systemic FT
(Maudsley, Minuchin,
etc.)
2. Parent support group þ
IP-GT
DSM-IV eating disorders
1. Structural
FT þ Citalopram
2. Citalopram alone

2. Outpatient IT and
FT (structural?)

1. Inpatient treatment þ
outpatient IT/FT

2. Medication (Diazepam)
(IT)
DSM-IV conversion
disorder (pseudoseizure)

Treatment and
control groups
Duration Type of disorder
(weeks) researched

Interventions

5. Psychosocial factors related to medical conditions and physical disorders (DSM-IV: Axis III; ICD-10: F54) (6 RCT)
Cancer
Wirsching
Germany
x2
58
57
18%
5.9
2 years
1. Systems Consultation:
et al. (1989)
FT, IT, involvement of
med. practitioners,
too

x

(20–45)

(62)

(71)
21

Li et al. (2006)

21.6

20.3

21

20

27

Espina
Eizaguirre
et al. (2000,
2002)

26.3

(42)

13
(54)
42

19
(84)
44

China

13

22

x

16

22

Spain

12

x

20
(73)

20
(90)

21

U.K.

Dare et al.
(2001)

17

20

4. Eating disorders: Anorexia nervosa and Bulimia nervosa (DSM-IV; ICD-10: F50) (4 RCT)
Crisp et al.
U.K.
x
30
18
22
n.i.
??? þ 12
(1991);
Gowers et al.
(1994)
20
18
12

Authors
and year

Age

Sample (N-IP)

TABLE 1 (Contd.)

F

F

F

X

X

ITTanalyses

F

F

F

F

F

F

(x)

F

F

(x)

F

F

(x)

F

F

F

(x)

F

F

F

F

F

F

F

Social support of family
related to

Medication compliance:
142

Weight gain: 142;

Symptoms: 1o2;
Bulimic symptoms:
1o2 Reduction of
depression þ
anxiety: 1 ¼ 2

After 1 year: All groups
improved; Weight gain: 1,
244; clin. outcome:
Recovered/significantly
improved 1, 244 All
groups: weak outcome Drop
out: 1 ¼ 2 ¼ 3 ¼ 4.

nutrition: 1, 24344

Menstruation: 1, 24344;

Weight gain: 2, 344;

1-year-follow-up:

Anxiety-scores: 1o2

CTResults at the end of
Manual integrity intervention (posttest)

Study design

5-years: Survival
rate (in months):
Nonsmall cell
bronchial CA

12-weeks
postintervention:
Weight gain:
142;
2-year-follow-up:
relapse rate: 1o2

F

F

2-year-follow-up:
Weight, BMI:
244;
Clinical
improvement
was maintained

Follow-up
results

þ?

+

+

+

+

Evaluation

U.S.A.

x

x

Cardiovascular disease
Priebe and
BRD
Sinning (2001)

HIV/AIDS
Prado et al.
(2002);
Mitrani et al.
(2003);
Szapocznik
et al. (2004)

x

China

Hu et al.
(2007)

73

69

67

(80)

40

40

(164)

46
60

(40)

21

19

36

(38–70)

100%

14%

?

(23–65)

55.4

100%

42

(31–78)

5.74

12.45

2–4

1?

1.1
0

(1–12)

36

36

8–16

10 days

F

3. CG without intervention

2. Person-Centered
IT (Rogers)

1. Structural
Ecosystems FT (SFT)

2. Medical routine
treatment (MRT)
Pat. after heart attack,
coronary angioplasty,
bypass OP

1. Psychoeducative
solution oriented
CT þ MRT

Breast carcinoma (CA)

1. Systemic FT þ MRT
(operation)
2. MRT (operation)

3. Medical routine
treatment (MRT)
Bronchial carcinoma
(CA)

2. Counseling on demand

X

X

F

x

x

F

F

F

F
F

x

x

F

F

F

F
F

9 months: Psychol. stress:
1o2o3;

therapy retaining: 142;

Therapy engagement: 1
(75%)42 (61%);

F

10 days after operation:
mental health
Improved in 1 but not in 2;
subjective social
Support improved in 1 but
not in 2

Number of sessions
(IT þ FT)

18 months:
psychol. stress:
1o3
Only in 1: doseresponse relation
of
Number of
therapy sessions
and stress

9 months:
Depression: 1o2
(both decreased,
p4.06); subj.
health: 1
(improved)42
(decreased); fear
of recurrence:
1o2; subj.
rehabilitation
success: 142;
rehabilitation
success from
perspective of
partner: 142

(stage I–III b): 1
(26 months) ¼ 3
(20) ¼ 2 (14); Stage III b: 1 (20
months)43
(14)42 (6); Small
cell bronchial
CA: 1 (10
months)42 (8
months), 3 (6
months)
F

þ?

+

þ?

Country

Cockburn
et al. (1997)

U.S.A.

Orthopedic disorders
Saarijärvi
Finland
et al. (1989,
1991, 1992);
Saarijärvi
(1991)

Authors
and year

x

x

28

(56)

30

(63)

(6)

6

5 months

1. Solution-focused
IT þ standard rehab

Patients with chronic low
back pain

2. CG without intervention

1. Systemic Couple
Therapy

(3. Equal to 1: only
posttest)
(4. Equal to 2: only
posttest)

12

(6)

6

5

F

F

(F)

(F)

F

F

F

F

F

(x)

1 þ 3 better than 2 þ 4,
e.g. stress:

Adjustment to Illness:

Scales (F-COPES): 1 þ 3
better than 2 þ 4;

Family Crisis Oriented
Personal Evaluation

F

Relationships predict
engagement in FT

(Monetary reward
for filling out
questionnaires:
50–100 US$)

CTResults at the end of
Manual integrity intervention (posttest)
family hassles: 1o2, 3;
family

ITTanalyses

Study design

HIV-positive women (black
mothers)

Treatment and
control groups
Duration Type of disorder
(weeks) researched

12

58%

51%

IP

Number of
sessions

2. CG: only standard
rehabilitation program

37.2

(23–64)

47

IP

Sex

Interventions

11

13

28

pt

33

(209)

R Treated

Age

Sample (N-IP)

TABLE 1 (Contd.)

12 months:
general disability
(pain, disability,
Clinical
measures,
medical service
use):
1 ¼ 2; marital
communication:
142;
Psychological
distress: 1o2
(only males)
5-years:
psychological
distress:
1 (decreased)o2
(increased)
Return to work 2
months after end
of
Intervention:
1þ3
(100%)42 þ 4
(79%)

Reduction;
Family hassles:
1o2, 3
(increased in 2, 3;
increase: 243!);
Family support:
general decline
1¼2¼3

Follow-up
results

+

þ?

Evaluation

(48)

U.S.A.

Zweben et al.
(1988)

x

x

70

46

(116)

(12)
139

79

(218)

U.S.A.
x
36
28
Beutler et al.
(1993);
Rohrbaugh
29
19
et al. (1995);
(65)
(47)
Karno et al.
(2002);
Kuenzler and
Beutler (2003);
Harwood
et al. (2006)
Opioid disorders/Heroin dependence (4 RCT)
Stanton and
U.S.A.
x
21
Todd (1982);

U.K.

Bennun (1988)

n.i.

7

’(33)

k.A:

8

6–16

0%

28

12–20

1

26

16 þ 16

6 þ 16

0.14

8

27

9

8

24

n.i.

n.i.

n.i.

8

n.i.

n.i.

n.i.

12–20

16%

17%

17%

33%

39%

M ¼ 38

22–68

41.1

43.6

31–68

6. Substance use disorders (DSM-IV: . . .; ICD-10: F1, F55) (10 RCT)
Alcohol disorders (4 RCT)
McCrady
U.S.A.
x
18
n.i.
42
et al. (1979);
McCrady
et al. (1982)

(n.i.)

1. Paid structural-strat.
FT þ meth

2. CBT CT
DSM-III alcohol abuse or
dependence
Couples’ Alcoholism
Treatment Project (CAT)

1. Systemic CT

Alcohol abuse

2. Couple counseling

2. Problem solving FT
(social learning theory)
Alcohol dependence
1. Systems-based CT

DSM-II alcohol disorder:
Inpatients in a private
psychiatric hospital
1. Systemic FT (Milan
approach)

3. IP-GT (inpatient
treatment)

2. Inpatient treatment
only for IP þ CT
group, IPGT þ Partner-GT

1. Inpatient treatment
for both partners (CT
group, etc.)

Rehabilitation of married
patients with orthopedic
disorders

(x)

F

F

F

F

(x)

x

(x)

x

x

(x)

F

x

(x)

F

F

F

F

(x)

F

F

(x)

(x)

F

F

Early treatment
dropout: 1o2

Alcohol use: 142 (!)

(alcohol dependence,
marital and
family functioning)
6 months: abstinent
days: 1 (52%) ¼
2 (58%); Both groups
improved
Compared with pretreatment
Drop-out: 1 (46%)o2
(67%);

Both groups improved
1¼2

Psychiatric symptoms:
1¼2¼3

Marital quality: 1 ¼ 2 ¼ 3;

Alcohol consumption: 1,
2o3;

1 þ 3o2 þ 4 (self-report)

12 months
postintervention:

18 months: Both
groups improved;
abstinent days: 1
(51%) ¼ 2 (56%);
Marital quality
improved: 1 ¼ 2
Drinking
outcome: 2
(M ¼ 75) better
Than 1 (M ¼ 58)

Therapy success
at 6 months:
1¼2

and marriage:
1 ¼ 2 ¼ 3;
4-years:
abstinent followup months:
1 (61%) ¼ 2
(45%) ¼ 3 (54%);
marriage,
Work, inpatient
days: 1 ¼ 2 ¼ 3

6 months:
abstinence: 2
(83%) ¼ 1 (61%)
¼ 3 (43%);
psycholog.
wellbeing

+

þ/

F

+

þ?

NL

U.S.A.

McLellan
et al. (1993);
Kraft et al.
(1997)

Country

Romijn et al.
(1990)

Stanton
et al. (1982)

Authors
and year

x

m

97.8

(Counseling)

(100)

32

n.i.

n.i.

33

15%

24%

IP

Number of
sessions

51.6

42.5

24

IP

Sex

36

(92)

30

38
(119)

31

73

pt

81

53
(118)

19

25

R Treated

Age

Sample (N-IP)

26

26

26

n.i.

n.i.

26

1. Minimum Methadone
Services (IC, FT)
2. Standard Methadone
Services (IC, FT)
3. Enhanced Methadone
Services: IC þ Bowen
FT þ psychiatric
consult
Opioid and cocaine related
disorders (Ø since 11
years!)
After 6 months
intervention all received
SMS (2)

2. Methadone þ IC
Heroin dependence

1. Structural-strategic
FT þ possibly
methadone (Stanton
& Todd, 1982)

2. Unpaid structuralstrat. FT þ methadone
3. CG: Paid Family movies
(attention placebo)
4. Methadone þ IC (TAU)
Heroin dependence

Treatment and
control groups
Duration Type of disorder
(weeks) researched

Interventions

TABLE 1 (Contd.)

F

F

fatalites
included

ITTanalyses

F
F
F

F
F

F

F

F

(x)

(x)

Use of opioids (urine
tests) þ other drugs

With employment status,
family relations,

Abstinence (opioid,
cocaine) after
12 weeks: 3 (81%)42
(59%)41 (31%);
24 weeks: improved:
34241; 3 better

CTResults at the end of
Manual integrity intervention (posttest)

Study design

Illegal drug
abstinence: 1,
2  3, 4; 31
months:
mortality: 1, 2
(2%)  3, 4
(10%); Quantity
Alcohol: 1 (655
ounces) ¼ 2
(667) ¼ 3
(386) ¼ 4 (816)
18 months
postintervention:
Heroin
Abstinence/
consumption
only once per
month: 1
(64%) ¼ 2 (46%);
clin.
improvement
(drugs, social): 1
(40%) ¼ 2 (22%)
6 months: drug
consumption
(urine, selfreport): 3o2, 1;
12 months:
heroin
abstinence:
34241;
Costeffectiveness
ratio per
abstinent
client: 2
(US$9.804)4

Follow-up
results

+

þ?

Evaluation

U.K.

x

’(101)

U.S.A.

x

19

19

(38)

27

29

(56)

18–50

Spain

m

(29)

(38)

13

12

19

26

0%

7. Schizophrenia and other psychotic disorders (DSM-IV; ICD-10: F2) (8 RCT)
De Giacomo
Italy
x
19
17
n.i.
n.i.
et al. (1997)

Smock et al.
(2008)

21%

28,6

8.5

10

6

6

8,9

13,7

33

12%

37%

18,1

(18 þ )

28.2

32

36

Other illegal and mixed substance use disorders (2 RCT)
ZieglerU.S.A.
x
79
49
approx. 30
Driscoll (1977)

Yandoli et al.
(2002)

12

2.5

52

52

52

1. Systemic FT and
medication

DSM-III-R Schizophrenia

1. Systemic FT
(Paradox) and
Neuroleptika
2. Neuroleptica

1. Structural FT
(inexperienced FT
trainees)
2. GT for relatives
3. Peer GT
Illegal/legal drug: outpatient treatment after
45–60 days of in-patient
treatment in drug-free
therapeutic community
1. Solution focused GT
(SFGT)
2. GT (problem-focused,
psychoeducative)
Substance abuse (level
1): alcohol, cannabis,
cocaine, nicotine

3. Methadone þ low contact
intervention
Daily opioid user
(outpatient) þ
MethadoneReduction treatment
( 5 g/day every 14 days)
in 1 þ 3, flexible
reduction in 2

2. Methadone þ
supportive IC (TAU)

1. Structural-strategic
CFT þ methadone
(Stanton & Todd,
1982)

F

F

F

F

X

F

F

F

F

F

x

x

F

(x)

(x)

F
F

F
F

F

F

F

F

F

F

F

F

Symptoms: significant
reduction in 1, 2 -

Drop-outs: 1o2

Substance use change:
1 ¼ 2;
Depression (BDI) change:
1¼2
Outcome questionnaire: 1
better than 2

Drug-free days: 1 ¼ 2o3

6 months: drug-free: 1
(22%)43 (8%), 2 (5%);

Symptoms
(BPRS): 1o2;
Social activity of
IP: 142
F (in
preparation)

1-year: Both
groups improved;

F

1-, 2-, 4–6
months: 1 ¼ 2 ¼ 3
(no urine
analyses)

2 (0%); 5-years:
mortality:
1 ¼ 2 ¼ 3;
(urine analyses
incomplete);
reduction
Of drug
consumption
associated with
Reduction of
depression and
Improvement of
social functions

3 (US$11.818)41
(US$16.485)
12 months: drugfree: 1 (15%)43
(8%)4

+

+

+

þ?

+

China

Italy

China

China

China

Bertrando
et al. (2006)

Zhang, Yuan,
Yao et al.
(2006)

Zhang, Liu,
Pan et al.
(2006)

Cao and Lu
(2007)

Country

Zhou (2003)

Espina and
Gonzalez
(2003)

Authors
and year

x

x

x

x

x

22 þ 44

Number of
sessions

48

6
(34)

30
(60)

50

28

65
(133)

75
(150)

30

68

75

8
(18)

30
(60)
10

30

19–45

32

31

30

36

16–60

30

(55)

40%

0%

31%

39%

8

14

3

F

30%

IP

15

18–35

IP

6

pt

Sex

17

10

R Treated

Age

Sample (N-IP)

2. CG (antipsychotic drugs)
CCMD-3
SchizophreniaF
outpatient treatment
after inpatient
treatment
24 months 1. Systemic FT and
antipsychotic drugs

1. Systemic FT and
antipsychotic drugs

2. Parent GT and Patient
GT and medication
1.5
3. Psychopedagogic Parent
GT and medic
4. CG (medication:
Neuroleptica)
DSM-IV Schizophrenia and
living with parents
3 months 1. Systemic FT and
antipsychotic drugs
2. CG (antipsychotic drugs)
CCMD-3 Schizophrenia
1. Systemic FT (Milan)
and antipsych.
medication
2. CG (antipsychotic
medication) DSM-IV
Schizophrenia: since no
less than 5 years
30 months 1. Systemic FT and
antipsychotic drugs
2. CG (antipsychotic drugs)
CCMD-3 Schizophrenia

12

Treatment and
control groups
Duration Type of disorder
(weeks) researched

Interventions

TABLE 1 (Contd.)

F

F

F

F

F

ITTanalyses

?

?

(x)

(x)

F

F

F

x

F

F

Follow-up
results

Symptoms (PANSS): 1
(reduced)F2 (stable);
Quality of life (GQOLI): 1
(increased)F2 (stable)

Drop-outs: 1o2

1-year: annual relapse
rate 1 (19%)o 2 (35%);
symptoms (PANSS):
1o2; Social function
(DAS): 142

F

2-year: annual
relapse rate: 1
(16%)o2 (34%)
Symptoms
(PANSS): 1o2;
Social function
(DAS): 142
2-year: relapse
rate: 1 (17%)o2
(73%)

Expressed Emotion:
Relapse rate: 1
critque: 1o2; Warmth:
(30%) ¼ 2 (63%)
142. EE related to relapse
risk

Reduction of psychiatric
symptoms
(BPRS): 142

Relapse rate: 2 (10%)o4
(53%)F1 (23%), 3 (41%)

No change in 3, 4;

CTResults at the end of
Manual integrity intervention (posttest)

Study design

þ?

+

+

þ?

+

Evaluation

Italy

x

(40)

20

20

45
(93)

20–46

25%

12

1 year

2. CG (antipsychotic drugs)
CCMD-3/ICD-10
Schizophrenia
1. Syst. FT (Milan)
and psychiatric
routine treatment
2. Psychiatric standard
treatment: Neuroleptic
med
DSM-IV Schizophrenia
(X)

(x)

F
Relapse rate: 1 (15%)o2
(65%); Patient visits in
psychiatric department: 1
(5%)o2 (40%); Compliance
with medication: 142

Relapse rate: 1
(30%) ¼ 2 (40%)

12 monthsfollow-up:

-: trial with negative results for the efficacy of ST (ST less efficacious than alternative interventions or control group).

þ /  : trial with mixed (positive and negative) results for the efficacy of ST;

þ ?: trial with predominantly positive results for the efficacy of ST;

þ : trial with positive results for the efficacy of systemic therapy (ST) (ST more efficacious than alternative interventions or control groups without intervention or equally efficacious as other evidence based interventions);

Evaluation (of the trial and its results):

¼ : No significant difference between the effects of two interventions.

PT-integrity: Was the manual fidelity/adherence to the planned intervention systematically evaluated? x: yes: systematic evaluation; (x): yes, ‘‘only’’ through supervision; F: no: no evaluation/not mentioned.

manual: Manual mentioned? x: yes; (x): publication about intervention mentioned, not clear if it is a ‘‘real’’ manual; F: no/not mentioned.

ITT-Analyse: Intent-to-treat analysis realized: x: yes; (x): not necessary because sample was fully retained (no drop-out); F: no/not mentioned.

Systemic interventions are printed in bold letters.

N-IP: Sample size: Number of index patients (IP); -treat.: N that was treated; -pt: N of which posttest-data are presented.

R: Random assignment: x: yes; m: matched samples.

sessions ¼ number of therapy sessions; PANSS ¼ Positive And Negative Symptom Scale; PT ¼ psychotherapy; sex ¼ sex/gender of IP: Rate of female IP in %.

CT ¼ couple therapy; duration (weeks) ¼ duration of the intervention in weeks; FT ¼ family therapy; GT ¼ group therapy; GQOLI ¼ General Quality of Life; IT ¼ individual therapy; MRT ¼ medical routine treatment; number

Note. Age ¼ average age or age range of index patients; BDI ¼ Beck Depression Inventory; BPRS ¼ Brief Psychiatric Rating Scale; CCMD-3 ¼ Chinese Classification of Mental Disorders 3rd Version; CG ¼ control group;

Bressi et al.
(2008)

50
(100)

þ?
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TABLE 2
Summary

Number
RCT
1. Mood disorders
2. Anxiety disorders
3. Somatoform disorders
4. Eating disorders
5. Psychosocial factors related to medical conditions and
physical disorders
6. Substance use disorders
7. Schizophrenia and other psychotic disorders
Sum

Successful
RCT

7
2
1
4þ
6

5
2
1
4þ
6

10
8
38 þ

8
8
34 þ

Note.
Number RCT: Number of controlled, randomized (or matched) primary studies.
Successful RCT: Number of RCT, in which systemic therapy was equally as or more efficacious than
other established interventions (e.g.,psychodynamic IT, CBT IT, nondirective IT, family
psychoeducation, group therapy, antidepressive medication) or significantly more efficacious than
control groups without treatment, or more efficacious than medical routine treatment (including
antipsychotic medication, methadone substitution). The successful studies are marked in Table 1
with ‘‘ þ ’’ or ‘‘ þ ?.’’
Boldface type: disorders with good empiric evidence (3 þ successful trials).

summary of the data on the efficacy of systemic therapy for the various diagnostic
groups.

Meta-Analyses Across Diagnostic Groups
Shadish et al. (1993) meta-analyzed the global efficacy of couple (CT) and family
therapy (FT) (N ¼ 163 controlled trials; FT: N ¼ 101, CT: N ¼ 62). The combined effect
size of CFT was d ¼ .51 (FT: d ¼ .47, CT: d ¼ .60)Fhigher than that of many medical
and pharmaceutical interventions. When the efficacy of different CFT-orientations
was compared against untreated control groups, behavioral interventions (n ¼ 40,
d ¼ .56) had better results than systemic interventions (n ¼ 14, d ¼ .28). But direct
comparisons showed no significant differences between the efficacy of behavior therapy and systemic therapy. Accounting for all potential confounding variables in regression analyses, all school differences disappeared. The use of a standardized
manual had a positive effect (Shadish et al., 1993, 1995; see also: Markus et al., 1990).

Mood Disorders
A Cochrane review on the efficacy of couple therapy (CT) for depression (Barbato &
D’Avanzo, 2006) identified N ¼ 8 studies (1 systemic). They found no significant
differences in efficacy between couple and ITs or between CT and antidepressive
medication. Couple therapy was more efficacious than no or minimal treatment.
Marital quality improved more through CT than through IT. There was no significant
difference in the drop-outrates of CT and IT, but the drop-out rate was significantly
smaller for CT than for antidepressive medication. Another Cochrane review on
family therapy for depression could not perform a statistical meta-analysis due to the
heterogeneity of the studies (Henken et al., 2007).
www.FamilyProcess.org
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We identified six RCTs on the efficacy of systemic therapy for depression: While the
oldest trial shows onset of systemic couple therapy (CT) treatment effects to be slower
than that of medication (Friedman, 1975), the London Depression Intervention Trial
proves that systemic CT is more effective than antidepressive medication in reducing
depressive symptoms in the posttest and in the 2-year follow-up. CT also improved
family relations. Short-term therapy costs of CT were higher than those of antidepressive medication, but overall health costs for both groups did not differ significantlyFneither during the treatment interval nor during the 2-year follow-up
interval (Jones & Asen, 2000; Leff et al., 2000).
In the Helsinki Psychotherapy Study, 326 outpatients with depressive and/or other
disorders were randomly assigned to three types of IT: long-term or short-term
psychodynamic therapy or solution-focused therapy. Both short-term interventions
were equally effective at 1-, 3, and 5-year follow-up with regard to depressive symptoms, remission, work ability, sick-leave days, and family relations. The lack of significant group differences could not be attributed to a lack of statistical power (Knekt
& Lindfors, 2004; Knekt, Lindfors, Härkänen et al., 2008a; Knekt, Lindfors, Laaksonen et al., 2008b).
Patients with major depressive disorder (MDD) were randomly assigned to one of
four treatment conditions after discharge from psychiatric hospitalization: pharmacotherapy only; pharmacotherapy and CBT; pharmacotherapy and Problem-centered
Systems Family Therapy; pharmacotherapy, CBT, and family therapy. Outpatient
treatment continued for 6 months. Symptoms were assessed monthly for 1 year. Rates
of remission (16%) and improvement (29%) were generally low for all interventions.
However, all treatments including a family therapy component of on average five
sessions (vs. no family therapy) generally improved therapy results (depressive
symptoms, suicidal ideation, cases improved and in remission, treatment failures),
whereas 13 sessions of CBT (vs. no CBT) had no significant effect on the variables
mentioned except for the percentage of treatment failures (Miller et al., 2005;
Table 1).
An Italian RCT showed that family therapy combined with (maintenance) medication
reduces relapse rates of recurrent MDD to a greater extent than a dose increase of
antidepressants without psychosocial intervention (Fabbri, Fava, Rafanelli, & Tomba,
2007).
In Belgium, 83 MDD patients were randomly assigned to multifamily group therapy
(MFGT) combined with inpatient treatment as usual (TAU), single systemic family
therapy combined with TAU, or TAU alone. In the 3- and 15-months follow-up data,
both family therapy conditions showed better results than TAU, but the differences
reached significance only after 15 months when MFGT was significantly superior to
the other two groups. Partners involved in family treatments were significantly more
likely to notice improvements in the emotional health of the patient early on (Lemmens, Eisler, Buysse, Heene, & Demyttenaere, 2009).
For their Cochrane review of family therapy for bipolar disorders, Justo et al. (2007)
identified seven (quasi-)randomized trials. Again, the heterogeneity of the studies did
not permit a statistical analysis.
For the total sample of patients with bipolar disorders, the addition of a family
intervention (individual FT or multifamily group therapy [MFGT]) to standard
medication did not improve outcome (Miller, Solomon, Ryan, & Keitner, 2004).
However, in the subsample of patients from families with high levels of impairment,
Fam. Proc., Vol. 49, December, 2010
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the addition of a family intervention resulted in a significantly improved course of
illness (less depressive episodes, less time spent in a depressive episode; Miller et al.,
2008). MFGT is significantly more efficacious in preventing a hospitalization if a relapse occurs (5% vs. 31% vs. 38%; Solomon, Keitner, Ryan, Kelley, & Miller, 2008).

Anxiety Disorders
In a German study, combined resource oriented IT was more efficacious than
CBT IT for social phobia (Willutzki, Neumann, Haas, Koban, & Schulte, 2004). The
Helsinki study demonstrated that solution-focused IT was equally efficacious as
short-term psychodynamic IT with regard to anxiety disorders, too (Knekt & Lindfors,
2004; Knekt, Lindfors, Härkänen et al., 2008a; Knekt, Lindfors, Laaksonen et al.,
2008b).

Somatoform Disorders
A Turkish RCT shows that conversion disorders are treated more efficaciously
through paradoxical interventions than through medication (Diazepam) (Ataoglu,
2003).

Eating Disorders
Four RCT with (predominantly) adult patients are described here. Five additional
trials described elsewhere (Sydow et al., 2006) show that systemic therapy is efficacious with adolescents and adult patients.
A British study showed that out-patient systemic therapy (individual and family)
was equally efficacious as alternative interventions (in-patient therapy, out-patient
GT) for anorexia nervosa in the 1-year follow-up. All three interventions were more
efficacious than a control group without intervention. In the 2-year-follow-up, only the
systemic intervention was more efficacious than the control group (Crisp et al., 1991;
Gowers, Norton, Halek, & Crisp, 1994). A second British trial showed 14 sessions of
Maudsley approach CFT being equally efficacious as 25 sessions of focal psychoanalytic IT; both interventions were superior to routine treatment (Dare, Eisler, Russell,
Treasure, & Dodge, 2001).
In a Spanish study, systemic FT was equally efficacious as the combination of peer
GT and parent support groups in the treatment of eating disorders; in the subgroup of
bulimic patients systemic FT was more efficacious than the alternative treatment
(Espina Eizaguirre, Ortego Saenz de Cabezon, & Ochoa de Alda Martinez-de-Appellaniz, 2000; Espina Eizaguirre, Ortego Saenz de Caltheon, & Ochoa de Alda Appellaniz, 2002). Structural family therapy combined with medication (20–60 mg/day,
Citalopram) was more effective than medication alone in the treatment of Anorexia
nervosa (weight gain, relapse risk) in China (Li, Wang, & Ma, 2006).

Psychosocial Factors Related to Medical Conditions and Physical Illness
One meta-analysis analyzed the effects of psychosocial interventions for chronic
somatic disorders (Martire et al., 2004), demonstrating that inclusion of partners in
treatment reduced depressive symptoms in patients. In patients with heart disease it
even reduced mortality, possibly through improved diet, sport, and improved health
www.FamilyProcess.org
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consciousness. Family members’ burden, depression, and anxiety were reduced, too,
especially if the intervention focused on the relationship between patient and partner.
Six RCT were identified (Table 1). In a German trial, systems oriented consultations (including patients, family members, and physicians) increased the survival rate
in certain subgroups of patients with lung cancer (Wirsching, Drings, Georg, Riehl, &
Schmidt, 1989). In a Chinese study, systemic family therapy combined with medical
routine treatment (MRT: operation) helped to reduce postoperative anxiety and depression and to increase subjectively perceived (not objective) social support of breast
cancer patients compared with MRT alone (Hu et al., 2007).
Solution-focused couple therapy plus MRT was more helpful than MRT alone after
myocardial infarction. After 9 months, rehabilitation success and depression were
improved, both from the patients, and from their partners’ perspective (Priebe &
Sinning, 2001).
Structural ecosystemic family therapy reduced psychological stress and family
hassles among female, black HIV-patients to a greater extent than person-centered IT
or a nonintervention control group. However, neither intervention could buffer the
general longitudinal decline of family support (Mitrani, Prado, Feaster, RobinsonBatista, & Szapocznik, 2003; Prado et al., 2002; Szapocznik et al., 2004).
Five sessions of couple therapy compared with no psychosocial intervention had no
effect on somatic measures for orthopedic disorders at 12-months follow-up and only
improved marital communication. However, at 5-year follow-up, psychological distress was significantly decreased in the Finnish intervention group and increased in
the control group (Saarijärvi, 1991; Saarijärvi, Alanen, Rytökoski, & Hyppä, 1992;
Saarijärvi, Lahti, & Lahti, 1989; Saarijärvi, Rytökoski, & Alanen, 1991). In another
trial, six sessions of systemic (solution-focused) IT, compared with a control group
without psychosocial intervention, led to an improved adaptation to the orthopedic
illnesses andF2 months laterFto a significantly higher percentage of patients who
had returned to work (Cockburn, Thomas, & Cockburn, 1997).

Substance Use Disorders
Two meta-analyses about substance use disorders are summarized. Stanton and
Shadish (1997) analyzed trials on couple and family therapy (CFT) for drug abuse in
adulthood and adolescence (N ¼ 15 studies: 11 systemic, 4 other). CFT was found to be
more efficacious than individual counseling/therapy, GT, and family psychoeducation
(d ¼ .42 for adult patients)Fin posttests (d ¼ .39) as well as at 4-year-follow-up
(d ¼ .46). Dropout rate was lower in CFT than in any other intervention.
O’Farrell and Fals-Stewart (2001) analyzed N ¼ 36 RCT regarding interventions for
alcohol dependence: CFT was more efficacious than IT or a waiting list control condition with regard to alcohol consumption/disorder, initiation of treatment, drop-out
rate, therapy success, and adaptation of family members. CFT and IT both improve
the couple relationship. The evidence base was best for the efficacy of behavioral CFT,
and second best for systemic CFT.
We identified 10 RCTs on various substance use disorders: 4 on alcohol, 4 on heroin,
and 2 on other illegal drugs (Table 1). Three forms of inpatient therapy for alcohol
disorders were compared: The two groups with intensive couple therapy (CT) were
superior to the group without CT at the end of treatment. At follow-ups, however,
group differences were not significant with respect to abstinence (McCrady, Moreau,
Fam. Proc., Vol. 49, December, 2010
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Paolino, & Longabaugh, 1982; McCrady, Paolino, Longabaugh, & Rossi, 1979). In
another trial, systemic family therapy was equally efficacious as problem-solving
FT at the end of treatment and at 6-months follow-up (Bennun, 1988). Another RCT
revealed no significant group difference between eight sessions of systems oriented
CT and one session of couple counseling (Zweben, Pearlman, & Li, 1988). The fourth
RCT on alcohol problems had mixed results, which unfortunately could not be
interpreted, because the researchers did not perform an intent-to-treat analysis
(Beutler et al., 1993; Harwood, Beutler, Castillo, & Karno, 2006; Karno, Beutler,
& Harwood, 2002; Kuenzler & Beutler, 2003; Rohrbaugh, Shoham, Spungen, &
Steinglass, 1995).
With regard to illegal substance disorders, an older study showed that structural
FT was equally efficacious as GT for relatives of the index patient (Ziegler-Driscoll,
1977). In a new trial, solution-focused GT was as efficacious as traditional problemfocused GT with regard to substance abuse, but more efficacious for comorbid conditions like depression (Smock et al., 2008).
Three RCT from the United States (Stanton, Steier, & Todd, 1982; Stanton & Todd,
1982FKraft, Rothbart, Hadley, McLellan, & Asch, 1997; McLellan, Arndt, Metzger,
Woody, & O’Brian, 1993) and the United Kingdom (Yandoli, Eisler, Robbins, Mulleady, & Dare, 2002) demonstrated that systemic FT combined with methadone
substitution is more efficacious for the treatment of heroin addiction than TAU
(methadone substitution) with respect to abstinence of illegal drugs (follow-ups of up
to 1.5 years). FT even reduced the mortality of patients on methadone (Stanton &
Todd, 1982). A fourth Dutch trial also had positive results 18 months after the onset of
therapy. However, due to the small sample size, the difference between FT group (64%
abstinence) and control group (46%) did not reach significance (Romijn, Platt, &
Schippers, 1990).
US-treatment guidelines require the inclusion of the family as a central element in
assessment and therapy of substance use disorders in adults (McCrady & Ziedonis,
2001) as well as adolescents (see Sydow et al., 2006).

Schizophrenia and Other Psychotic Disorders
The latest Cochrane review shows that family intervention may decrease the frequency of relapse, of hospital admission, and may encourage compliance with medication. Yet, family intervention did not markedly affect the drop out rate or suicide
risk. It may improve social impairment and the levels of expressed emotion within the
family. Family interventions for schizophrenia are cost effective and help to reduce
health costs. Effects of therapy schools or settings (family therapy, relatives groups
without the index patient present) were not analyzed (Pharoah et al., 2006).
We identified three Italian (Bertrando et al., 2006; Bressi, Manenti, Frongia,
Porcellana, & Invernizzi, 2008; Giacomo et al., 1997), one Spanish (Espina & Gonzalez, 2003), and four Chinese RCT published in Mandarin (Cao & Lu, 2007; Zhang,
Liu, Pan et al., 2006; Zhang, Yuan, Yao et al., 2006; Zhou, 2003). All eight trials show
that the combination of systemic family therapy and antipsychotic medication is more
efficacious than medication alone to reduce treatment drop-out rates and the risk of
relapse, decrease symptoms of schizophrenia, improve compliance with medication,
quality of life, and health of patients as well as family and other social relations
(Table 1).
www.FamilyProcess.org

VON

SYDOW, BEHER, SCHWEITZER, & RETZLAFF

/

477

DISCUSSION

How Efficacious is SystemicTherapy?
We identified and content analyzed methodology and results of 38 RCTs about the
efficacy of systemic therapy for disorders of adulthood, published in English, Chinese
(Mandarin), Spanish, and German. Because of the high methodological heterogeneity
of the primary studies a quantitative meta-analysis could not be performed. Our results can be summarized as follows (see also Baucom et al., 1998; Pinsof & Wynne,
1995; Shadish & Baldwin, 2003; Tables 1–2):
1. In 34 of 38 RCT, systemic therapy is either significantly more efficacious than
control groups without a psychosocial intervention or systemic therapy is equally
or more efficacious than other evidence based interventions (e.g., CBT, familypsychoeducation, GT, or antidepressant/neuroleptic medication).
2. Systemic therapy is particularly efficacious (defined by more than three independent RCT with positive outcomes) with adult patients in the treatment of
affective disorders, eating disorders, substance use disorders, psychosocial factors related to medical conditions, and schizophrenia.
3. Research on the efficacy of systemic therapy for adult disorders focuses on certain diagnostic groups, while other important disorders are neglected in research
(e.g., personality or sexual disorders).
4. We found no indication for adverse effects of systemic therapy.
5. Systemic therapy alone is not always sufficient. In certain severe disorders, a
combination with other psychotherapeutic and/or pharmacological interventions
is most helpful (e.g.,: schizophrenia; heroin dependence; severe depression).
6. The drop-out rate of systemic therapy is lower than that of any other form of
psychotherapy (Beutler et al., 1993; Giacomo et al., 1997; Leff et al., 2000; Prado
et al., 2002; Stanton & Shadish, 1997; Willutzki et al., 2004).
7. Highly efficacious interventions that evolved in the context of systemic (and
Ericksonian) therapy are resource/strengths orientation (Grawe & GraweGerber, 1999) and positive reframing (Shoham-Salomon & Rosenthal, 1987).

Research Implications
Research on the efficacy of systemic therapy has made considerable progress in the
last 10 years. But research focuses more on disorders in childhood and adolescence
(Sydow et al., 2006, in preparation: 47 RCT published until 2004) than on disorders in
adults (N ¼ 38 RCT published until 2008).
Several methodological recommendations derived in earlier reviews (e.g., Diamond
& Siqueland, 2001; Kazdin, 2000; Lebow & Gurman, 1995; Pinsof & Wynne, 1995)
have been taken into account in the majority of the trials analyzed here. We only
included RCTs with standardized definitions of the disorder(s) (ICD, DSM) researched. In most trials multiple data sources (self-report, physiological, health insurance data, external raters) and multiple outcome measures with standardized
procedures were used. Some trials studied follow-up-intervals of up to 5 years (e.g.,
Knekt, Lindfors, Härkänen et al., 2008a; Wirsching et al., 1989). Often, systemic interventions are compared with validated alternative interventions (e.g., CBT-IT/-FT,
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antidepressive medication). More and more patient groups are researched that resemble clinical ‘‘real world’’ populations.
However, some other methodological requirements have not yet been adequately
integrated into research practice:
1. Clear definition of the interventions applied. Manual-like publications or treatment manuals (e.g., Jones & Asen, 2000/2002; Rohrbaugh et al., 1995Freview:
Carr, 2009) were applied in only 15 trials.
2. Intent-to-treat analyses were computed in only nine studies (in two further studies partially).
3. Treatment adherence was only assessed occasionally (empirical evaluation: four
studies; by supervision: seven studies).
4. Samples with at least 50 patients in each treatment group (Chambless & Hollon,
1998) were realized in only five trials (Cao & Lu, 2007; Knekt & Lindfors, 2004;
Szapocznik et al., 2004; Zhang, Yuan et al., 2006; Zweben et al., 1988).
5. The studies applied heterogeneous outcome measures. The use of common measures of individual and family functioning (e.g., CORE: Barkham et al., 1998;
SCORE: Stratton, Bland, Janes, & Lask, 2010) is not yet common.
6. Control of attention-placebo-effects: While often alternative psychotherapies in a
similar dose were applied, none of the studies used an attention control group.
A strength of our meta-content analysis is that we included non-English publications.
Most trials in our sample were conducted in Europe (20 trials: United Kingdom: 5,
Italy: 4, Germany: 3, Finland: 2, one of them counted twice, Spain: 2, Belgium: 1, the
Netherlands: 1, Turkey: 1) and the United States (12 trials). Six come from China. We
could not identify any trials from Africa, Australia, or Latin America or relevant
publications in languages other than English, Mandarin, Spanish, or German. More
research in a greater diversity of countries and cultures would be desirable. European
and Chinese therapy research on the efficacy of systemic therapy published in languages other than English may often be overlooked by Anglo-Saxon authors up to now.

CONCLUSION
Results of this meta-content analysis show that systemic therapy in its different
settings (family, couples, group, multifamily group, IT) is an efficacious approach for
the treatment of disorders in adults, particularly for mood disorders, substance disorders, eating disorders, schizophrenia, and psychological factors in physical illness.
This evidence also led to the recognition of systemic therapy as an evidencebased treatment by the German ‘‘Scientific Board for Psychotherapy’’ in 2008
(Wissenschaftlicher Beirat Psychotherapie, 2009).
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