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Abstract

The aim of this systematic review and meta-analysis
was to provide an overview of existing controlled trials
focusing on the impact of multiple family therapy
(MFT) on mental health problems and family func-
tioning, and to examine the efficacy of MFT. Relevant
studies were selected following a screening of 3376
studies identified by a systematic search of seven data-
bases. The following data were extracted: participant
characteristics, program characteristics, study charac-
teristics, and information of mental health problems
and/or family functioning. A total of 31 peer-reviewed,
English, controlled studies evaluating the effect of MFT
were included in the systematic review. Sixteen studies
presenting 16 trials were included in the meta-analysis.
All but one of the studies was at risk of bias, with prob-
lems concerning confounding, selection of participants
and missing data. The findings confirm that MFT is
offered in diverse settings, with studies presenting a
variety of therapeutic modalities, focal problems, and
populations. Individual studies reported some positive
findings, including improvements in mental health,
vocational outcomes, and social functioning. The find-
ings of the meta-analysis suggest that MFT is associ-
ated with improvements in symptoms of schizophrenia.
However, this effect was found not to be significant due
to the large amount of heterogeneity. In addition, MFT
was associated with small improvements in family func-
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tioning. We found little evidence to suggest that MFT
successfully alleviates mood and conduct problems.
To conclude, more methodologically rigorous research
is needed to further examine the potential benefits of
MFT, as well as the working mechanisms and core
components of MFT.

KEYWORDS
family functioning, mental health problems, meta-analysis, multiple
family therapy, systematic review

INTRODUCTION

Over five decades ago, Laqueur et al. (1964) introduced “multiple family therapy” (MFT) as a
treatment for patients with schizophrenia and their relatives. MFT was based on the notion that
illness can affect close relatives and that relatives may impact and perpetuate the illness (Laqueur
et al., 1964). During MFT, close relatives of the patient are involved in treatment as multiple
families facing similar difficulties and issues are brought together. This setting allows families
to share experiences, offer and receive mutual support and feedback, and learn about different
perspectives on, and solutions for, difficulties within families (Asen, 2002; Asen & Scholz, 2010).
Since its development MFT has been applied to families with a wide range of problems and
concerns.

O'Shea and Phelps (1985) wrote a critical appraisal on MFET. The authors defined MFT as a
psychosocial intervention where two or more families represented by at least two family gener-
ations are present for most or all sessions. MFT sessions have an explicit focus on problems or
concerns shared by the attending families, with an emphasis on (inter)familial interaction, and
also utilize alliances between members of different families (p. 573). MFT distinguishes itself
from therapy focusing on a single family and groups without the primary patient being present.
The criticism of the authors included that MFT was conceptually underdeveloped and poorly
differentiated from other treatments.

Over the past decades, MFT has received increased interest and several studies have reviewed
the research on MFT (Cook-Darzens et al., 2018; Gelin et al., 2016; McFarlane, 2016; Stuart
& Schlosser, 2009). The literature reveals a variety of approaches to MFT: various therapeu-
tic models have been used, including a systemic, psychoeducational, and cognitive-behavioral
model (Gelin et al., 2016); and MFT has been applied to families with a wide range of focal
problems, ranging from chronic medical illnesses to marital distress.

The vast majority of individual studies have focused on the empirical evidence regarding
applications of MFT for psychiatric problems (Cook-Darzens et al., 2018; Gelin et al., 2018). A
review conducted by Gelin et al. (2018) concluded that most empirical support has been found for
the treatment and prevention of schizophrenia, suggesting that MFT is superior to single-family
approaches for first-episode psychosis patients with a high risk of relapse and high levels of family
stress. The authors further suggest that the psychoeducational model, which includes a focus on
education, problem-solving, communication, vocational skills, and social skills, offers one of the
best available practices (Gelin et al., 2018; McFarlane, 2016). According to a literature review
by McFarlane (2016), MFT is associated with lower relapse rates in patients with schizophrenia
than single-family therapy. In addition, there is a growing body of literature covering its appli-
cability for mood disorders, eating disorders, and alcohol-substance abuse (Gelin et al., 2016,
2018). To our knowledge, none of the previous reviews have performed a systematic review or
meta-analysis. Considering the presented reviews, Jewell and Lemmens (2018) commented that
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future reviews should include systemic search strategies and consider the risk of bias in the iden-
tified studies. Risk of bias refers to issues that might affect the ability to draw reliable conclusions
from a study (Sterne et al., 2019).

It is important to bear in mind that MFT presents a mode of delivery rather than a highly
protocolized treatment approach, therefore there are high levels of heterogeneity between
the treatment approaches and protocols used throughout the studies. As a consequence, it
is difficult to evaluate the specific effects of MFT. However, it is believed that MFT does
offer a specific contribution to family functioning and mental health problems. More research
is needed to increase our understanding of the effects of MFT. To the best of our knowl-
edge, research into the working mechanisms of MFT is scarcely available. Potentially, social
support provided by other families experiencing similar conditions is a crucial element of
MFT. Coming together with several families at once might provide participating families with
a sense of acknowledgment and with opportunities to share experiences and help each other.
As a result, instead of feeling powerless, a sense of empowerment may be developed (Asen &
Scholz, 2010). However, it remains unclear whether, and if so, how social support may add to
the impact of MFT.

Several factors have limited the possibility to conduct a systematic review and meta-analysis
on MFT. First of all, there is the large heterogeneity in studies, as MFT has been offered within a
wide variety of illnesses, disorders, and populations (Cook-Darzens et al., 2018; Gelin et al., 2016,
2018). Second, in some studies it remains unclear in what way MFT is different from individual
and other forms of family therapy (Gelin et al., 2016). However, we believe that a systematic
review and meta-analysis can provide an important overview of the current knowledge on MFT
and provide recommendations for future research.

The current study follows up on existing literature by providing a systematic review and
meta-analysis of the literature on MFT. Since the main aims of MFT are to target focal prob-
lems (Cook-Darzens et al., 2018; Gelin et al., 2018) as well as family interactions (O'Shea &
Phelps, 1985), this study evaluates the effect of MFT on mental health problems and family
functioning. Our first aim was to conduct a systematic review to provide an overview of existing
controlled trials focusing on the impact of MFT on mental health problems and family function-
ing. Our second aim was to conduct a comprehensive meta-analysis to examine the efficacy of
MFT in terms of improving mental health and family functioning.

MATERIALS AND METHODS
Identification and selection of studies

The systematic review and meta-analysis were pre-registered at PROSPERO (ID:
CRD42020196491). Relevant studies published before June 2021 were identified through searches
in seven databases (PsycInfo, Ovid Medline, Ovid Evidence Based Medicine Reviews, Embase,
Published International Literature on Traumatic Stress, Web of Science, and Google Scholar)
using the search terms related to MFT (e.g., multiple family therapy) and study design (e.g.,
trials). Individual search terms were generated for each database. Full electronic searches can
be found on PROSPERO. In addition, we performed a hand search and included relevant refer-
ences from two key review articles on MFT, namely those by Gelin et al. (2018) and Jewell and
Lemmens (2018).

Studies were included if they assessed the impact of MFT on mental health problems and/or
family functioning in comparison with a control condition. As put forward in the Introduction
section, we defined MFT as a prevention or intervention program in which two or more families,
including the patient and at least one family member, together representing at least two genera-
tions, take part. The following active and passive control conditions were included: waiting list
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and care as usual (i.e., any type of care that participants would normally receive, such as routine
psychiatric services and medication). All controlled studies, not only randomized controlled
trials (RCTs), were included. To keep heterogeneity as low as possible, trials that only compared
MFT to another structured (family) treatment(s) were excluded. Studies were excluded if they
lacked quantitative pre- and posttreatment assessments and/or were not written in English.

Article titles and abstracts were screened independently by two researchers. Based on this
screening, full-text articles were retrieved and independently assessed by two researchers. If
the researchers disagreed on inclusion or exclusion, the article was discussed. If they could not
reach agreement, a third researcher decided whether the article should be included or not. Four
authors were contacted and requested to supply additional information because their publica-
tions supplied insufficient information to calculate effect sizes (25% response rate).

Data extraction

Data extraction for the systematic review included participant characteristics (presenting prob-
lem; relation between participating family members and primary patient; numbers in the MFT
and control conditions; gender; age; ethnicity), program characteristics (description of therapeu-
tic models/techniques; training of facilitators; use of manual; frequency and duration; whether
MFT was combined with another service), and study characteristics (study design; character-
istics of control condition; outcomes measured; main findings based on the Abstract). Data
extraction for the meta-analysis included information on mental health problems and/or family
functioning in the MFT and control conditions. Data extraction for both the systematic review
and the meta-analysis was conducted independently by two researchers.

Statistical analysis

The primary outcomes were posttreatment indices of mental health symptoms and/or family
functioning. In one case, data on these outcomes were unavailable and the estimated differ-
ences of slopes were used. In some studies, several instruments were used to measure the same
construct, therefore a hierarchy was defined to establish which instruments would be included.
The most used instrument (determined by two assessors) was chosen first; if that instrument was
not available, then the second most used was chosen. Outcomes were categorized based on the
mental health problems addressed in the study. Intention-to-treat data were used when available.
When three or more studies focused on the same mental health problem, a meta-analysis of
treatment effects was conducted.

The program “Comprehensive Meta-Analysis, version 3” (Biostat) was used to compute
effect sizes, using random effects models. Hedges' g was used to indicate differences between
treatment and control conditions at posttreatment. Higher effect sizes represent effects in favor
of MFT relative to the comparison condition. The pooled effect sizes were converted to the
“number needed to treat” (NNT) by using the conversion table by Kraemer and Kupfer (2006).
The NNT indicates the number of patients that have to be treated to result in one additional
patient with positive outcomes (Cuijpers, 2016). In addition, we calculated 95% prediction inter-
vals in order to estimate the effect size range. Studies from which the 95% confidence interval did
not overlap with the 95% confidence interval of the pooled effect size were identified as potential
outliers.

For quality assessment of the included studies, risk of bias was evaluated by one researcher
(C.v.E.) using the Cochrane revised risk of bias tool (RoB 2.0) for randomized trials (Sterne
et al., 2019) and the risk of bias in nonrandomized studies of interventions tool (ROBINS-I)
for nonrandomized trials (Sterne et al., 2016). A second researcher (T.M.) independently
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FIGURE 1 PRISMA flow diagram.

scored three articles (19%) to verify the reliability of the scoring. Heterogeneity was assessed by
visual inspection of the forest plot and the I? statistic (Borenstein et al., 2017). The /? statistic
represents the proportion of the total variance that can be explained by heterogeneity (range
0%-100%). Finally, publication bias was assessed by conducting Egger's test of the intercept
(Egger et al., 1997). To adjust for publication bias, a trim-and-fill technique based on the funnel
plot method was used (Duval & Tweedie, 2000).

RESULTS

Figure 1 presents a PRISMA flow diagram of the selection and inclusion process. In total,
3376 titles and abstracts were screened and 426 full-text articles were retrieved; 395 articles were
excluded based on the inclusion and exclusion criteria. A total of 31 trials met all the inclusion
criteria. When three or more studies focused on the same mental health issue, a meta-analysis of
treatment effects was conducted. Consequently, 16 articles presenting 16 trials were included in
the meta-analysis.
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Part I: Systematic review
Participant characteristics

The characteristics of the participants are summarized in the (Table S1). Approximately 4760
participants were included in the 31 MFT trials analyzed in this review. About half of the
participants (53%) were included in the MFT condition and 47% in the control condition. Most
of the 31 trials were conducted in the United States (52%), Western Europe (19%), China or
Hong Kong (16%), and Australia (6%). The studies predominantly examined MFT offered to
families of patients dealing with schizophrenia/psychosis (k = 9; 29%), mood problems such
as depressive disorders (k = 5; 16%), and conduct problems such as disruptive behavior (k = 5;
16%). Other studies focused on families dealing with cancer, lower social capital, opiate or
Internet addiction, attention deficit hyperactivity disorder (ADHD), trauma, diabetes, cogni-
tive impairment, and specific minority target groups (American Indian, Latino, and Hmong
refugee families).

Most studies were conducted with children aged 0-18 years (55%), their caregivers and some-
times their siblings. The studies focusing on adults included adults and their care dyad and/or
key relative (i.e., spouse, child, friend, and parent). A total of 29 studies reported the gender of
the participants, in which 57% of the participants were male. Nine studies did not report the
ethnicity of the participants. Other studies reported that the majority of the participants were
white (k = 8), Asian (k = 5), Latino (k = 4), or of another ethnicity (k = 6).

Program characteristics

The program characteristics are summarized in the (Table S2). A broad range of implemented
therapeutic models has been described in the studies evaluating MFT. Five trials (16%) explic-
itly refer to psychoeducational MFT as developed by McFarlane (McFarlane et al., 1995,
2002) and five studies (16%) refer to “Families and Schools Together” (FAST), developed by
McDonald (2002). Other studies focused on “4Rs 2Ss” (rules, responsibility, relationships, respect-
ful communication, stress, and social support) (McKay et al., 1999). Psychoeducation focused
on concepts such as adaptation to illness, coping skills, social support, and illness management
skills. Other techniques applied were behavioral parenting interventions, social skills training,
and cognitive-behavioral techniques. The majority (k = 18; 58%) of the studies explained the
training that MFT facilitators obtained. Most studies (k = 22; 71%) explicitly reported the use of
a manual by the facilitators. There was a wide variety in duration and frequency, ranging from six
weekly sessions to biweekly meetings for 2 years. Most studies (k = 19; 61%) reported that MFT
was offered in combination with another service, such as pharmacological treatment, medical
care, and treatment-as-usual/routine outpatient care.

Study characteristics

Table S3 in the Appendix presents the study characteristics of the included trials. Most studies
were RCTs (k = 19; 61%). Seven studies presented a quasi-experimental design (23%). Other
designs included a school-randomized trial, a risk-based allocation study, a prospective cohort
study, and a naturalistic follow-up study. Most comparison conditions consisted of treatment
as usual (kK = 13; 42%), including case management, routine psychiatric services, pharmaco-
logical treatment, mental health services, and medical care. Other active control conditions
included psychoeducation, relaxation workshops, mailings of parenting skills information, and
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school-based interventions. Some studies implemented passive control conditions (k = 7; 23%),
including waiting list and no treatment.

Schizophrenia

Nine trials (29%) focused on addressing symptoms of schizophrenia, of which all but one
focused on adult participants and their relatives. Studies reported a decrease in the symptoms of
schizophrenia, including negative and positive symptoms (Bradley et al., 2006; Dyck et al., 2000;
McFarlane et al., 2015; Valencia et al., 2010), lower relapse rates (Bradley et al., 2006;
Liberman et al., 1984; Valencia et al., 2010), and improvements in the number and duration of
(re-)hospitalizations (Chien et al., 2018; Chien & Chan, 2004; Valencia et al., 2010). However,
one study reported that MFT participants had significantly less improvement in positive and
excitation symptoms and a longer duration of psychotic symptoms compared to participants
who refused or were not offered MFT (Rossberg et al., 2010).

Changes with regard to family functioning included improved family functioning (Chien
et al., 2018), decreased relative burden (Jeppesen et al., 2005), and reduced family conflict
and expressed emotion (Liberman et al., 1984). One study found no impact of MFT on
expressed emotion (Jeppesen et al., 2005).

Other findings concerned improvements in vocational outcomes (Bradley et al., 2006;
McFarlane et al., 2015), (global) functioning (Chien et al., 2018; Chien & Chan, 2004; McFarlane
et al., 2015), medication adherence, and attendance to appointments and social functioning
(Valencia et al., 2010). Although one study reported an increase in knowledge of schizophrenia
(Liberman et al., 1984), another found no impact of MFT on knowledge (Jeppesen et al., 2005).

Mood problems

Five trials (17%), of which three included children and their relatives and two included adults
and their relatives, had a main focus on mood problems. MFT was associated with improvements
in mental health, including mood severity, emotional health, and psychological distress (Fristad
et al., 2009; Lemmens et al., 2009; Ma et al., 2021). Lemmens et al. (2009) reported a decrease in
the number of study participants using antidepressant medication. Poole et al. (2018) found no
difference in depressive symptoms between participants attending MFT and participants in the
control condition.

Changes concerning family functioning included improvements in parental knowledge
about childhood mood symptoms, positive family interactions, and parental support (Fristad
et al., 2003), and also reduced parental stress and parental depressive symptoms (Poole
et al., 2018). Fristad et al. (2003) did not find an impact of MFT on negative family interactions
and Ma et al. (2021) found no difference between the MFT and control conditions regarding
parental and family functioning.

Other results included increased service utilization (Fristad et al., 2003) and higher rates of
treatment responders in the MFT condition (Lemmens et al., 2009).

Conduct problems
Five (16%) of the 31 trials considered the impact of MFT on conduct problems, all of which

focused on children and their relatives. The studies reported improvements in conduct prob-
lems, including disruptive, oppositional, and externalizing behavioral issues (Chacko et al., 2015;

85US0| SUOWIWIOD BAIR8.D 3jqeatidde ay) Aq pauA0b 8.8 S9iLE YO 85N 0 S9N 10} Akeiq18UIUO AB|IA UO (SUORIPUOO-PUE-SLLBILIY AB| 1 ARG|BUIILO//SENL) SUORIPUOD PUe SWS L 843 89S *[7202/T0/r2] Uo Akiqiauliuo &M ‘AisieAiun 1yoenn Aq 9.82T durl/TTTT 0T/I0p/LI0Y 4| 1M AR puIjuO// Sty Woiy pepeojumoq ‘Z ‘€202 ‘00ESSST



506 | FAMILY PROCESS

Kratochwill et al., 2009; McKay et al., 1999; Morris et al., 2014), symptoms of hyperactivity
and impulsivity (McKay et al., 1999), and emotional functioning (Morris et al., 2014). Chacko
et al. (2015) did not find a difference in impairment between participants attending MFT and
participants in the control condition. Pérez-Garcia et al. (2020) suggested that MFT was asso-
ciated with improvements in internalizing behavior, but also reported greater improvements in
externalizing behavior (especially verbal aggression) and depression in the control condition.

Concerning the impact on family functioning, a smaller decline in family adaptability in
families attending MFT was reported by Kratochwill et al. (2009). Morris et al. (2014) found
that participants in the MFT condition reported stable family functioning, whereas participants
in the control condition showed a deterioration in family functioning.

Other changes associated with MFT included improvements in learning difficulties (McKay
et al., 1999) and social functioning (Chacko et al., 2015; Morris et al., 2014).

Medical illness

Three trials (10%) focused on the impact of MFT on families of patients with medical illnesses,
including cancer and diabetes. Chiquelho et al. (2011) reported that MFT for families dealing
with cancer prevented a deterioration of psychosocial adjustment and was associated with family
cohesion and lower perceived stress of patients and family members.

Concerning MFT for families dealing with diabetes, Satin et al. (1989) reported that MFT
resulted in increased positive perceptions of being a teenager with diabetes and improvements in
diabetes control. Both studies on diabetes found that participation in MFT was associated with
improvements in blood sugar levels (Satin et al., 1989; Wysocki et al., 2006).

Addiction

Two trials (6%) had a main focus on addiction, namely opiate and Internet addiction.
Garrido-Fernandez et al. (2017) reported that participation in MFT was associated with a reduc-
tion in opiate addiction severity and improvements in employment, drug use, and psychiatric
condition. Alcohol consumption worsened in participants in both the MFT and the control
condition. Liu et al. (2015) stated that participants attending MFT showed a decline in Internet
addiction, which was partly explained by the satisfaction of the participants' psychological needs
and improved parent—adolescent communication and closeness.

Specific cultural adaptations of MFT

Three studies (10%) evaluated specific cultural adaptations of MFT. Cultural adaptations
included making interventions more accessible, using role modeling, integrating traditional
healing methods with culturally appropriate interventions (Kratochwill et al., 2004), and having
culturally represented teams review, adapt, and host the program (Kratochwill et al., 2004;
McDonald et al., 2006, 2012). Kratochwill et al. (2004) found improvements in aggressive/
withdrawn behavior and academic performance in American Indian participants. McDonald
et al. (2006) reported that Latino participants showed improvements in academic performance
and classroom behaviors, including aggression and social skills. Finally, according to McDonald
et al. (2012), Hmong refugees taking part in MFT showed improvements in child anxiety, social
skills, and family adaptability. This study found no change in family cohesion or externalizing
behavior.
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Miscellaneous target groups

Four studies (13%) focused on other problems, including families with lower social capital, fami-
lies dealing with trauma, families of patients with cognitive impairment, and families of children
with ADHD. Gamoran et al. (2012) reported improvements in social networks and behavioral
outcomes in families with lower social capital. Rosenblum et al. (2017) stated that MFT for
families dealing with trauma resulted in improvements in mental health and parenting stress.
Schmitter-Edgecombe and Dyck (2014) explored MFT for participants with cognitive impair-
ment and reported improvements in everyday functioning, memory, and coping of care-partners.
The authors did not find a difference in psychological functioning. Finally, Ma et al. (2018) found
that MFT for children with ADHD resulted in parents perceiving their children's symptoms as
less serious and pathological, along with improvements of the parent—child relationship, parent-
ing stress, parental efficacy, hope, and social support.

Part I1: Meta-analyses
Risk of bias

A total of 16 articles presenting 16 trials were included in the meta-analysis. Risk of bias assess-
ments are presented in Figures 2 and 3. Only one of the 16 trials met the criteria for high quality
(Lemmens et al., 2009). In nonrandomized studies, most problems concerning bias were related to
confounding (meaning that factors that predict the outcome also predict the condition in which an
individual is placed) and selection of participants (Liberman et al., 1984) and missing data (Ma
et al., 2021). High risk in RCTs was mostly due to missing outcome data (Bradley et al., 2006;
Jeppesen et al., 2005).
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FIGURE 2 Risk of bias assessment of nonrandomized studies.
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FIGURE 3 Risk of bias assessment of randomized studies.

TABLE 1 Treatment effects and heterogeneity indices.

kIN £ (95% CI) ¥ NNT P
Schizophrenia 6/564 0.96 (-0.19, 2.11) 0.10 1.99 97
Mood problems 4/348 0.05 (—0.34, 0.44) 0.79 35.71 67
Conduct problems 3/467 0.32(=0.14,0.77) 0.17 5.56 75
Family functioning 71621 0.26 (0.05, 0.51) 0.046* 6.85 50

Abbreviations: CI, confidence interval, k, number of studies, NNT, number needed to treat.
*Effect sizes that are statistically significant (p <0.05).

Main analyses

Sufficient studies were found to calculate effect sizes for schizophrenia, mood problems, and conduct
problems. In addition, a meta-analysis of the impact of MFT on family functioning was conducted
for all articles included in the meta-analyses on mental health problems that also measured family
functioning. Table 1 presents the effect sizes (Hedges' g) using the random effects model, the NNT,
and the heterogeneity indices (I%). Forest plots are reported in the Appendix (Figure S1).

Schizophrenia

At treatment completion, the pooled effect size of the impact of MFT conditions compared to
control conditions on positive and/or negative symptoms was large, but not statistically significant
(Hedges' g = 0.96, 95% CI [-0.19, 2.11]; p>0.05). The NNT was 1.99. Egger's test of the inter-
cept was not significant (intercept 8 = —2.57, 95% CI [—46.15, 41.02]; p>0.20), suggesting there
was no indication of publication bias. The trim-and-fill procedure did not provide other results
concerning the effect of MFT. The heterogeneity in studies on schizophrenia and psychosis was
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very high (I = 97). One study by McFarlane et al. (2015) was identified as an outlier, but removal
of this study did not result in a statistically significant effect size (Hedges' g = 0.39, 95% CI
[-0.13, 0.90]; p>0.05).

Mood problems

The pooled effect size of the impact of MFT compared to the control condition on mood prob-
lems was small and not statistically significant (Hedges' g= 0.05, 95% CI [-0.34, 0.44]; p>0.05),
corresponding with a large NNT value of 35.71. Egger's test did not indicate a risk of publication
bias (intercept 8 = —3.84, 95% CI [—19.39, 11.71]; p>0.20). The trim-and-fill procedure resulted
in the same effect size. The heterogeneity in studies on mood problems was high (1> = 67). No
study was considered an outlier.

Conduct problems

A small but not statistically significant effect size was found for the impact of MFT compared
to the control condition on conduct problems (Hedges' g= 0.32, 95% CI [-0.14, 0.77]; p>0.05),
resulting in an NNT value of 5.56. No risk of publication bias was indicated by Egger's test
(intercept B = 1.26; 95% CI [-55.10, 57.61]; p>0.20). The trim-and-fill procedure produced a
lower adjusted effect size (Hedges' g = 0.13, 95% CI [-0.35, 0.61]; p>0.05). There was a high
amount of heterogeneity in the studies (I> = 75). No outliers were found.

Family functioning

Finally, the pooled effect size of the impact of MFT on family functioning was small and statis-
tically significant (Hedges' g = 0.26, 95% CI [0.05, 0.51]; p<0.05). Egger's test was not significant
(intercept B = 0.95, 95% CI [-4.29, 6.19]; p>0.20). The trim-and-fill procedure resulted in a
small effect size as well (Hedges' g = 0.12, 95% CI [-0.17, 0.41]; p<0.05). The heterogeneity of
the included studies was heightened (12 = 50). There were no outliers.

DISCUSSION

To the best of our knowledge, this is the first systematic review and meta-analysis to examine the
effect of MFT on mental health problems and family functioning. The systematic review confirmed
that MFT is offered across diverse settings, with studies presenting a variety of therapeutic modal-
ities, focal problems, populations, and durations. In line with the review by Gelin et al. (2018), we
found most evidence that MFT can result in improvements in the symptoms of schizophrenia. Other
empirical studies focused mostly on mood and conduct problems. MFT programs described in the
studies were often based on models developed by McFarlane et al. (1995) and McDonald (2002).
Individual studies reported some positive findings, including improvements in mental health, voca-
tional outcomes, medication usage, treatment adherence, and social functioning.

In summary, the meta-analysis suggests that MFT is associated with improvements in the
symptoms of schizophrenia. However, this effect was found not to be significant due to the
large amount of heterogeneity (i.e., variability) among the results of the included studies. The
high level of heterogeneity in the included studies limits the drawing of conclusions on the effect
of MFT, therefore the reported effect estimates should be interpreted with caution. Moreover,
MFT was associated with small improvements in family functioning. We found little evidence to
suggest that MFT successfully alleviates mood and conduct problems; these findings are in line
with a recent review on the MFT program FAST, suggesting that FAST is associated with a very
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small impact on school performance, internalizing behavior, or family relationships (Valentine
et al., 2019). However, while it should be noted that psychotherapy in general, across all mental
disorders, reveals small effect sizes overall (Leichsenring et al., 2022), our review demonstrated
that there are currently only a limited number of RCTs of MFT available.

Although we expected to find studies evaluating the impact of MFT on families with eating
disorders based on earlier reviews (Gelin et al., 2016, 2018), no studies on eating disorders were
included in this systematic review. Studies on eating disorders that came up in the full-text search
did not meet our inclusion criteria: for example, they did not include a control group or meas-
urements of mental health issues or family functioning. As a result, we are unable to make any
statements concerning the impact of MFT on eating disorders.

Strengths and limitations

The current study has several strengths. As proposed by Jewell and Lemmens (2018), we included
systemic search strategies and provided a rigorous quality assessment of the included articles.
Independent assessors screened the titles, abstracts, and full texts, and performed the data extrac-
tion for the systematic review and meta-analysis. Several limitations of this study should also be
considered. A first limitation is that the study focused only on the impact of MFT on mental
health symptoms and family functioning. As suggested by the systematic review presented in
this article, MFT might have an impact on other important outcomes, such as social functioning
and vocational outcomes. A second limitation is the relatively small number of studies included
in the meta-analysis. The lack of significant findings might be due to the limited number of
English, peer-reviewed, controlled studies evaluating MFT. In addition, we only selected studies
based on the definition of MFT suggested by O'Shea and Phelps (1985), to distinguish MFT
from other therapeutic modalities and techniques, such as group therapy or single-family ther-
apy. A larger number of included studies would increase the power of the analyses. Moreover,
the limited number of trials included in this meta-analysis did not allow for subgroup analyses
to further examine the causes of heterogeneity, potential working mechanisms, or differences
between studies with high or low risk of bias. Finally, the current meta-analysis focused only on
assessment obtained immediately posttreatment. It would be interesting to establish the longer
term outcomes of MFT as the results could either strengthen or decrease over time.

Recommendations

Because there is limited evidence for the positive impact of MFT, clinicians implementing MFT
should apply caution in monitoring the effects of MFT (Valentine et al., 2019). More rigor-
ous evaluations of MFT are warranted. Future studies should provide a clear explanation of
the therapeutic modalities and techniques used. In addition, a description is needed of how
the program was adapted to suit the needs of the specific target group of the particular study.
Moreover, it is important to use a structured manual and training of facilitators because this
can improve the implementation and replication of the program. Finally, future studies should
take into account the potential sources of risk of bias and methodological limitations, including
missing data, selection bias, and problems with randomization.

Such studies describing the implementation of MFT in diverse settings, explicating target
groups, describing specific interventions and strategies, as well as monitoring program integrity
(e.g., adherence, exposure, quality of delivery, and participant responsiveness), will be helpful to
more narrowly define MFT. Furthermore, assessment of the systematic variations of interven-
tion strategies may increase our understanding of the working mechanisms.

Similar issues to those listed by O'Shea and Phelps almost four decades ago continue to exist:
MFT is still covering a wide range of therapeutic modalities and therapeutic aims. However, the
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potential added value of MFT to existing evidence-based treatments is not well defined. Clini-
cians and researchers have suggested that MFT touches upon factors that other therapies cannot
reach (Jewell & Lemmens, 2018; Schmidt & Asen, 2005), suggesting that the added value of MFT
might be social support (McFarlane, 2016) or the interaction between participants from different
families, including mutual feedback and support (Hellemans et al., 2011; Jewell & Lemmens, 2018;
Lemmens et al., 2009). However, it is still unknown whether factors such as psychoeducation,
social support, the multifamily format, or a combination of such factors contribute to the poten-
tial effectiveness of MFT. First, more rigorous studies on the effectiveness of MFT are needed.
Future studies must also pay attention to defining outcome measures that capture the potential
specific impact of MFT. If the effectiveness of MFT is shown in future studies, research should
focus on identifying the specific added value of MFT, including potential working mechanisms.

It is as yet unknown in what circumstances MFT is optimal as a stand-alone primary inter-
vention or whether it may be better offered as an adjunctive facility. For posttraumatic stress
disorder (PTSD), for instance, an individual trauma-focused treatment may be most effective to
alleviate symptoms, while MFT may be indicated to support family interactions that suffer the
consequences of the disorder. For patients with schizophrenia, it is more likely that psychoedu-
cation offered to family members would be beneficial.

Finally, as more studies become available, future meta-analyses can take into account poten-
tial mediators for the effect of MFT on mental health, such as family functioning and social
support. In addition, future meta-analyses might shed light on the causes of heterogeneity in the
results of the studies on MFT.

CONCLUSION

The results of this meta-analysis suggest that MFT might have beneficial effects for families
dealing with schizophrenia. Additionally, small overall improvements in family functioning were
found. There was no indication of the impact of MFT on mood problems or conduct problems,
though studies on MFT in these focal areas were scarce. The current study offers an important
starting point to improve our understanding of MFT and its specific contribution. More meth-
odologically rigorous research focusing on the potential benefits of MFT, as well as the working
mechanisms and core components of MFT, is warranted.
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