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ABSTRACT. Although in recent years, the biopsychosocia approach has been emphasized
in the practice of family medicine, how physicians and therapist interact and in parti-
cular the role of the family therapist in medical settings has been confusing. This study
describes a qualitative study that focused on the understanding of what perceptions
influence the collaborative approach or the parameters of family systems medicine,
how physicians and therapists perceive their role in the process of collaboration and
finally how they characterize the collaborative health care approach. For that purpose,
an ethnographic methodology was selected. The domain analysis specified by Spreadleys's
DRS model revealed four categories that were important in physicians and therapists’
perceptions of the definition of a collaborative approach: 1) collaboration, 2) practice
of afamily systems medicine, 3) referral, 4) training, and 5) roles. Although in some
of these domains family physicians and family therapists differ they seem pretty clear
regarding the importance of the biopsychosocial model and interdisciplinary collaboration.
Implications for future research and towards the practice and the operationalisation of
the collaborative approach are emphasized.
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RESUMEN. A pesar del énfasis de la perspectiva biopsicosocial en la practicade la
medicina familiar, la forma en que los médicos o terapeutas interactlian y en particular
el rol del terapeuta familiar en contextos médicos ha sido confuso. Este trabajo describe
un estudio cualitativo que pretende comprender las percepciones que influyen en un
abordaje de colaboracion o los parametros de la familia familiar sistémica, laformaen
como los médicos y terapeutas perciben su papel y finalmente como caracterizan el
abordaje interdisciplinar en e contexto del sistema de salud. Con este objetivo se
utilizé una metodol ogia etnogréfica. El andlisis por dominios especificado segln el
modelo DRS de Spreadley revel 6 cuatro categorias en las percepciones que los médicos
y terapeutas poseen sobre la definicién de un abordaje de colaboracion: 1) colabora-
cion, 2) practicade la medicina familiar sistémica, 3) referencia, 4) entrenamiento, y
5) papeles. Aunque en algunos de los dominios médicos de familiay terapeutas fami-
liares presentan percepciones diferentes, parecen coincidir con respecto alaimportan-
cia del modelo biopsicosocial y de colaboracion interdisciplinar. |mplicaciones para
investigaciones futuras y parala operacionalizacion del abordaje de colaboracién son
enfantizadas.

PALABRASCLAVE. Medicinafamiliar sistémica. Abordaje de colaboracién. Medi-
cinafamiliar. Terapiafamiliar. Estudio cualitativo.

RESUMO. Embora recentemente a perspective biopsicossocial tenha sido enfatizada
na pratica da medicina familiar, a forma como os médicos e terapeutas interagem e em
particular o papel do terapeuta familiar em contextos médicos tem sido confuso. Este
estudo descreve um estudo qualitativo que pretende compreender as percepgdes que
influenciam uma abordagem colaborativa ou os parémetros da medicina familiar sistémica,
a forma como os médicos e terapeutas percebem o seu papel e finalmente como
caracterizam a abordagem interdisciplinar no contexto do sistema de salide. Com este
objectivo, foi utilizada uma metodologia etnogréfica. A andlise por dominios especifi-
cada segundo o modelo DRS de Spreadley revelou quatro categorias nas percepgdes
gue médicos e terapeutas possuem sobre a defini¢do duma abordagem colaborativa: 1)
Colaboragéo, 2) Praticada medicina familiar sistémica, 3) referencia, 4) treino, 5)
Papeis. Embora em alguns dos dominios médicos de familia e terapeutas familiares
apresentem percepgoes diferentes, parecem contudo concordar em relagéo aimportancia
do modelo biopsicossocia e da colaboragéo interdisciplinar. Implicagdes parainvestigacoes
futuras e para a operacionalizagao da abordagem colaborativa sao enfatizadas.

PALAVRAS CHAVE. Medicinafamiliar sistémica. Abordagem colaborativa. Medicina
familiar. Terapia familiar. Estudo qualitativo.

I ntroduction

The importance of the relationship between family factors and health and illness

has been documented in the literature (Doherty and Campbell, 1988; Henao and Grose,
1985; McDaniel, Campbell, and Seaburn, 1990; Ramsey, 1989; Turk and Kerns, 1985).
Contemporary Medicine has been criticized for conceptualizing disease exclusively in
somatic parameters. This view has been described as emphasizing reductionism by not
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taking in consideration the behavioral, psychological and social factorsin the identification
of disease (Engel, 1977; McDaniel, Hepworth and Doherty, 1992), and mind-body
dualism by separating the mental from the somatic aspects of disease (Engel, 1977,
1980). The development of a new collaborative field between family therapists and
medical providers has slowly being developed. Family Systems Medicine, as afield,
was coined in 1983 with the publication of the journal “Family Systems Medicine”.
The new territory was characterized by an alliance between medicine, family therapy,
and systems thinking (Bloch, 1983). The changes in medical and mental health practice,
the establishment of family medicine and family therapy, and the epistemological shift
from linear to systemic thinking created the conditions that culminated in the end of the
schism between the medical and mental health field. The biopsychosocial approach
places illness within alarger framework involving multiple systems. In that model, to
understand an illness, the health care provider attends to the biological factors, the
person, the family, the patient-provider relationship, and the social context (Campbell,
McDaniel, and Seaburn, 1990). As aresult, Family Systems Medicine emphasizes the
importance of the systemic paradigm in Medicine or the use of the biopsychosocial
model (Engel, 1977). Medical family therapy in particular, refers to the specific contribution
of family therapy to the practice of biopsychosocial medicine. It emphasizes collaboration
between family physicians and family therapists and focuses on medical illness and its
role in the personal life of the patient and the interpersonal life of the family (McDaniel
et al., 1992). Although, in recent years family therapy practitioners have been working
in physical health environments, this process has been confusing as to the proper role
of the family therapist in such settings (Bloch, 1992). Also, in the practice of
biopsychosocial medicine or family systems medicine, the distinction between the role
of the medical family therapist and other mental health professionalsin medical settings
has not been clearly defined in the literature.

Although several models of collaboration between mental health providers and
medical providers have been discussed in the literature (Crane, 1986; Dymn and Berman,
1986; Hepworth, Gavazzi, Adlin, and Miller, 1988), how those involved in the practice
of Family Systems Medicine or collaborative family health care experience and understand
this collaborative approach to health careis till in its formative stages (Pereira, Barbosa,
Sousa, Santiago, and Lima 2002; Pereira and Smith, 2003). With the increased attention
on health care reform and an emphasis on interdisciplinary in health care delivery
(Glenn, 1987), it isimportant to understand what perceptions influence the collaborative
approach, how physicians and therapists perceive their role in the process, and how
they characterize Family Systems Medicine or collaborative family health care. This
lack of congruence between theory, research and practice has resulted in part from
research designs that are either qualitative or quantitative (Liddle, 1991). Research is
needed to generate theory that guides the practice of Family Systems Medicine as an
interdisciplinary approach and informs how the biopsychosocial model guides the
collaboration between family therapists and other health professionals.

The purpose of this qualitative study (Montero and Lebn, 2002) was to attempt to
clarify the field of family systems medicine or collaborative family health care. Since
the goal was to generate information regarding the new field of practice, a qualitative
mode of analysis that employed an ethnographic methodology was selected. This

Int JClin Health Psychoal, Val. 4, N° 3



642 PEREIRA and SMITH. Collaborative family health care in an hospital setting

methodology allowed to uncover physicians and therapists' perceptions, regarding family
systems medicine, by creating theoretical concepts inductively from participants’ detailed
descriptions that later could be assessed as hypothesis and propositions using a quantitative
methodology. In qualitative research, research questions are derived inductively in the
process of the study. There is an iterative development of questions over time as the
analysis of content of each interview leads to further questions. In this study the research
guestion was “What are therapists and physicians perceptions of Family Systems Me-
dicine or collaborative family health care?An ethnographic methodology that adapts
the framework associated with Spradley’s (1979) Developmental Research Sequence
(DRS) Model was used in this study. In a domain analysis, statements are broken in
three parts: @) the main concept called the covert term, b) the other terms that describe
the main concept called the included terms, and c) the relationship between the covert
and included terms called the semantic relationship (Spradley, 1979). The current paper
followed the guidelines proposed by Bobenrieth (2002).

Method

Sample

Ten physicians and two therapists were interviewed over a six months period
concerning their perceptions of a Family Systems Medicine’s approach in their work.
Informants were selected using an opportunistic sampling strategy. A purposive sample
fitted the goals of the study since the purpose was not generalization to a population
but the description of meanings of therapists and physicians regarding the practice of
Family Systems Medicine. The aim was to generate assertions that lead to theory
development (Yin, 1989). Physicians were second and third year residents in the Family
Practice Residency Program at the Tallahassee Memorial who collaborated with afamily
therapist’ intern and a psychologist who worked in the same practice with them. The
psychologist had training in family therapy and the family therapist was a PhD.
Collaboration between these two types of informants happened on the basis of referral
and they would discuss treatment plans together. Sometimes they both would see the
patient together. Because of these characteristics, we believed that they were good
informants regarding a collaborative family health care’ approach.

Ste

The site included a family practice residency in a general hospital. Being a hos-
pital based service; the residency received mostly low-income patients. Black and Hispanic
minorities were well represented.

Data collection

Interview procedures. Each informant was interviewed at least twice. After the
first interview, a domain analysis was conducted and a second interview followed
allowing the researcher to verify domains and expand on earlier ones. Interviews lasted
on average 30 minutes and sometimes more. Open-ended questions and structured
questions were used. First interviews included only open-ended questions to elicit as
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much information as possible. Structured questions were asked in the following interviews
with the same informant and later included in the first interview with other informants.
In this process research guestions emerged in an iterative fashion as new ideas from al
the informants were generated.

Table 1 shows the first iterative development of questions for therapists; Table 2
shows the same procedure for physicians and Table 3 describes the second iterative
development for therapists and physicians.

TABLE 1. Original and first iteration therapists’ questions.

Crrgrdd g siona-tharapats

Faa dergtion-therap s

T hat is it Hke forwouto be a familysystems
pracHbioner?

Tell me abouwr the proeessa elismt goes
throwgh from the Hme helshe steps in ko the
time helzhe steps ouk, inthe plaee o work?
T hat iz your role as Camily therapist?

Is thers anything about the approach to
family syste ms in medicine thatIdid not ask
o, thak o fhink T zhowld know becavse of
its importanee?

Tellme abouk wour inke ezt in s Famihy
Hystems approsch inwour work?
Could you describe the steps thak a
client goes throwgh from the momenr
they cheek in bl they  recediws
treatme nt inthe plee you work?
TWhat iz wouwr role as a family
therapist?

Tell me about some of wour beliefs
concerning  this  inferdiseiplinary
approach?

That are the characteristies of a
Family syste ms approach in o medical
zetbing?

T hat iz impor ot abouk the culture of
med 3 ine For o therapist who wants b
work in a medical setting?

TABLE 2. Original and first iteration physicians” questions.

Criginad g westions-p hrsicians

First iverakive -phorsie bons

Could you deseribe for me a typicalday of
wark Forpou?

Tell me abouk the process a pakient goes
throgh, from the mome ok he fshe steps m the
Family Praetice till hefshe le s z7

W hat is wour role as o phorsic bo?

Iz there any comments wou woull like to
romment ¢onferning & family syskems
approach in medicine ?

What iz it like Eor wou to work in a
Family Practice that meorporates a
familysyste ms approach?

How and when do wou make a
depision o vefer patients to therapyr?
W hat iz ywourok az e physician?

T huar are I0Ie of the
be nef k' hindrane ez for the patient and
the profe srioma s of haring physieians
al therapists worling toge ther ?
Tell me about the relationship
between physicians and therapists
when they are working within a
family systems medicine approach?

Int JClin Health Psychoal, Val. 4, N° 3



PEREIRA and SMITH. Collaborative family health care in an hospital setting

TABLE 3. Second iteration questions for therapists and physicians.

Hecond XerationLherapists

Heeond Xeration-physic o

Tell me abouwk wouwr interest in family
syshems medieine?
Could youte]] me how the interface hetween
therapists smd phorsicbns takes place?
Crther therapists told me that there is a
relabionship between e mphasiz on heakh and
on bhe patient's famihy system and how often
thew showr up af Che eme rge ey core. What do
o Fhink?
W hat iz wour rale as o Camihy the rapit?
TWhat are the eharacteriztics of & Ffamily

Dresoribe o me all the ways a
phwsicin can work in a keam with
therapists?

Howand When do yowrefer & patient
for the rapy?

Tell me abour yow assumptions
conre ruing the vse of o familysyste me
approach in medicine ?

Could wou el me whith patients
benefk more from a famiy systems
approach?

syskems approach in Medicine 7
6. What type of trainng has been more helptul
to yowin being & medieal famihy the rap fe?

The transcribed text of each ethnographic interview was subjected to a domain
analysis as specified by Spreadley’s DRS model (1979). A domain is defined as an
informant expressed relationship between two terms: a cover term (main concept being
talked about) and the included terms (other terms used to describe the main concept).
The covert term and the included terms are paired together through a semantic relationship
(relationship between the included terms and a covert term). Each domain identified in
the ethnographic interviews was grouped in abox diagram. A taxonomic and componential
analysis that located similarities and differences across each domain was performed and
all related domains were collapsed into several core categories. As aresult, a category
system emerged based on patterns across domains. For example, a physician stated “I
believe that a big part of why physicians have a hard time collaborating with therapists
[“doing” Collaborative Health Care] is not because of the therapist but because of the
issues at hand, those are issues that they have not dealt with in their own lives and |
think that is why they feel intimidated by therapists’. Using a domain analysis, “not
dealing with those issues in their own lives’, “feeling intimidated by therapists’ are all
included terms that causes (semantic relationship of cause-effect) physiciansto have a
hard time dealing with therapists and, as a result, creates a challenge in the practice of
Collaborative Health Care. The emerging domain for this group of sentences was called
“Challenges to the practice of Collaborative Health Care” (subscale ). The two included
terms were introduced in item (23) of the questionnaire: “Physicians feel intimidated
by therapists because patient’s psychosocial concerns have not been addressed by
physicians in their own lives. The emerging core category that included the domain
(subscale) “ Challenges to the practice of Collaborative Health Care”, and another simi-
lar domain “ Definition of Collaborative Health Care” constitute scale B in the questionnaire
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and were called “Practice of Collaborative Health Care”. The same taxonomic process
was used to identify all the other core categories or scales in the questionnaire.

Results

Asaresult of the domain analysis the following categories with respective subdomains
emerged:

— A. Collaboration: 1) Characteristics of Physician and Therapist Collaboration,

2) Benefits of Physician and Therapist Collaboration, 3) Rational for Physician

and Therapist Collaboration, 4) Limitations of Physician and Therapist

Tables 4, 5, 6 7, and 8 describe each domain with their respective subdomains.

Collaboration.

B. Practice of Family Systems Medicine: 1) Definition of FSM, 2) Challenges

to the practice of FSM.

C. Referral: 1) Rational for referral, 2) Expectations after referral.

D. Training: 1) Characteristics of Therapist’s Training, 2) Characteristics of

Physicians' training.

E. Roles: 1) Characteristics of Physician’srole, 2) Characteristics of Therapist’s

role 3) Characteristics of other Mental Health Professional’s Role.

TABLE 4. A-Collaboration.

Therapats

Piryagssineg

iZollabo ration be by en Family physie uns snd family
therapists rezultz in & treatment plan that ineludes
medicaland peyehozoeial components [ &-1].

Collaboration between family phisiebons and Camily
the rapists inereases the quality of care and decreases
health care costs [&-2].

Collaboration with phiysicians increases therapists’
understanding of the biomedical aspects of disease.
[&-2]),

Collaboration with family therapists  helps
phyzicians wnderstand comeretely  how families
wotk [4-8).

TWhen phiysicians and family therapists  work
together elozelr in the same setting, patients are
more ¢omfortable in seeking therapy or accepting
therapyrefemals [ &-3].

In the practice of Family #ystems DMMedirine the
phyzician if m charge amd  the therapist iz the
oubzide member [A-).

The difference in salaries between Gamily physicians
and family therapists creates conflict in the
solluborative relationship

[da-d] .

One of the benefits of collaboration between
physieiams  amd  family  therapists  is
improvement I patient complianee [&-2].

Collaboration between Family therapists and
family physicians works best with patients
who hawe a problem that iz mot strietly
medical| &-2).

Patients see the¥ physicians less often when
the eanse of the problem is psyvhozocial and
the yrhaore o therapist

[&-2].

Collaboration between Family therapists and
family physicians srengthens the  bond
between phiysicisn-padent and  therapist-
patiknk [&-2].

iZollaboration betwe en Family physic iins and
family therapists ¥ pariewlarly  helpful for
patknt: with physieal symptoms thak are
stresztelated [A-2).

Collaboration between family therapists and
family physicians make: practice more
interesting [A4-3).

Collaboration between phisivians and family
therapists requires boo much time ko be
implem ented inko an HID [L-4].
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In this domain therapists and physicians describe family systems medicine as
improving compliance, decreasing health care costs, helping therapists understand the
biochemical aspects of disease, and helping physicians understand the psychosocial
issues involved in the patient’s disease. However, power issues are also acknowledged
in particular by therapists.

TABLE 5. B-Practice of FSM.

Thevandts

P dms

Family Therapists meed bo follow the DELIW
regardless of their e piste mologieal beliets [BE-1].

FEI is the applivation of behavioral medieme
expanded bo the family level (B-1].

FHEl is an area of specialization within family
therapy [B-1] .

Physicians do not know enowgh about familw
sysbems bo vndersand the payehosocial aspe chsof
illmess [B-2]).

In the practice of medical famaily therapiy, patient's
apcess b0 charts, that inelude persoma] notes of
therapistz can create efhizal problkms [(B-2)

In order to be aceepred by the "medical cultuee,
familytherapits need to help phisicians identify
a meed that Camdily therapy can meet [B-2].

Dependence on rthe medical prowider for
reimburze ment of therapy serwices Cor IMedicare
or Medicad patienrz imits the pracdee of famihr
sysbems medicine

[B-2].

In order for Family #ystems Bledicine bo become
main- streamed, psyehozocial issues shonll be
ineluded m physicians’ assessment [B-2].

It FamilyiSysems Mledicine is to prosper, itne eds
b0 develop & strong empirie sl base regarding the
affects of pollaboration [B-2].

In order for Family #wstems Medie me o swnrive,
health  eare  delivery haz to bhecome
interdisciplinary [B-2].

FEL is too vague to be inelwled into family
physietn's dady practiee
[E-1].

The focusof FEM iz on prevention| B-1].

Hharing informabion with patients abour they
disgnoses and progmoses requies physieians to
be trained in ¢ ounseling

[B-2].

Patients with complicated physical problems
make the family system: medicime approach
impraetical [B-2].

Physicians Ceel infimMated by therapists becanse
pabent's psychozockl concerns hawe not been
addreszed by phosicians in the ir own Lives [B-2].

Practiving Family #Hystems Mediine iz like
learming & mew skill or procedure that regquires
prachee [B-2].

There are o finaneisl reward s for phorzicians to
discuss patdents’ condition wih
therapists [B-2].
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In this domain, issues regarding the definition of the field are emphasized by both
therapists and physicians. Informants appeared confused regarding the focus of the
field. Both sides acknowledge the need for strong empirical base on the effects of
collaboration and an integration of both psychosocia and biochemical aspectsin patients
assessment. Finally, physicians perceive the family systems medicine approach as difficult
to implement in a hospital setting.

TABLE 6. C-Referral.

Therapdts Piraasdie

Physieians refer patdents to therapy after thetr haowe | There iz always the chanee of patients feeling
fonnd nothing med i a1y wrong with the patient [Z2-1], | abandoned b cheir phorsieians when theiyr ars
referred to therapisks [2-2).

TWhen patients are refetred to therapists, they
shouwld at kag provie a summary of the
zessiom bo the referring professiona] [2-2].

In this domain, therapists describe physicians as ruling out medical problems before
referring patients to therapy. On the other hand, physicians seem more concerned with
the fear that patients may feel abandoned and the need to know what is going on with
their patients after referral.

TABLE 7. D-Training.

Therapdas PR die

Family T herapists’ tradning m Biomedieme & wery | Family therapists do not know enough abour
limied [I-1]. common diseases bo uly eollaborake  with
rhosicbons (D-1).

Family therapists feel intimidated when thew go on
rounds wih famihy phorsicians amd haowe bo relate to the | Physivians’ training in Family Shystems
bioehemical azpects of disease [I-1]. Tdle dicine is primariy informal[D-2].

In this domain, therapists describe the training in biomedicine limited, and physicians
describe the training in family systems informal making the practice of family systems
medicine difficult.

Int JClin Health Psychoal, Val. 4, N° 3
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TABLE 8. E-Roles.

Therapats Pl dis

Physieians  only  get  inwolwed in pakient’s | There ismo d ¥ference between a famihy health
pevehotherapy when the patient is not improwing | psyehologistand & medieal family the rapistin
med ally [E-1). termz of how they practice Family Bystems
e dicine (E-3].

When physicions aml therapists collaborate, the
physickn addresses the patient dkease apd the | Inthe pracdee of Family#Eystems Bed o ine, the
therapist aldreszes the psyehosocial impact of the | contribukion of the medieal Gamiy therapist i
illness on the patient sand famihy [E-1]. dictinet from the eonbribubion of the medieal
soni] woarker [E-3].

TWhen padents hawe emotional concerns, physieisns
first zoreen for medizal eauses and only when the
find no apparent medicaleause, theiyvefer patie nks o

therapyr [E-1].

Family therapists are menta] health professionals who
are bethar q ualifdd to practice the biopsywehosoeial
mode]
[E-&].

Family Hystems Mediine can be practiced by any
med el provider snd anynon-medical mental health
priofesional as long as there isoollaboration betwreen
both parties [E-2).

Interestingly enough in this domain, therapists do not agree. Some express that
family therapists are the best qualified professionals to practice family systems medi-
cine and others believe, as long as there is collaboration between medical providers and
non-medical providers, that can be called family systems medicine or collaborative
family health care. Therapists also reinforce the idea of a division of tasks in the
practice of the biopsychosocial model i.e., they take care of the psychological issues of
the patient while physicians deal with the biomedical aspects. Finally, physicians speak
to the distinction between family health psychology and medical social work in the
practice of family systems medicine.

Discussion and implications

This study attempted to understand the parameters of family systems medicine or
collaborative family heath care. The ethnographic analysis revealed five domains:
collaboration, practice, referral, training and roles of professionalsinvolved. In several
instances physicians and therapists differ in their perceptions. It is understandable that
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for this sample that physicians first ruled out biomedical problems before referring
patients to therapy, since they are students and do not have much experience and as a
result cannot take risks. Also the fact that they believe that collaboration is limited in
a hospital setting may also have to do with the fact of being still in training and having
to fulfill many requirements leaving them with little time to converse with therapists.
Family physicians and family therapists although differing in their perceptions seem
very clear regarding the key concepts of this new approach: the emphasis on the patient
in context or the use of the biopsychosocial model and interdisciplinary collaboration.
Collaboration in particular, is seen as beneficial for all the partsinvolved. An interesting
finding was the discrimination among the disciplines of family health psychology and
medical social work. In this regard, physicians were not clear in how therapists with
different backgrounds can contribute differently to the practice of collaborative family
health care or family systems medicine.

Implications for future research

An ethnographic methodology proved very useful in generating information regarding
the therapists and physicians’ perceptions of family systems medicine. However,
ethnography research has limitations. Qualitative designs have been accused of being
non-replicable and not subject to disconfirmation (Cavell and Snyder, 1991); misleading,
irrelevant and stereotyped (Weirsma, 1988). Wynne (1988) argued that in the initial
stages of development of a new field, emphasis should be given to discovery-oriented
research and hypothesis-generating research rather that confirmatory research. We would
like to acknowledge the fact that informants in this study were resident and therapy
trainees who work collaboratively. However, their views may be different than physicians
and therapists who have been working longer and are not students. Thus, the theoretical
concepts generated inductively from this study are now able to be subjected to theory
confirmation research. Future research using a quantitative design can decide how
much of these findings are generalizable to the population of those who endorse a
collaborative family health care or are family systems medicine’ practitioners and also
include patients and managed care’ voices in this debate.
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