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Abstract
There is a current escalating need for telehealth (TH) options in family mental health services. In the absence of replicated 
evidence, TH guidelines from peak bodies are largely based on assumptions of the effectiveness of TH methods. New invest-
ments in TH would optimally be based in evidence of clinical efficacy. To this end, we conducted three studies in which we 
(1) systematically reviewed eight professional guidelines for TH family therapy, (2) examined replicated evidence for the 
efficacy of TH family therapy through systematic review of 20 studies and meta-analyses of 13 effects, and (3) synthesised 
clinical accommodations to TH methodology from a study of 12 experienced TH family therapists. The studies found (1) 
a predominant focus in existing TH guidelines on operational matters pertaining to TH and relative neglect of therapeutic 
process; (2) meta-analyses of efficacy for child behavioural problems (k = 8) and parental depression (k = 5) showed equivalent 
outcomes in TH and face-to-face therapy and enhanced outcomes in TH relative to treatment as usual, resource provision (i.e. 
written materials), or wait-list control. Narrative review of 20 studies for a range of relational and mental health outcomes 
aligned with these findings; and (3) therapists defined clear conditions for enhanced engagement and therapeutic process via 
TH and reflected on cautions and accommodations for purposes of rapport building and mitigating risk. Given moderate-
strong evidence for the efficacy of TH methods of family therapy for a range of conditions, we offer recommendations for 
future implementation of TH for family therapy.
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Delivery of psychotherapy through synchronous digital or 
other communication technology, referred to here as tel-
ehealth (TH), has been used for some decades to enhance 
access to care. This delivery format overcomes obstacles to 
receiving therapy such as geographic distance (Kuulasmaa 
et al. 2004), lack of access to resources due to financial con-
straints (Doss et al. 2020; Stuttard et al. 2015), and transport 
barriers (Syed et al. 2013). In recent months, with the advent 

of the COVID-19 pandemic, TH use has risen in response to 
public health restrictions on in-person contact (Aafjes et al. 
2020). This has affected multiple modes of therapy, includ-
ing family therapy, the focus of this paper. In response to 
the rapid shift to TH delivery, guidance for the provision 
of family therapy delivered by TH has been sought, includ-
ing necessary accommodations from in-person to online 
delivery and use of technology to enhance therapeutic pro-
cesses. The need to gather evidence for the efficacy of online 
delivery of family therapy, although previously recognised 
(Kuulasmaa et al. 2004), has become pressing during the 
COVID-19 pandemic. This paper addresses knowledge gaps 
in three ways, by (1) reviewing existing guidelines on the 
implementation of TH for family therapy, (2) reviewing the 
replicated evidence for the efficacy of TH in family therapy 
via systematic review and meta-analytic methods, and (3) 
describing further refinements for TH delivery of family 
therapy, through a qualitative study of 12 Family Therapists 
experienced in TH methods.
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Previous research has examined use of TH for other 
modes of therapy, such as individual psychotherapy. These 
have included cognitive behaviour therapy (e.g. Lichstein 
et al. 2013), interpersonal therapy (Heckman et al. 2017), 
and behavioural activation therapy (Egede et al. 2015). In 
these contexts, systematic reviews and meta-analyses of tri-
als of TH have established superior outcomes of TH relative 
to active or wait-list control (Ahern et al. 2018). Importantly, 
TH-delivered individual psychotherapy has also shown 
equivalent outcomes to in-person delivered therapy (Ahern 
et al. 2018; Drago et al. 2016; Norwood et al. 2018).

In contrast to this preliminary evidence-base for TH in 
individual psychotherapy, review of outcomes for TH in 
family treatment contexts has yet to be conducted. Caution 
is needed in extrapolating these findings to support the use 
of TH in the family therapy setting. Significant differences 
in the application of TH to family treatment contexts include 
accommodating more than one person “in the room” and 
managing the complexity of attending to family and com-
munication dynamics during sessions. In addition, particular 
techniques used in family therapy add further complexity to 
the move from in-person to technology, such as use of visual 
aids including genograms and physically re-positioning fam-
ily members. These have obvious operational and therapeu-
tic implications for how successfully family therapy may be 
delivered and received.

The limited literature to date focuses largely on the tech-
nical nature of TH delivery, and its possible advantages for 
family therapy, such as supporting the requirement to not 
talk over one another, and disadvantages, such as the poten-
tial for misunderstanding due to screen resolution limitations 
(Kuulasmaa et al. 2004). In contrast, impacts on the thera-
peutic process involved in delivering family therapy via TH 
have received limited attention.

In this context, we conducted three studies to examine 
technical and therapeutic considerations for delivering fam-
ily therapy via TH. Study One aimed to examine current 
guidelines for TH delivery. Study Two aimed to examine the 
replicated evidence for the efficacy of TH in family therapy 
contexts, via a systematic review and meta-analysis. Study 
Three aimed to summarise the therapeutic processes core 
to effective TH consultations with families, via analysis of 
family therapists’ descriptions of effective and ineffective 
TH consultations.

Study One: Review of Operational 
and Therapeutic Guidelines for Family 
Therapy TH

Study One aimed to review available guidelines for delivery 
of family therapy via TH.

Method

Search Procedure

Grey literature for operational and therapeutic guidelines 
for TH was searched via the Google search engine on 10 
April 2020. The search terms used were “guidelines”, “tele-
health”, and “family therapy”. Results from the first 10 pages 
(100 results) were screened for inclusion. Guidelines were 
included if they were publicly available and provided advice 
on the conduct of TH in a therapy setting involving family 
consultation. One additional resource was sourced on 3 June 
2020. Resources were excluded if they were secondary cita-
tions from a higher peak body, advertisements, marketing, 
or individual blogs. Peer-reviewed literature was excluded 
and examined in the systematic review section of this paper.

Resource Selection

Eight resources providing guidelines or advice for conduct-
ing TH in family therapy contexts met inclusion criteria. 
These are summarised below.

Results

Seven of the eight resources were designed to provide guid-
ance for TH delivery of systemic, family and/or marriage 
therapy, or therapy with children and adolescents (AAFT 
2020; Caldwell et al. 2017; Helps et al. 2020; ILB-MFT 
2016; Myers et al. 2017; Rogers 2020; Tran-Lien 2020). 
One resource was for governing bodies to regulate use of TH 
(AMFTRB 2016). Four of the eight resources preceded the 
COVID-19 pandemic, and four were developed specifically 
in response to escalating need for TH delivery of therapy 
during the pandemic (AAFT 2020; Helps et al. 2020; Rogers 
2020; Tran-Lien 2020).

Guidelines for Operational Arrangements

Ten themes related to operational guidelines were identi-
fied, as outlined in Table 1. The most commonly identified 
themes are summarised below.

Technology Requirements for Conducting TH

Six of the eight resources addressed at least one issue con-
cerning platform for TH delivery, device use, access, or how 
to deal with call interruptions. Recommendations for use of 
particular platforms were infrequently provided, with greater 
focus on requirements of the platforms or devices to provide 
reliable, private, and quality connections (ARFTRB 2016; 
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Caldwell et al. 2017; Helps et al. 2020; Myers et al. 2017; 
Tran-Lien 2020). Prior testing of platforms and devices was 
recommended to ensure client(s) could access the TH space 
(Rogers 2020), and plans be made in advance to deal with 
call interruptions due to technology failure or connection 
difficulties (AMFTRB, 2016; Caldwell et al. 2017; Helps 
et al. 2020). One specified the video image be stable and 
that all members of families and their interactions, includ-
ing facial features and expressions, can be viewed (Myers 
et al. 2017).

Client Consent and Confidentiality

Recommendations on this element of practice were made by 
most resources. Only two resources attended to prior writ-
ten consent for recording sessions (AMFTRB 2016; Helps 
et al. 2020), and others referred to obtaining in situ verbal 
or written consent for TH (Myers et al. 2017; Tran-Lien 
2020). Others provided detailed recommendations on risks 
and benefits of online therapy, training or credentials of the 
therapist in delivering TH therapy, privacy settings, alter-
native communication methods, and emergency procedures 
(AMFTRB 2016; Caldwell et al. 2017; ILB-MFT (Idaho 
Licensing Board of Professional Counselors and Marriage 
and Family Therapists 2016). Two resources noted the need 
for a confidential space in which to conduct TH, from both 
the client(s) and therapists’ perspective (AMFTRB 2016; 
Helps et al. 2020; Rogers 2020). The need to inform clients 
of the limits or risks to confidentiality from TH delivery 
was also advised by three resources (AAFT 2020; AMFTRB 
2016; ILB-MFT 2016) and to safeguard electronic storage 
accessible only by authorised persons (AMFTRB 2016; 
ILB-MFT 2016). A recommendation for security regarding 

TH platforms and data storage was made by three resources 
(AMFTRB 2016; Caldwell et al. 2017; ILB-MFT 2016), 
including for password protection and that encryption be 
used for the therapists’ electronic communication.

The need to verify client identity was advised by three 
resources, from noting that the identity of the client(s) 
should be verified by the TH provider (ILB-MFT 2016), 
to continuous verification across the period of engagement, 
through special procedures, such as passwords, codewords, 
or agreed upon phrases (AMFTRB 2016; Caldwell et al. 
2017).

Risk and Client Safety

One resource mentioned the need to assess risk indications 
that TH may be contra-indicated for some clients (Helps 
et al. 2020). Three others gave information on emergency 
planning, including the need to be aware of emergency 
resources in the client(s) location and to provide written 
information to the client(s) about emergency procedures 
(AMFTRB 2016; Caldwell et al. 2017; Myers et al. 2017), 
and the need to assess for physical risk of harm in the set-
ting/environment in which the client accesses TH. Possible 
exclusions from TH in unsupervised settings included fami-
lies with maltreatment histories (Myers et al. 2017).

Children and TH

Somewhat surprisingly, only three resources specifically 
addressed working with children in the TH setting. Matters 
addressed included the need for children to be familiarised 
with technology through game play and exploration of plat-
form features (Rogers 2020), and that consent and identity 

Table 1  Level of detail provided for operational guidelines for Telehealth according to resource source

AAFT Australian Association of Family Therapy, AAMFT American Association for Marriage and Family Therapists, AMFTRB Association 
of Marital and Family Therapy Regulatory Boards, ATA American Telemedicine Association, CAMFT California Association of Marriage and 
Family Therapists, ILB-MFT Idaho Licensing Board of Professional Counselors and Marriage and Family Therapists, TP-NHSFT The Tavistock 
and Portman NHS Foundation Trust

Theme Guideline Document Source

AAFT AAMFT AMFTRB ATA CAMFT Emerging minds ILB-MFT TP-NHSFT

Security None Moderate Detailed None None None Brief None
Risk/specific populations None Brief Detailed Detailed None None None Very brief
Consent and documentation None Moderate Detailed Brief Moderate Very brief Moderate None
Confidentiality Brief None Moderate None None Brief Brief Brief
Client identify None Brief Moderate None None None Very brief None
Working with children None None Moderate Detailed None Brief None None
Platform/devices/access None Brief Moderate Moderate Moderate Brief None Moderate
Workspace boundaries/room setup None None None Detailed None Brief None Moderate
Call interruptions None Brief Brief None None None None Very brief
Recording sessions None None Brief None None None Very brief Brief
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of the parent or guardian providing the consent be verified 
(AMFTRB 2016). Myers et al. (2017) made numerous rec-
ommendations about supervision of the TH session, safety 
risks for young people including the potential of the young 
person to act out and attack devices, and considerations that 
some children may not tolerate TH due to developmental 
or psychotic disorders. In addition, conduct of TH in non-
neutral settings that may be sites of violence or neglect, or 
where a volatile caregiver or parent is present were noted 
contraindications.

Workspace Boundaries and Room Set‑Up

Three resources addressed these issues. Recommendations 
included obscuring the therapist’s background where possi-
ble (Rogers 2020) and ensuring clients’ space was free from 
interruptions, from the risk of being overheard (Helps et al. 
2020), and was sufficiently large to accommodate all family 
members and to allow children to move around as needed 
(Myers et al. 2017).

Guidelines for Engagement and Therapeutic 
Processes on TH

Ten themes for therapeutic guidelines were identified (see 
Table 2). The most frequently mentioned themes are outlined 
below.

Assessing for Appropriateness for TH

Six guideline documents (AMFTRB 2016; Caldwell et al. 
2017; ILB-MFT 2016; Myers et al. 2017; Rogers 2020; 

Tran-Lien 2020) stated that assessments for appropriateness 
of TH should be conducted, and based on varying considera-
tions such as the nature and severity of symptoms, clients’ 
ability to use TH platforms, and risks and benefits of TH-
delivered therapy. However, specific thresholds for indica-
tors or contraindicators of use of TH were not provided.

In‑Session Communication and Engagement

Issues here included greater concentration demands on 
therapists and clients of TH relative to in-person work, 
and acknowledged a possible need to curtail session length 
(Helps et al. 2020). The need for new rituals was suggested, 
to signal different stages of the therapy session, such as 
beginnings and endings (AAFT 2020; Helps et al. 2020). 
Similarly, different approaches to promoting engagement 
and rapport and clear communication were advocated 
(AAFT 2020; Helps et al. 2020; Rogers 2020), for exam-
ple, through visual cues, variation of voice (i.e. intonation, 
tempo), and physical signals such as waving or the thumbs-
up sign (AAFT 2020; AMFTRB 2016; Helps et al. 2020; 
Myers et al. 2017; Rogers 2020). The additional need for 
therapists to maintain attentiveness in sessions given the 
more effortful nature of TH was also mentioned (AAFT 
2020).

Managing Intensity of Emotion and Focus in TH Delivery

Suggested strategies here included setting up a contract 
that outlines the planned response to escalation of emotion 
(Helps et al. 2020) and using directive problem-solving 
approaches to contain distress (AAFT 2020).

Table 2  Level of detail provided for therapeutic guidelines for Telehealth according to resource source

AAFT Australian Association of Family Therapy, AAMFT American Association for Marriage and Family Therapists, AMFTRB Association 
of Marital and Family Therapy Regulatory Boards, ATA  American Telemedicine Association, CAMFT California Association of Marriage and 
Family Therapists, ILB-MFT Idaho Licensing Board of Professional Counselors and Marriage and Family Therapists, TP-NHSFT The Tavistock 
and Portman NHS Foundation Trust

Guideline Document Source

Theme AAFT AAMFT AMFTRB ATA CAMFT Emerging Minds ILB-MFT TP-NHSFT

Assessment of appropriateness for telehealth None Moderate Moderate Brief Brief Brief Moderate None
Session structure Detailed None None None None Moderate None Brief
Rapport and engagement Moderate None None None None Moderate None Very brief
Visual cues and use of the body Detailed None Moderate Brief None Moderate None Moderate
Visual tools and genograms Brief None None None None Brief None Brief
Reflecting conversations None None None None None None None Brief
Managing emotions Moderate None None None None None None Brief
Therapist presence / state of mind Moderate None None None None None None None
Monitoring progress None Brief Brief None None Brief Brief None
Supervision None None Detailed Brief None None None Brief
Session Content None None None None None None None Detailed



248 Clinical Child and Family Psychology Review (2021) 24:244–266

1 3

Therapist Self‑Care

The added utility of supervision and use of technology to 
facilitate supervision was mentioned by three resources 
(AMFTRB 2016; Helps et al. 2020; Myers et al. 2017), 
including sharing of recording of video conference sessions 
for review by supervisors (Helps et al. 2020)..

Use of Family Therapy Specific Skills and Tools

Only two resources specifically mentioned ongoing use of 
tools such as use of genograms (AAFT 2020; Helps et al. 
2020) and reflecting conversations (Helps et al. 2020).

Monitoring Client(s’) Progress

This issue was included in some guidelines AMFTRB (Asso-
ciation of Marital and Family Therapy Regulatory Boards) 
2016; Caldwell et al. 2017; ILB-MFT (Idaho Licensing 
Board of Professional Counselors and Marriage and Fam-
ily Therapists) 2016; Rogers 2020. In some instances, these 
were specific to monitoring the effectiveness and appropri-
ateness of TH delivery of therapy (AMFTRB 2016; Cald-
well et al. 2017; ILB-MFT 2016).

Session Content

No guideline implied that the content of a session would 
be affected by the differences between TH and in-person 
work. Continued support for the family to set the agenda 
for the discussion was assumed throughout. One set of 
guidelines developed post COVID-19 restrictions observed 
that COVID-19-related topics were frequently raised, and 
needed time to discuss, including addressing children’s 
worries about the virus, physical distancing, and contact 
between parents and children in separated families (Helps 
et al. 2020).

Brief Discussion

Study One reviewed publicly available documents providing 
guidelines for provision of TH within family therapy set-
tings. Half of the documents had been produced specifically 
in response to the COVID-19 pandemic. Perhaps reflecting 
the rapid move to provision of TH, content of the guidelines 
documents was heavily weighted to providing operational 
guidance, including use of technology and processes for 
obtaining client consent and managing confidentiality. Less 
attention was given to guidance for adapting therapeutic pro-
cesses within the TH setting and somewhat surprisingly, few 

resources attended to ways of working with children in TH 
in relation to either operational or therapeutic guidelines. No 
guideline attended to the evidence for effectiveness of TH.

Study Two: Systematic Review 
and Meta‑analysis

The aim of Study Two was to conduct a systematic review of 
literature examining relational and mental health outcomes 
of family therapy via TH and, where possible, to conduct 
meta-analyses of commonly reported outcomes.

Method

This review was conducted in accordance with the preferred 
reporting items for systematic review and meta-analysis 
protocols (PRISMA) guidelines for systematic reviews and 
meta-analysis protocols (Moher et al. 2015).

Search Strategy

A systematic search of the following databases was con-
ducted in April 2020: PsycINFO, CINAHL, FAMILY, Pro-
Quest Psychology Journals, ProQuest Dissertations and 
Theses, and Google Scholar. Search terms were telemedi-
cine OR telehealth OR “telemental health” OR telepsych* 
OR ehealth OR edelivery OR online AND “family health 
services” OR “family therapy” OR “family consult*” OR 
“clinical consult*” OR “group consult*” AND trial OR 
“randomi*ed control* trial*” OR “randomi*ed clinical 
trial*” OR “experimental design” OR “random sampl*” 
OR “case control”.

The search was restricted to English language peer-
reviewed papers. The ProQuest Dissertations and Theses and 
Google Scholar searches were not restricted to peer-review 
literature to allow retrieval of grey literature. Given the large 
number of records from Google Scholar on irrelevant topics, 
screening was restricted to the first 50 returns. A total of 177 
papers were retrieved. After removal of duplicates (n = 15), 
162 papers remained for screening.

Study Selection

All papers (n = 162) were screened for eligibility by two 
authors (AB and AS) across two levels; title and abstract, 
and full text. Papers were included if: (a) they reported 
on a TH based delivery of a therapeutic intervention (i.e. 
synchronous audio or video consult); (b) the treatment was 
simultaneously received by more than one client (i.e. was 
a family or group); and (c) the paper reported on relational 
health or mental health outcome measures.
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The title and abstract screen excluded 112 papers and a 
further 30 were excluded following full-text screen. Rea-
sons for exclusion at this level are shown in Fig. 1. One 
additional paper that was already known to the authors was 
included. Twenty papers met eligibility criteria for inclusion. 
Of these, 9 reported on effects that were eligible for inclu-
sion in meta-analysis.

Data Extraction

Two authors (AB and AS) extracted data from eligible 
papers. The data described study country, study design, 
treatment sample and size, intervention type and deliv-
ery formats, relevant outcomes and their measures, rel-
evant results, and reported effect sizes. For meta-analytic 

categories, pre- and post-intervention means and stand-
ard deviations were extracted from studies for effect size 
calculation.

The quality of included studies was assessed by one 
author (AS) using the 12-item Methodological Index for 
Non-Randomized Studies (MINORS) scale (Slim et  al. 
2003). This scale assesses methodological quality for both 
non-randomised and controlled studies. Items are scored as 
0 (not reported), 1 (reported but inadequate), and 2 (reported 
and adequate). An ideal score for a randomised controlled 
study is 24 and 16 for non-comparative studies. Additionally, 
one item from the Jadad Scale (Jadad et al. 1996) for Report-
ing Randomised Controlled Trials was included to assess 
randomisation. Studies received 2 points if described as ran-
domised, and the method of randomisation was described 

Fig. 1  Selection process of 
articles for inclusion in review 
and meta-analyses
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and appropriate. Studies received 1 point if randomisa-
tion was mentioned but the method of randomisation was 
inappropriate. A score of zero was awarded if randomisa-
tion was not explicitly mentioned. A second author (AB) 
assessed 20% of studies for inter-rater reliability of study 
quality. Scores for each study are included in Supplementary 
Material.

Meta‑analyses

Meta-analyses were possible for two outcomes, child behav-
iour problems and parent depression. Analyses were con-
ducted using the Comprehensive Meta-Analysis software 
(Version 3; Borenstein et al. 2005). Effect sizes (Hedges 
g) were calculated for the interaction effect (between group 
(control and intervention) change from pre–post interven-
tions) for each study. Effect sizes from individual studies 
were then combined to produce an aggregate effect size, 
using random-effects models. Given studies did not report 
pre–post correlations of child behaviour or caregiver depres-
sion, we used a conservative r of 0.70 as recommended by 
Rosenthal (1984) to calculate the group x time effect sizes. 
The I2 statistic was used to assess the heterogeneity of the 
subgroups with scores of 0.25, 0.50, and 0.75 corresponding 
to low, moderate, and high levels, respectively (Higgins et al. 
2003). Given there were not more than five studies in any 
subgroup, meta-regression moderation analyses could not be 
conducted to assess for age or gender differences in samples.

Results

Characteristics of Included Studies

Details regarding the characteristics of included studies are 
shown in Table 3. The 20 papers reported on samples com-
prising families; mostly parent–child compositions (n = 18), 
with others involving adult relatives (n = 2; *Glynn et al. 
2010; *Rotondi et al. 2005). Most studies were conducted 
in the USA (n = 16), with three Australian and one Canadian 
study.

Twelve studies were described as randomised controlled 
trials (RCT); others were feasibility studies or pilot trials 
(n = 4), experimental trials (n = 2), modified randomised 
controlled field experiments (n = 1), and case–control stud-
ies (n = 1). Papers were published between 2002 and 2019. 
In total, the included studies reported on 1992 families or 
parent–child/adult-relative dyads, with a mean sample size 
of 99.6 (SD = 91.81, range = 10–322).

The included studies drew on a range of interventions, 
including Family Problem-Solving Therapy (FPS; n = 5), 
Family-Based Cognitive Behavioural Therapy (FB-CBT; 
n = 2), and Parent–Child Interaction Therapy (PCIT; n = 1). 

Two studies used a multi-family group (MFG) approach for 
individuals with a psychotic illness and their adult relatives. 
One study used an Acceptance and Commitment Theory 
(ACT) framework, and one used the Triple P: Positive Par-
enting Program intervention. One study used family-based 
treatment (FBT) for anorexia nervosa. All other studies 
described a non-specific cognitive-behavioural and/or skills-
based approach (see Table 3).

Study Quality

The average score for quality assessment ratings of included 
studies was 18.9 out of a possible maximum of 26. When the 
Jadad scale item (item 13) was removed, no studies exceeded 
a score of 24. Scores for each included study are presented in 
Online Resource 1. Many studies either reported inadequate 
information or did not address study blinding or prospec-
tive calculation of sample size, and many studies reported 
a loss of > 5% of the sample to follow-up. Twenty percent 
of studies were double rated. Inter-rater agreement on study 
quality was 100%.

The Replicated Evidence: Meta‑analytic Findings

Across the 20 included studies, there were 37 relevant effects 
relating to mental health and/or relational health outcomes. 
Meta-analyses were possible for thirteen effects from 
eleven studies related to the efficacy of TH in addressing 
child behavioural problems (k = 8) and parental depression 
(k = 5). The remaining effects could either not be meaning-
fully clustered into a domain with at least one other similar 
effect (k = 22), or the required statistical information was not 
given in text nor provided by authors upon request (k = 2).

Child Behavioural Problems

In the pre- to post comparison (see Fig. 2), the efficacy of 
the TH interventions for child behavioural problems was 
somewhat superior to the control interventions (in-person, 
internet resources, treatment as usual, or wait-list control), 
with a small effect size. The Q statistic assessment of het-
erogeneity confirmed studies in the meta-analysis shared the 
same effect size (Q = 2.828, p = 0.900, I2 < 0.001). Publica-
tion bias did not appear to be an issue, with a visual inspec-
tion of the funnel plot showing an even dispersal of studies, 
and Egger’s regression confirming the included studies were 
symmetrically distributed [p (2-tailed) = 0.66]. The classic 
Fail-Safe N was calculated and revealed that an additional 
10 studies with an effect size of zero would be required to 
render the current findings non-significant.

Subgroup analyses revealed the effect size did not differ 
across studies, based on control group type Qbetween = 1.40, 
df = 3, p = 0.706, or the outcome measure used (i.e. Child 
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Behavior Checklist, Eyberg Child behaviour Inventory, or 
Strengths and Difficulties Questionnaire), Qbetween = 0.34, 
df = 2, p = 0.846. Although Fig. 2 shows significant dif-
ferences between TH and provision of resources but not 
between TH and in-person delivery, when considered col-
lectively the effect sizes did not differ based on comparison 
type.

For the four studies that collected follow-up data, meta-
analysis showed a non-significant trend for persisting 
improved outcomes in TH relative to control, also with 
small effect size. Subgroup analyses revealed the effect size 
did not differ across studies, based on the control group 
type, Qbetween = 0.56, df = 1, p = 0.454, or the measure used, 
Qbetween = 0.93, df = 1, p = 0.336.

Fig. 2  Meta-analyses of the effect of telehealth interventions for child behavioural problems. E-Health telehealth delivery, F2F face-to-face, IRC 
internet-resources comparison, TAU  treatment as usual, WLC wait-list control

Fig. 3  Meta-analyses of the effect of telehealth interventions for parental depression. E-Health telehealth delivery, F2F face-to-face
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Parental Depression

As shown in Fig. 3, the efficacy of the TH interventions 
appeared to be superior to control interventions, all in-
person comparisons, at both pre- to post intervals, Hedges 
g =  − 0.23 (95% CI − 0.57, − 0.07) p = 0.011, and pre to 
follow-up, Hedges g =  − 0.33 (95% CI − 0.47, − 0.11) 
p = 0.002, for parental depression. Both were small effects. 
The heterogeneity among effect sizes was low in both pre to 
post (Q = 1.161, p = 0.445, I2 < 0.001) and pre to follow-up 
(Q = 0.877, p = 0.831, I2 < 0.001).

Publication bias did not appear to be an issue, with a vis-
ual inspection of the funnel plot showing an even dispersal 
of studies, and Egger’s regression confirming the included 
studies were symmetrically distributed at pre to post (p 
(2-tailed) = 0.12) and pre to follow-up (p (2-tailed) = 0.34). 
The Fail-Safe N analyses show that the addition of two and 
seven studies at each timepoint comparison with an aver-
age effect size of zero would render the current findings 
non-significant.

Narrative Summary of Individual Studies

The included individual studies reported effects relating to 
family outcomes, child outcomes, and outcomes for indi-
viduals with a psychotic illness and their adult relatives. 
Study findings for effects not included in the meta-analysis 
are described below and details of study interventions are 
included in Table 3.

Family Outcomes

Included studies assessed a range of negative (e.g. distress, 
conflict) and positive (e.g. problem solving) family out-
comes. Many studies reported improvements in outcomes 
following engagement with TH. However, changes in out-
comes from pre- to post intervention and to follow-up were 
not different from changes observed in comparison condi-
tions for any outcomes.

A family counselling intervention delivered via TH (vide-
oconferencing) with parent–teenager dyads led to significant 
reductions in the severity and frequency of family problems 
to post-intervention. Improvements were maintained at 
6-month follow-up (*Glueckauf et al. 2002). There was no 
evidence of any significant differences between this inter-
vention delivered via TH or via telephone or in-person 
delivery.

One study of families with children with traumatic brain 
injury (TBI) used a web-based family problem-solving ther-
apy with a counsellor via TH (videoconferencing) sessions. 
Improvements to post-treatment were observed for family 
problem solving. These were not maintained to 18-month 
follow-up (*Narad et al. 2015). Other effects were mixed 

and depended on differing levels of severity of TBI of ado-
lescents. For family conflict, significant decreases were 
observed at 18-month follow-up only for adolescents with 
severe TBI. For adolescents with moderate severity of TBI, 
levels of effective family communication remained steady 
across assessment timepoints for the TH group. Declines at 
12-month follow-up were observed in the control group who 
received internet resources.

The use of TH (videoconference) delivered family-based 
cognitive-behavioural therapy (FB-CBT) in families with 
a child with obsessive–compulsive disorder (OCD) led to 
improvements in family accommodation of OCD symptoms 
which were maintained at 6-month follow-up (*Comer et al. 
2017a, b). Immediate and 6-month follow-up improvements 
were comparable to those in the in-person condition.

Parent Outcomes

Parent mental health outcomes were assessed in four of 
the included studies. Relative to primary care, a hybrid 
TH approach for caregivers of a child with attention-deficit 
hyperactivity disorder demonstrated significantly greater 
improvements in caregiver stress, depression, and caregiver 
strain (Stoep et al. 2017). This intervention comprised vid-
eoconference-delivered psychiatry sessions and skills-based 
behavioural training.

In other studies, interventions were implemented for child 
conduct disorders utilising the Integrated Family Interven-
tion (*Dadds et al. 2019) and family problem solving follow-
ing adolescent traumatic brain injury (*Wade et al. 2019). 
No differences were noted between TH and in-person deliv-
ery. Improvements in parent anxiety and depression at post-
intervention were maintained to 3 months (*Dadds et al. 
2019), and depression and distress at post-intervention main-
tained 9 months after baseline (*Wade et al. 2019). TH inter-
vention (videoconferencing) in acceptance and commitment 
therapy for parents with a child with life-threatening illness 
was piloted in a non-controlled feasibility study. Small but 
non-significant improvements in parent depression, anxiety, 
stress, and PTSD symptoms were noted at post-intervention 
(*Rayner et al. 2016).

Child Outcomes

Studies reported a diverse array of child outcomes. One 
study explored the impact of TH (videoconferencing) FB-
CBT on child OCD symptom severity. Improvements com-
parable to the in-person FB-CBT condition were noted for 
TH in OCD symptoms and in clinician-rated functioning, 
and maintained at 6-month follow-up (*Comer et al. 2017a, 
b).

*McGrath et al. (2011) examined a family-centred coach-
ing intervention with online resources accessed by families 
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and weekly TH (telephone) coaching for families with a 
child diagnosed with oppositional defiant disorder (ODD), 
attention-deficit hyperactivity disorder (ADHD), or an anxi-
ety disorder. Successful outcomes, defined as children no 
longer meeting diagnostic criteria, were observed in higher 
rates in the TH groups relative to treatment as usual control. 
Effects were maintained to 8 months post baseline for the 
ODD group and to 12 months for the ADHD and anxiety 
groups (*McGrath et al. 2011). *Sibley et al. (2017) exam-
ined a 10-session family therapy skills-based TH (video-
conferenced) intervention for adolescents with attention-def-
icit hyperactivity disorder (ADHD) and their parents. Parent 
and teacher-rated severity of inattention symptoms improved 
post-treatment. Findings reflect within-group change over 
time, as no control group was used. A further study exam-
ined the feasibility and preliminary effects of family-based 
treatment (FBT) delivered via TH (videoconferencing) in a 
pilot trial for adolescents with anorexia nervosa (*Ander-
son et al. 2017). Significant improvements in weight and 
eating disorder symptoms were apparent at post-treatment 
and maintained at 6-month follow-up. Adolescents rated the 
treatment as moderately positively, whereas mothers and 
fathers rated the treatment very positively.

Two studies utilised TH for families where a child had 
TBI. Family problem-solving therapy delivered by vide-
oconferencing improved daily functioning of children 
relatively more than an internet resource control group, 
with effects evident 12 months after treatment completion 
(*Wade et al. 2015). Similarly, compared to individual ther-
apy, a TH (videoconferencing)-delivered problem-solving 
program resulted in more improved executive functioning 
(parent report) post-treatment in adolescents (*Wade et al. 
2018). Interaction effects between family stress levels and 
executive function were noted.

*Davis et al. (2016) examined the benefit of a TH inter-
vention, delivered by videoconference or by telephone, in 
treating paediatric obesity on child behavioural outcomes. 
The sample did not display clinically significant levels of 
behavioural problems at baseline and there were no group by 
time changes over the course of the intervention. This study 
was not included in the meta-analysis of the same category, 
as no quantitative statistics were made available for analysis.

Adults with Psychotic Illnesses and Their Relatives

Two studies examined outcomes for individuals with a psy-
chotic illness (schizophrenia and schizoaffective disorder) 
and their adult relatives from participation in an online sup-
port program with TH therapy/facilitated synchronous chat 
for persons with schizophrenia, family member groups, or 
multi-family groups (*Glynn et al. 2010; *Rotondi et al. 
2005). Mixed findings were observed. Relative to the treat-
ment as usual control groups, for individuals with psychotic 

disorder, TH intervention reduced stress in one study 
(*Rotondi et al. 2005) but did not reduce distress or impact 
clinical symptomatology in another study (*Glynn et al. 
2010). In neither study were improvements in perceived 
social support observed (*Glynn et al. 2010; *Rotondi et al. 
2005).

For adult relatives of individuals with a psychotic dis-
order, participation in TH did not alter perceived social 
support or stress (*Rotondi et al. 2005) or alter anxiety/
depression or somatisation symptoms, reflective of distress 
(*Glynn et al. 2010), relative to treatment as usual. Relatives 
were found to have improved levels of family relationship 
stress but not perceived social support over time. However, 
these were not examined in comparison with change in the 
control group (*Glynn et al. 2010).

Brief Discussion

This systematic review and meta-analysis provides evidence 
that family-based therapy delivered via TH improves rela-
tional and mental health outcomes for family, parent, and 
child measures. Effects were equivalent to in-person delivery 
of interventions for many outcomes. In no studies included 
in the review were outcomes from TH found to be inferior 
to in-person delivery. These findings are preliminary, and 
should be interpreted in light of their limitations, including 
the small number of studies reviewed. Only 20 studies met 
inclusion criteria, a considerably smaller pool of research 
than has been examined for individual TH therapies.

Study Three: Qualitative Exploration 
of Family Therapist Experiences with TH

Study Three aimed to explore family therapists’ perspectives 
on delivering family therapy via TH and to understand ele-
ments of therapy that are more or less effective through TH 
delivery relative to in-person experiences. In addition, the 
study aimed to understand perceptions of risk of use of TH.

Method

Participants

Participants were family therapists (n = 12; three male and 
nine female) at a specialist public health funded family 
services centre. Invitation to participate was extended to 
all practitioners with experience delivering family/group 
therapy via a TH (videoconferencing) medium. Participa-
tion was voluntary, and required informed consent. Most (10 
of 12) participants had conducted between 6 and 12 family 
telehealth sessions. One participant had completed about 18, 
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and one had completed about 30. For most (10 of 12) par-
ticipants, use of telehealth was new (i.e. since the beginning 
of the COVID-19 pandemic). There were two exceptions to 
this: one participant had some prior experience with family 
therapy telehealth in a previous role, and one had prior expe-
rience with the use of telehealth but only with individuals 
rather than groups or families.

Procedure

Approval was provided by the La Trobe University Human 
Ethics Committee (Project ID: HEC20118). The study was 
performed in accordance with the ethical standards of the 
1964 Declaration of Helsinki. Each practitioner partici-
pated in a structured, one-on-one audio-recorded interview 
(approximately 60 min) with AB. Interview questions are 
presented in Table 4. Participants were not familiar with the 
interview questions prior to the interview.

Data Analysis

Audio-recorded interviews were transcribed verbatim using 
transcription software and checked by a member of the 
research team. Transcript data were then subject to quali-
tative content analysis (Bengtsson 2016; Elo and Kyngäs 
2008; Hsieh and Shannon 2005) at the manifest level. Using 
a deductive, predetermined coding system aligned with the 
interview structure, one independent coder (FP) extracted 
and coded transcript data using a standardised coding table. 
Codes and themes were reviewed by two second independent 
coders (AB, JM). Nine key domains were identified. Data 
analysis occurred across four stages: (a) decontextualization 

(deconstruction of the transcript into meaning units); (b) 
recontextualization (identification of codes); (c) categoriza-
tion (identification of themes); and, (d) compilation (draw-
ing of group-level conclusions and variations, with confer-
encing between coders and checking of the original text).

Results

Findings are organised by the domains corresponding to 
interview questions (see Table 4), including a high-level 
summary of key themes and significant variations in thera-
pists’ views.

Suitability for TH

Views about the suitability of cases for TH family therapy 
were congruent with those made in in-person work. No 
blanket contraindications for the use of TH were identi-
fied for this setting. As per in-person work, contraindica-
tions included imminent family violence risks and current 
severe disturbance in personal functioning with cognitive, 
neurological, or psychiatric origins that render participation 
unsafe or otherwise unhelpful for any participant. As with 
in-person consultation, such impairments may delay the 
timing of the intervention rather than presenting a blanket 
contradiction. An example of this may be presenting as drug 
affected on the day of an appointment.

A series of cautions characterised by risk or complexity 
(e.g. history of trauma, sexual assault or suicidal ideation) 
emerged about the suitability of TH for cases. Suggested 
accommodations to manage these circumstances centred on 

Table 4  Interview questions for exploration of family therapist experiences with TH

Interview question Domain

What core considerations would guide your judgement that a case was suitable or unsuitable for a 
TH medium? (E.g.: client ages, presenting problems, reflective capacity, risk, intra-family dynam-
ics, etc.)

Suitability for TH

What would you consider essential for an online therapist to do in establishment of rapport and 
empathy with all family members?

Rapport

How might you handle moments of conflict between family members in the ‘online’ room—e.g. is 
there any difference in what you would say or do, or feel?

Conflict management

What accommodations would you make for younger children? Working with children
Under what conditions would you not resume a treatment online that had commenced in person? Continuation of in-person therapy via TH
Are there any core principles or practice elements of family therapy that seem less effective via TH? Perceived drawbacks of TH interventions 

with families
Are there any core principles or practice elements of family therapy that seem more effective via 

TH?
Perceived efficacy of TH interventions

How would your crisis management practice change when using a TH medium, to manage risky 
behaviour in the room (e.g. a child starts head banging; a family member threatens another family 
member)

Managing risk in the moment

What additional vulnerabilities might you feel as the therapist? What might assist you to feel more 
comfortable with respect to these?

Wellbeing of the therapist in a TH context
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‘slowing the work down’ and included spending more time 
than usual understanding client situations, priorities, and 
the nuances of potential risk, and setup of risk management 
plans prior to therapy. A well-paced therapeutic process was 
key to maintaining trust and rapport, together with making 
open and collaborative choices with clients; devoting more 
time to ‘talking about the talking’; and allowing more time 
to develop the foundations of a therapeutic relationship with 
new clients.

Rapport

Relative to in-person contexts, the TH environment was seen 
to require (i) more time and (ii) additional accommodations 
to content and process for purposes of establishing rapport, 
described below. TH engagement was augmented by a first 
telephone contact with all family members to establish indi-
vidual connections before commencing TH sessions. Equally 
important were transparent discussions about client comfort 
with the TH therapy modality; establishing a mutual under-
standing of how to communicate about the process when it 
is not working well and being more directive than usual to 
facilitate equal contributions to group conversations.

Technological factors impacted rapport, including look-
ing directly at the camera while talking with clients to emu-
late eye contact, and using names when addressing clients 
to compensate for the challenges of deploying direct gaze 
and body orientation as one would in person. Considera-
tion was also given to the influence of TH features on client 
experience, e.g. muting different voices at different times 
and using a particular screen viewing modes. Explanations 
were offered when doing anything off-screen such as using 
a notepad, providing a clear explanation to avoid confusion 
about practitioner inattention.

Conflict Management

Therapists noted a lower overall threshold in the TH context 
for intervening with conflict during a session, and a focus 
on methods of remaining in control if conflict occurred. All 
therapists noted the critical importance of mitigating the 
possibility of conflict prior to therapy. Preliminary discus-
sions with clients about how conflict would be resolved in 
the absence of the practitioner were felt to be essential, given 
concerns that clients might be more inclined to abruptly 
walk out of a TH consult than from the therapy room in-
person. Successful TH interventions included establishing 
permission and processes for discussing ‘hot issues’ dur-
ing the session; addressing the need to intervene, and post-
session regulatory strategies. Several therapists found online 
breakout rooms useful for speaking to clients separately 
where conflict had occurred or was imminent.

One key variation was noted. Some therapists felt that 
conflict was more difficult to manage when family mem-
bers were on separate screens, as this blurs the detection of 
early signs of conflict, while others felt a greater sense of 
control when family members joined from separate devices, 
in separate spaces, as the risk of physical conflict was felt 
to be lower.

Managing Risk in the Moment

All therapists reported that managing risk via TH was more 
delicate than managing risk in-person. The unanimous 
emphasis was on risk mitigation rather than risk manage-
ment in TH. As such, efforts were consistently made to 
ensure best possible risk assessment prior to engaging in 
therapy. As with in-person work, therapists agreed that 
imminent safety risks would contraindicate suitability for 
TH therapy. Immediate intervention in a context of risk 
would be largely congruent with intervention in the in-
person setting (i.e. the need to slow down and stop where 
necessary and allow for breaks in instances of escalation; 
post-session follow-up to determine client safety; readiness 
to contact police, or provide details of support services or 
contact services on client’s behalf).

A common concern pertained to the consequence of 
technology failure, with the need to invest in pre-session 
preparation, to ensure therapists were aware of clients’ loca-
tions and alternate contact methods in case of an emergency, 
including phone numbers and email addresses. The normal 
practices of notifying police would apply if a reportable con-
cern about dangerous behaviour arose.

Therapists agreed that given the physical distance of the 
therapist, TH brings increased shared involvement of the cli-
ent in risk management, shared responsibility for their own 
self-regulation, and support of others’ self-regulation, with 
the assistance of emotion coaching strategies.

Working with Children

Views about suitability of TH for children varied. Common 
to all was the need for advance preparation and active align-
ment with parents to ensure the space for the session worked 
well for the children and was equipped with drawing and 
play materials, active engagement of young children, sus-
taining their involvement in the session through shorter ses-
sions, and leveraging different types of play. In this, a need 
for therapists to manage their own expectations was evident 
(e.g. being prepared that the session might need to be brief 
or to end early).

Most therapists reported the need to be more engaging, 
e.g. via maximising interactive methods and minimising 
verbal discussion, creating a playful atmosphere by utilis-
ing virtual backgrounds, and introducing various types of 
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play. Therapists also found it helpful to bring attention to 
the TH medium as a point of interest and to use its novel 
features (e.g. online whiteboards) to engage children in 
session.

Continuation of In‑Person Therapy Via TH

As to the question of continuing an already established 
therapy process via an online medium, no differences were 
noted relative to those that would apply to consideration 
of continuing in-person therapy. These standard cautions 
as outlined above in the ‘Suitability for TH’ section would 
equally apply.

Cautions for continuing via TH amounted to concerns 
about participating safely and included situations where the 
client had inadequate support in scenarios of risk manage-
ment while using TH. Ongoing monitoring of the efficacy 
and suitability of the medium across the course of treatment 
was noted by all.

Perceived Drawbacks of TH Interventions 
with Families

Several therapists reported that some therapeutic techniques 
felt more difficult or perhaps less effective online (e.g. tri-
adic questioning when members were on different devices). 
The same held for pragmatic activities (e.g. moving people 
around the room to create a family sculpture) and several felt 
that their use of warmth, humour, and the ability to accu-
rately read non-verbal cues were somewhat compromised. 
Nevertheless, there was uniform agreement that the core ele-
ments of family therapy were more or less maintained with 
the transition to TH.

Perceived Efficacy of TH Interventions

Various therapeutic experiences and access/uptake issues 
were improved with the transition to TH delivery. Some felt 
that TH offered an improved ability for therapists to empa-
thise and align with others’ experiences due to the equal 
visual presentation of faces on the screen. In this, being able 
to see one’s own responses on the screen had potential ben-
efits. Self-direction associated with use of TH also offered 
families a greater sense of ownership in their therapeutic 
process.

Some felt that TH promoted better equity in access and 
uptake. At the geographical level, there are benefits of TH 
for those living in remote areas. At the individual level, TH 
can better suit those with certain disabilities or preferences 
for interaction online.

Wellbeing of the Therapist in a TH Context

Several therapists reported that the usual boundaries that 
exist between in-session and out-of-session work done in-
person were difficult to maintain when using TH. Some 
reported feeling detached from their work when using TH: 
they were disempowered and at times helpless about what 
they perceived as a limited capacity to detect and adequately 
respond to nuances of expression. To preserve wellbeing, 
therapists expressed a need for quality supervision; the 
importance of seeking and maintaining collegial support; the 
availability of reliable technology (to mitigate stress associ-
ated with the technological challenges of operating via TH); 
a manageable workload; being accepting of the constraints 
associated with TH; prioritising self-care activities such as 
breaks and exercise; and incorporating co-therapy to ease 
feelings of isolation.

Brief Discussion

We found congruence between the core practice and pro-
cess elements of family therapy across in-person and TH 
modalities. Some unique benefits of practicing via TH were 
observed. Necessary accommodations made to therapeutic 
work with TH predominantly pertained to process rather 
than content changes, including the need to plan ahead for 
possible management of risk.

Discussion

This study examined the efficacy and optimization of TH-
delivered family therapy from multiple perspectives, aiming 
to inform future use of TH for family and systemic practice. 
The first study found that content from existing guideline 
documents was heavily weighted to operational rather than 
therapeutic aspects of therapy delivery. We identified a sig-
nificant gap in information for practitioners to guide thera-
peutic adjustments that may be required when working with 
families over digital mediums, and especially with children. 
Study Two examined evidence for efficacy of TH in improv-
ing outcomes for families. Although the available literature 
was limited in volume, consistent results emerged. Meta-
analyses demonstrated improvements in child behaviour 
problems for family therapy with equivalency between TH 
and in-person delivery from pre-to-post intervention and to 
follow-up. Relative to treatment as usual, internet resources, 
or wait-list control conditions for child behaviour problems, 
TH family therapy had superior improvement rates, pre- to 
post-intervention. Similarly, for family-oriented treatment 
of parental depression, meta-analyses showed that improve-
ments were superior in TH relative to in-person delivery for 
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pre- to post-intervention and to follow-up. Narrative review 
of individual studies excluded from meta-analyses found that 
TH delivery was equivalent to in-person delivery for a range 
of family, parent, and child outcomes, and frequently supe-
rior to minimal intervention control conditions. In the final 
study, qualitative analysis of one-on-one interviews with 
experienced family therapists found that core processes and 
practices of family therapy could be preserved in the online 
modality. Adaptations to delivery of therapy in TH were 
primarily process rather than content related. Taken together, 
the findings of these three studies provide considerable sup-
port for ongoing delivery of family therapy via TH.

The current findings, focussed on family therapy, expand 
the meta-analytic evidence for TH in other contexts, mir-
roring findings of the superiority of individual therapies via 
TH relative to wait-list or information only controls, and 
equivalent outcomes to in-person delivery of therapy (Ahern 
et al. 2018; Drago et al. 2016). Consideration of the thera-
peutic alliance may offer some insight into the equivalence 
of outcomes in TH and in-person therapy. Normatively, the 
therapeutic alliance accounts for considerable variance in 
therapeutic outcomes (Fluckiger et al. 2018). Novice TH 
therapists in our third study echoed concerns voiced else-
where (Bee et al. 2008), that the formation of this critical 
alliance could be impacted in TH relative to in-person inter-
actions through alterations in interpersonal communication. 
However, in some (Jenkins-Guarnieri et al. 2015) but not all 
review studies (Norwood et al. 2018), and for many Study 
3 experienced therapists, the alliance was observed to be 
unaffected by TH delivery. As found in our third qualitative 
study, key to this are alterations to accommodate the digital 
environment, in pursuit of establishing rapport and empathic 
connection, which may be integral to good outcomes in TH.

As with prior research (Gros et al. 2013), therapists in 
our qualitative study also emphasised the need to engage in 
pre-therapy connection and preparation strategies, such as 
prior telephone or digital conversations with clients, for risk 
mitigation and for optimised outcomes. Other scholars have 
suggested that it is advantageous for the pre-therapy connec-
tion meetings to take place in-person, rather than through 
technology (Kuulasmaa et al. 2004). It remains to be seen 
whether initial in-person meetings would strengthen thera-
pist–client connections or whether conducting this meeting 
over telehealth would be sufficient for this purpose.

Uniquely, our qualitative results suggest some advan-
tage of TH delivery in family therapy over face-to-face, as 
reported in previous research with individual or couples 
therapy (Richardson et al. 2015). Key factors for perceived 
efficacy from the client and therapist perspectives include 
ease of talking in telehealth, where turn taking is clearer, and 
ease of revealing vulnerability for some clients, invoked by 
a sense of distance in TH that may be conducive to disclo-
sure (Kysely et al. 2020). Accessibility is also key. The TH 

platform removes obstacles to attendance for many fami-
lies in compounding circumstances that render the logistics 
of attending in-person difficult, as with families living in 
remote regions, and high-needs single parent families.

Limitations

Findings should be interpreted in light of the studies’ limita-
tions. First, the grey literature on TH Guidelines comprised 
a mix of pre-COVID-19 resources and others specifically 
generated in response to the rapid uptake of TH due to the 
pandemic. Studies eligible for the meta-analyses were lim-
ited by the heterogeneity in measurement methods and out-
come foci. As such, a small number of studies focused only 
on child behaviour outcomes and parental depression were 
subject to meta-analysis. In relation to the qualitative study, 
our participants were a homogenous sample of therapists 
from one service, most of whom had limited pre-COVID-19 
TH experience. However, due to this recent transition to TH 
delivery, they were well positioned to reflect on differences 
between TH and in-person delivery. In all three studies, 
examination of cultural and gender diversity was not pos-
sible. Consumer participation in the research was also not 
possible at this stage but is now planned.

Recommendations

The findings of these three studies provide considerable sup-
port for ongoing delivery of family therapy via TH. In this 
light we offer recommendations for further optimisation of 
TH practice in family therapy contexts.

1. Progression in Guidelines

a. Our evidence suggests a need for advanced clinical 
guidelines for enhanced engagement and therapeu-
tic alliance. Guidelines offered by peak therapy and 
regulatory bodies would include but move beyond 
operational factors regarding the practical adminis-
tration of TH delivery of services, to include critical 
points of difference in assessment, engagement and 
therapeutic alliance over TH media, for adults, and 
for children.

b. Beyond the expectation for assessment of suitabil-
ity, articulation of specific criteria for assessing the 
appropriateness of TH are needed. These are multi-
factored, and range from operational constraints, to 
safety risks, to clinically based cautions and con-
traindications.

2. Enablers of Telehealth practice

a. Further work is needed to address technology and 
access constraints to overcome obstacles that would 
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otherwise preclude some families from TH services, 
including access for clients to software and neces-
sary equipment, basic training in their use, and sup-
port for trouble-shooting.

b. Similarly, evolving technologies may better enable 
the use of core family therapy techniques within TH 
services, for example, reflective teams, joint comple-
tion of genograms in sessions, and interactive play 
between children and therapist.

3. Training

a. With rapid expansion of requirements for TH ser-
vices comes the attendant need to train and support 
mental health workforces in the requisite skills. 
Where technology is likely to remain specific to 
local contexts and require in-house training, broader 
Family Therapy-specific training for TH would opti-
mally be offered through accessible online training, 
consultation and support.

4. Research

a. Our review of the existing literature shows some 
early encouraging replication of evidence and justi-
fies further exploration. For example, efficacy data 
spanning longer post-treatment intervals, a focus on 
contraindications and iatrogenic effects would sup-
port practice and policy decisions about the continu-
ation of TH interventions as an acceptable alterna-
tive to in-person interventions.

b. Greater consistency in assessment of child, parent, 
and family outcomes across studies would assist.

c. Inclusion of diverse samples, with exploration of 
limits to culturally safe TH practices will be impor-
tant to applying this method at scale.

d. Distinctions between forms of telehealth suitable for 
more than one therapist are yet to be systematically 
researched and further knowledge about the relative 
efficacies of co-therapy and team interventions via 
telehealth would provide valuable insights for future 
implementation.

e. Mediators of change relative to in-person therapies 
and questions concerning pre-existing and present-
ing circumstances impacting efficacy are yet to be 
addressed.

Conclusion

Findings of the current studies offer significant support for 
delivery by TH methods of family therapy services. The 
collective evidence suggests equivalent efficacy for rela-
tional and mental health outcomes from telehealth relative 

to face-to-face delivery. From both empirical review and 
grounded narrative perspectives, the studies included here 
provide a solid platform from which to advance telehealth 
methods for family therapy.
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