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Abstract

Despite the growing evidence base for the effectiveness of family intervention in the treatment of persons suffering from a psychotic disorder, in practice only relatively few mental health teams use family approaches when treating and managing persons with schizophrenia or other psychoses. This paper describes a pragmatic model, which can be used in addition to other ongoing treatments, such as medication, CBT or single family therapy. It was developed jointly by clinicians and service users over the past few years. It consists of regular multiple family group work, with 6 – 8 families attending simultaneously, and aims to involve families directly in the treatment, rehabilitation and recovery of their members suffering from psychotic disorder. 

Introduction

There is now an impressive body of literature demonstrating the effectiveness and efficacy of family intervention for people with schizophrenia and their families (Pharoah et al 2002), including very recent further confirmatory evidence (Gaebel et al 2005, Petersen et al 2005).  Much of this work has tended to combine psycho-educational groups for relatives and carers with single family therapy (Goldstein et al 1978, Leff & Vaughn 1982, Anderson 1983, Anderson et al 1986, Falloon et al 1985, Kuipers et al 1992). A major aim of psychoeducational group work is to reduce the key relatives’ levels of Expressed Emotion (EE), above all the critical comments and over-involvement (Leff & Vaughn 1985), in line with the well documented research findings of significantly reduced relapse rates if EE levels are lowered (Leff & Vaughn 1982). In these approaches the psychotic family member is usually not included in the group work, but can attend the family sessions. However, there are also treatment programmes, which directly involve the person with psychosis in large family group meetings, based on the principles and practices of multiple family group therapy (MFGT). These have been primarily developed by H.P. Laqueur (Laqueur et al 1964) and subsequently by W.R. McFarlane and his colleagues (McFarlane 1983, McFarlane 2002) in the USA, as well as by A. Cooklin and colleagues in the U.K. (Bishop et al 2002). The rationale for MFGT is fairly obvious and not all that different from that underpinning many self help groups: people who face similar problems can share their experiences and advise and support one another. However, MFGT differs from self help groups in that sessions or programmes are structured by therapists who employ specific systemic techniques to faciliate change. MFGT has over the past decade become an increasingly popular approach for the treatment and management of a whole variety of presentations and conditions, including alcohol and substance misuse, eating disorders, chronic physical illness, child abuse, social and educational exclusion (Asen 2002). 

The approach was pioneered more than half a century ago by H. Peter Laqueur who worked in a large mental hospital, treating - what were then termed - ‘schizophrenics’. He repeatedly observed how their relatives, just before seeing their ill family member during the weekly or monthly scheduled visiting hours, spontaneously talked to each other in the waiting room (Laqueur et al 1964). They exchanged experiences of what it was like to live with mental illness and its consequences and they seemed to benefit from listening to each others’ ‘stories’. Laqueur considered formalising these encounters and he began to hold ‘sheltered workshops’, with the aim of improving intra- and inter-family communication and interaction (Laqueur et al 1972). He soon observed improved social functioning on hospital wards of those patients who had insisted on attending the workshops - which had been primarily convened for relatives. He and his team found that, with patients present, families seemed to learn ‘by analogy’, seeing some of their own relationship patterns displayed in other families. Another group of clinicians in the United States (Detre et al 1961) reported similar findings. McFarlane (1983) adopted and adapted this approach to help families and patients develop ‘coping skills’ to manage symptoms, vulnerability and disability.  He and his team found that MFGT reduced stigma and increased the social network size and support, including enabling families to benefit from each others’ experiences in solving problems. There are two strands to this model: psychoeducation and practice in solving problems created by the illness. One basic assumption underpinning the psychoeducational model is that families, through painful trial and error, develop methods of dealing with positive and negative symptoms, as well as learning to manage functional disabilities and carer burden, but that the resulting coping skills are ‘counterintuitive’ and therefore need to be taught (McFarlane 2002). Psychoeducationalists hold that families containing a person with psychosis need to possess all the available knowledge about the illness and the treatment team is seen as being the major source of that information. In the psychoeducational model families need to learn that, for example, whilst antipsychotic medication appears to improve resilience to environmental stimuli and to regulate arousal and attention, persons with schizophrenia - even when medicated – remain specifically vulnerable to intense, critical and complex communications and social interactions. These and other findings from the field of EE research (Leff & Vaughn 1985) are ‘lessons’ which can be taught, so as to affect behaviours within the family, above all those from carers in relation to the person with psychosis. Another major emphasis in McFarlane’s approach is on problem solving, such as compliance with medication, substance and alcohol misuse, family disagreements, aggressive and suicidal behaviours. In each multi-family group meeting a specific problem – or a goal - is selected. All group members are invited to list all possible solutions, then discuss the advantages and disadvantages of each in turn, and finally choose the solution that best fits the situation, with a detailed plan as to how to carry out this solution (McFarlane 2002). A number of well designed empirical outcome studies have evaluated this approach (McFarlane et al 1992, McFarlane et al 1995, McFarlane et al 1996, Dyck et al 2000) and there is encouraging evidence for the efficacy and feasibility of this work for the younger, community-based, relapse prone patient.

The work of McFarlane (2002) and his team and their impressive results very much inspired our team at the Marlborough Family Service to consider setting up similar multi-family groups and ‘workshops’ for families containing a member with psychosis. However, McFarlane’s strong emphasis on formal psycho-education and formal problem solving approaches did not quite ‘fit’ with our model of systemic practices and our long and extensive experiences of using MFGT. Over the past 30 years our team has developed a specific form of multi-family work, predominantly for socially marginalized, so-called ‘multi-problem’ families (Asen et al 2001). Over the years we have worked with well over one thousand families, a significant number of which contained adults presenting with schizophrenia and other forms of psychosis. However, in these cases the reason for participating in MFGT had been mostly the effects of parental ill health on dependent children and a considerable number of the children were ‘young carers’. Other children had, connected with their parents’ mental health problems, become psychologically symptomatic, exhibiting severe emotional and conduct disorders. In order to work with these families, we created a day unit for families (Asen et al 1982, Cooklin et al 1983). Some 25 years ago we also started a ‘family school’, officially called Marlborough Education Centre (Dawson & McHugh 2000), for pupils who presented with serious problems in school and had usually been excluded. Both the Family Day Unit and the Education Centre are day settings, requiring parents to attend together with their offspring for half or whole days, over a period of weeks or months. This permits detailed ‘in vivo’ observation of family interaction – how families manage ‘kitchen sink’ issues, how they relate and communicate about concrete issues and  problems, how they solve these, how conflicts are managed and how family issues are generally reflected on. Detailed observation aids the formulation and delivery of specific interventions, based on ‘enactments’, ‘intensification’ and ‘re-structuring’ (Minuchin 1974), but generally co-constructed with families. When 6 – 8 families work simultaneously, there is much room for cross-fertilisation between families, with staff increasingly adopting the roles of convener and catalyst. Over the years we have learned that families have an entirely natural wish to support each other and to become ‘curious’ about what goes on elsewhere: they observe others and then find it quite impossible not to question or comment on what they see, including what they think is ‘good’ or ‘bad’. Families do have a refreshing ability to couch their views in blunt and politically incorrect language! Interestingly, it is often the children who come up with remarkable comments and suggestions, as well as precisely those parents who have collected multiple diagnoses and chronic labels during their often distinguished psychiatric ‘careers’. With 15 – 25 ‘bodies’ (and minds) being present in MFGT, multiple perspectives are generated, rather than having to rely ‘only’ on those of the therapist. Often families find it more difficult to apply their insights to themselves - not unlike family therapists! – but they nevertheless have unique abilities to engage in what could be termed ‘resonating conversations’, resonating in those parts that traditional systemic interventions do not reach. Families do indeed inspire each other and some of the best (unscripted) psycho-education is ‘family to family’. Over time they build mini-communities, thus enlarging their social network which often persists long after they have stopped their work with us. In this type of work families become consultants to other families, with experienced ‘graduate’ families later joining our out-reach teams to engage new and sceptical families. This includes not only initial meetings with new families in our clinic, but also in schools, health centres or in the families’ homes. Instead of merely ‘using’ ex-users (of our service) we have succeeded in convincing the managers of our umbrella organisation, a large mental health Trust, to pay them a fee for their invaluable work in engaging ‘hard to reach’ clients and families. 
We also need to acknowledge the work of another team which has influenced our model of multi-family work with persons with psychosis: the ‘Mental Health Matters Workshops’, developed by Alan Cooklin (who was instrumental in setting up the Marlborough Family Service and its multiple-family work), Peter Bishop and others (Bishop et al 2002). The term ‘workshop’ was deliberately chosen by their team, to emphasise that this was not a formal psycho-educational or therapeutic event. The ‘survival skills’ workshops take place every 6 weeks and they last for most part of the day. It is an ‘open group’, with 10 - 15 families being present at a time, with the majority of people attending regularly and over a considerable length of time. Each workshop has a theme, such as ‘diagnosis’, ‘treatment’, ‘voices groups’ or ‘young carers’. It is conducted in quite a structured way, starting with a formal presentation, followed by small group discussions, a reflecting plenary, mid-work workshop evaluation, joint lunch, further group discussions and other activities. 

Account of the Marlborough MGFT Project

A few years ago our ample experience of working with multiple family groups eventually gave us the courage to embark on MFGT for families containing a member with psychosis. At the outset we decided to have a team of four: two members recruited from each the Marlborough Family Service team (Eia Asen and Finella Hill) and another two from the local Community Mental Health Team (Heiner Schuff and Kate Doyle). All four clinicians, two female and two male, were experienced systemic practitioners - two with community psychiatric nursing and two with psychiatry backgrounds. This may seem a fairly high staff ratio. Our rationale for this was manifold: ‘safety in numbers’, limited experience with this client group and individual training needs in multi-family work. Another reason for having four team members was to ensure that, given the often sudden competing demands made on staff working in acute psychiatric services, there would be at least two of us present for each multi-family group meeting.   

For the initial pilot project we selected 7 families which we had either known from previous single family work or which had been referred recently to us for ‘family intervention’. We prepared each family for the multi-family group via a number of (individual) pre-sessions. In order to set the scene and to shape the work together with the families concerned, we then organised an initial whole day ‘workshop’. For this we had planned a tightly scheduled programme, including formal presentations on specific themes (such as diagnosis, stigma, medication, treatments and therapies), followed by small group discussions and then lunch and other programmed opportunities for ‘informal socialising’. The day was to be concluded with a final plenary, a ‘survival skills’ summary based on the day’s learning and ‘take home’ tasks for each family. As it happened, our attempts to stick to our programme were quickly abandoned, in the face of a seemingly immense desire and resulting spontaneous actions on the families’ part to share experiences with each other and with staff. They soon took charge and this continued throughout the designated ‘informal’ tea and lunch breaks - working lunch breaks as they turned out to be -, with staff only occasionally feeling the need to make their ‘expertise’ known, by keeping discussions ‘on track’, as well as responding to ‘medical’ or ‘psychiatric’ questions. Families also asked clinicians personal questions – about their families and life experiences. At the end of the day some considerable group cohesion had emerged. Throughout this ‘workshop’ staff’s input was confined to trying to facilitate and at times focusing inter-family discussions, as well as sharing our own personal and professional ‘stories’. Reflecting back, we also thought it had been useful to welcome the families in the morning with quality refreshments and a fairly light and good- humoured atmosphere of informality. The workshop had to be stopped ‘formally’ by staff at the end of the day – otherwise the meeting would have continued into the late hours of the night. There was a long discussion, involving every single person, as to how to structure any further groups. It was eventually agreed that the group of families and staff would meet once a fortnight, from 4 - 6 p.m., so that working family members could also attend, for one year initially, with regular reviews sessions built in.
The families who attended each contained at least one member suffering from a diagnosed psychotic illness (schizophrenia, bi-polar or schizo-affective illness). We did not restrict group membership to only one particular diagnostic category, as we considered the differences between these conditions not being too profound when it came to thinking about the common problems of having to cope with radical changes in functioning, with problems of relating to and connecting with others, of building a ‘working’ world together, of compliance (‘concordance’) with medication and of having to solve specific problems related to illness. We were also keen to have a wide range of group members’ ages, ethnicities and family constellations. Rather than convening a group for young people with schizophrenia and their parents / carers, we also invited middle-aged couples in which one spouse suffered from a psychotic illness, as well as families with serious mental health problems in more than one generation. This age range allowed families containing young persons with psychotic illnesses to see and enquire about what had happened over time to the (now) older persons with similar problems, providing an opportunity to tune into personal and historical similarities and differences, and to learn from some of the very ‘experienced’ sufferers and their families. The latter could share their past trials and errors and provide their advice. We also observed that couples (without ill children) were good at spotting how parents (with ill children) tended to avoid their own couple issues. In turn, it was also impressive how competent many of the parents were at spotting in childless couples interactions that seemed to resemble those of a ‘well’ parent and an ‘ill’ child.  In the course of the developing work we also found that the age mix helped the formation of ‘ad hoc’ sub-groups which could then undertake some separate work, such as discussion groups of young adults, made up of  young  patients and their siblings, whilst at the same time a parallel ‘older’ carers meeting took place. For example, when some young people in the group felt overwhelmed by the concerns of the seemingly ‘overinvolved’ or ‘critical’ older group members, we suggested taking them to the garden (“for a smoke and talk”) or to another room to have a peer discussion.. This could take the form of conversing about they might make the group more relevant for them, or less anxiety provoking, or how their ‘youthful voices’ could be better articulated or listened to. This could lead to detailed submissions they might devise to put to the ‘elders’ later. Meanwhile, in parallel, the ‘older’, mostly parental, group might formulate more clearly a few problems they had to deal with as carers. Once this was achieved, the young people would be invited back as ‘wise men’ (or women) to give advice on how to deal with these problems, involving them as consultants and problem-solvers. Being placed in this role, young persons – with or without psychosis - generally manage this extremely well, with openness and humour, and they are listened to ‘in role’ differently than they perhaps would be otherwise. In this way temporary new contexts are created, allowing individual family members to be part of different sub-groups and thus view themselves - and be experienced - differently. The presence of families with a whole variety of ethnic origins also provided a unique opportunity to explore the meanings of symptoms and behaviours in different cultural settings.   

In line with promoting variety and multiple sources for feedback in a group setting, we also encouraged a high degree of flexibility as well as self-responsible behaviours. Members could come and go when they wanted, they could bring other family members or friends to the group (as long as basic confidentiality rules were adhered to) and they could largely determine content, direction and duration of exchanges in the group. Thus, it was quite acceptable that one ‘designated’ patient never attended over the whole course of the first year. Her partner (and carer) not only helped a lot of other people attending the group, but he felt he had benefited greatly in terms of how he felt as an individual, being appreciated and feeling useful, as well as being given helpful advice of how to manage his wife and her recurring illness. He was convinced that his participation in the group contributed ‘by proxy’ to his wife’s improvement and when she eventually, after 18 months, started attending, she was welcomed by all as a ‘long lost member’ of the ‘family group’. The teenage sister of another patient attended under the guise of wanting to study ‘how things work with groups’, as she was planning to read psychology at university. She became an important member, attending off and on, helping to validate her brother’s allegedly ‘mad’ ideas and experiences about their family of origin, as well as making pragmatic suggestions to other parents who were struggling with having to manage the disturbed behaviours of their family members. The sister of another patient, living in another country, attended on a visit and presented a completely different picture of her brother to that held by their parents. She not only brought the perspective of a sister and daughter but also that of a mother, which she had become herself. These are just a few examples of how we tried to address different layers of family life in the pursuit of creating as many points of contact between families and their individuals members.

Many of our meetings were held in the form of whole-group discussions, sharing positive and negative experiences, identifying problems more clearly and focusing on problem solving. At times we used a problem solving approach, less formal but in essence not dissimilar to that described by McFarlane (2002). We covered, over time, a wide range of topics and issues, in particular in relation to understanding and negotiating emotional issues arising in communication and interaction, medication, relapse prevention and crisis management. Here the usefulness of a multi-family setting became evident, generating a kaleidoscope of scenarios and options, ideas and events. Staff at times initiated playful exercises, always grafting these onto what was spontaneously happening in the group at the time, to intensify, expand or shift levels of interactions. We worked with genograms, collage images made by individuals or families as a whole (with reference to relationships, views from inside or outside, projections into the future, etc) which were then shared between families. We used ‘systemic brain’ exercises which required family members, with the help of an adapted brain diagram, to speculate about overt and covert thoughts and feelings in someone else’s head (and mind). These and other playful exercises helped to address issues that are often thought to be too risky to tackle, via the use of an intermediary objects, such as clay sculptures, drawings or mini-role plays. The use of humour often helped to contribute to an atmosphere in which issues that might potentially elicit ‘paranoia’ could be safely – and at times playfully - explored. We were also eager to foster ordinary social interactions, for example by inviting families to bring special dishes, from their places or countries of origin, talking about their customs, social expectations, family events, holidays and interests, as well as about their views on mental health problems and their meanings in different cultural settings.

Throughout the work there were many discussions with regard to group members’ options for problem solving within different services; how to more actively bring family self-help strategies and realistic limits into care planning; and how to pool their experiences to foster realistic expectations of services, as well as finding successful ways of expressing constructive criticism with regard to shaping these in the future. Key in this was the facilitation of  two-way open sharing of information and addressing staff’s part in bridging between the group and other psychiatric services. Given that two MFGT staff members were also integral parts of the local in-patient and community mental health teams, partaking in CPA meetings and team discussions, a transparent link could be established with mainstream psychiatric services. Staff were also subsequently invited by the inpatient unit to advise on how to adopt a family perspective and how to involve families more actively on the ward and contributing to care plans. 

Preliminary findings and reflections

We have been involved in psychosis MFGT for more than two years now and our enthusiasm is undiminished. Our approach has turned out to be less structured than other forms of MFGT, but appears to be no less effective. During the first 2 years of the group’s life only one person had a brief psychotic relapse. In other cases, early warning signs suggestive of deteriorating mental states were quickly identified, often by members of other families and / or staff, as families attended on a fortnightly basis. There were frequent discussions with regard to whether the prescribed medication had been taken and whether stresses in the home environment were contributing to increased symptomatoloy. Families engaged well in the work: all families, with the exception of one, attended the group for at least one year. New families were recruited when vacancies arose. However, we did experience some difficulties with motivating new families to join an already existing group and we learned that thorough preparation, possibly via 3 single family sessions, increased the take-up rate significantly. Once families arrived, the group made them feel very welcome. In those first sessions it was particularly important not to put ‘new’ families under any pressure of having to contribute. The seemingly paradoxical injunction, delivered lightly and with some humour, that there was a rule that members of a new family were not ‘allowed’ to say anything during their first MFGT attendance, tended to serve as an ice-breaker, with always at least one member of the family wishing to break this ‘rule’. Regular review meetings took place and feedback was obtained continuously. The families and their individual members were even more enthusiastic than our team about the usefulness of MFGT. They stated that it was good to discover “that we are not all alone in it” and that “we are all in the same boat together”. They made many helpful suggestions and significantly shaped form and content of our MFGT project. All participants, without exception, maintained that attending the group helped to improve their situation and lives. When discussing, at 15 months, whether the group should continue and, if so, in what form, the families agreed after a long discussion that they would want to meet on a fortnightly basis, but mostly without staff. They thought that staff should be invited to attend the group once every 4 or 6 weeks, “to hear how we are getting on” and “maybe to give some expert advice if that’s necessary”. The group then started meeting without staff in our clinic. Attendance was good initially but gradually decreased and after approximately 3 months we – the original team - were asked to join the group again on a regular basis. The families told us that the groups were more focused and structured when staff were present. 

The main MFTG ideas and techniques can be taught to clinicians, who already possess systemic experience, in a relatively short time. One major aspect of the training is to help clinicians fully believe that families do have tremendous resources of their own and that it is the staff’s task to facilitate the emergence of these. This may seem obvious though, in our experience of working with various mental health teams, often tends to be practiced only theoretically. Learning ‘not to be too helpful’, not to provide quick answers and solutions, not to be the expert, learning to wait for other ideas to emerge - all this takes some un-learning. Instead staff generally require some training in creative and playful techniques, which help to facilitate the emergence of a milieu which allows families to relax and learn from and inspire one another. Temporary contexts, marked by humour, creativity and playfulness, permit families and their individual members, as well as staff, to experience and experiment with new ideas and actions in a safe setting. Our MFGT project is now largely run by and for families. Clinicians learn by joining the group, sharing personal experiences, formulating views and discussing solutions – not at all unlike the family members! Clinicians also learn by observing the facilitating role of systemic therapists in action. Pre- and post-group reflection time as well as regular ‘staff-only’ training workshops can complete the ‘on-the-job-training’. Within 6 months most motivated beginners in MFGT can be expected to function well enough as group members and facilitators, so as to convene such groups with ongoing supervision. Similar to ex-users graduating from ‘expert assistants’ to leading members of the group over time, so do trainee clinicians. This expertise can be used to start and develop further multi-family groups, jointly with ex-service users, and with close tie-in to the broader psychiatric service system.
The multi-family setting allows all participants – families and staff alike – to be part of a multiverse of emerging perspectives, ideas and actions. But this is not a static context – even though there is, as in all therapy, often an understandable wish by all to make the venture predictable, with routines setting in all too quickly. Whilst stability and a certain degree of predictability would appear to be important ingredients of any therapy modality, the element of surprise and novelty also need to remain present throughout any therapeutic journey. Being faced with unsuspected tasks elicits spontaneity and creativity. In MFGT staff need to be fairly central at the outset, taking the lead in generating appropriate structures and programmes - perhaps mostly for their own ‘safety’. However, once the emerging group context is ‘good enough’, families tend to take over and the groups then (almost) run themselves.  However, we clinicians are – thankfully! – not altogether superfluous. There are times when it is our task to intervene. For example, if one group member – a relative or a patient – dominates the meeting, it is usually much easier for a member of staff to create appropriate boundaries than it is for other members of the group. On other occasions, a patient might become overwhelmed or confused by the group process and clinicians can then create appropriate min-contexts to lower the quantity of stimuli and emotion, for example by creating a small sub-group which allows space for the affected person. Staff may also, on very rare occasions, need to protect patients from being exposed to high EE comments and interactions from one of their relatives or from members of other families. However, this is in our experience a very rare event, as multi-family groups develop their own rules of ‘good conduct’ and tend to develop cross-family protective stances. To aid this process, clinicians can ask, for example, what other group members make of the comments made by a relative, how they would feel if they were in the family member’s position and how they would like to be treated. This tends to invite protective comments and contributes to the culture of mutual respect. 
We have already stressed that it is very important for MFGT work to be embedded in the wider service context. MFGT actively acknowledges and supports the notion that the family is the main care provider and ‘centre stage’ in attempts to help. The group fosters more personal, collaborative and transparent interactional patterns between professionals, patients and carers, which group members are encouraged to use with their respective psychiatric services as well, to have more of a say with regard to service provision and shaping of ‘their’ treatments. Having an experience of being more connected in the MFGT sessions has had the effect of feeling also much more connected to the wider service context.

Given the considerable evidence base of the effectiveness of family intervention in the treatment of persons with schizophrenia and resulting recommendations and guidelines, such as NICE (2002), it is surprising to note how little family intervention work is in practice undertaken by Community Mental Health Teams. We think the approach presented in this paper is pragmatic and transferable. It evolved with the help of service users but it could not be termed, fashionable though this would be, as being ‘user-led’. Instead we ‘co-constructed’ and ‘co-evolved’ this work with families and their individual members. MFGT is also a fairly economic approach: it requires a minimum of two therapists spending two hours once every two weeks with 6 – 8 families. MFGT lends itself particularly to working with families in the early course of a psychotic disorder, when family members tend to be centrally involved and are open to participation. When attempting to adapt this model to the work with very chronic, institutionalised in-patients with schizophrenia in Italy, our colleagues in Milan found that it was more difficult to activate relatives who had many years ago handed over the care of their ill family members to mental hospital staff (L.Pintus and R.Canova 2004, personal communication). With this client group family members have often become replaced by significant others, such as hostel staff or workers from voluntary organizations, and it has been shown that they also can participate usefully in MFGT. 

Anecdotal evidence suggests that our approach is both very acceptable to service users, as well as being effective. Research is required, probably in the form of a prospective study, to compare the efficacy and cost-effectiveness of this approach as an ‘add-on’ to psychopharmacological and cognitive behavioural interventions in persons suffering from serious psychotic disorder, with the outcomes when only  ‘treatment as usual’ is given. But even before the results of any formal evaluation are known, we recommend this flexible and interactive approach to any CMHT, Crisis Resolution and Early Psychosis Intervention Team in need of finding a user-friendly ‘do-able’ intervention model for working with persons with psychosis and their families. It is certainly very popular with the affected families! 
References:

Anderson, C.M. (1983): A psychoeducational program for families of patients with schizophrenia. In: W.R.McFarlane (ed.) Family Therapy in Schizophrenia. New York, Guildford

Anderson, C.M., Reiss, D.J. & Hogarty, G.E. (1986): Schizophrenia and the Family: A Practitioner’s Guide to Psychoeducation and Management. New York, Guildford Press 

Asen, K.E., Stein, R., Stevens, A., McHugh, B., Greenwood, J. and Cooklin, A.(1982): A day unit for families. Journal of Family Therapy 4: 345-358

Asen, E. (2002):Multiple family therapy: an overview. Journal of Family Therapy 24: 3-16 

Asen, E.. Dawson, N. & McHugh, B. (2001) : Multiple Family Therapy. The Marlborough Model and its Wider Applications. London & New York, Karnac

Bishop, P., Clilverd, A., Cooklin, A. & Hunt, U. (2002): Mental health matters: a multi-family framework for mental health intervention. Journal of Family Therapy 24:46-56

Cooklin, A., Miller, A. and McHugh, B. (1983): An institution for change: developing a family day unit. Family Process 22:453-468

Dawson, N and McHugh,  B. (2000) 'Family relationships, learning and teachers -Keeping the connections', in R. Best and C.Watkins (eds.) Tomorrow's Schools.  London: Routledge

Detre, T., Sayer, J., Norton, A., et al (1961): An experimental approach to the treatment of the acutely ill psychiatric patient in the general hospital. Connecticut Medicine 25: 613-619

Dyck, D., Short, R.A. & Hendryx, M.S. (2000): Management of negative symptoms among patients with schizophrenia attending multiple-family groups. Psychiatric Services 51: 512-519

Falloon,I., Boyd, J., McGill, C., et al. (1985): Family management in the prevention of morbidity of schizophrenia. Archives of General Psychiatry 42: 887-896

Gaebel, W., Weinmann, S., Sartorius, N., Rutz, W. & McIntyre., J.S. (2005): Schizophrenia practice guidelines: international survey and comparison. British Journal of Psychiatry 187: 248 - 255

Goldstein, M.J., Rodnick, E.H., Evans, J.R., et al (1978): Drug and family therapy in the after-care of acute schizophrenics. Archives of General Psychiatry 35: 1169-1177

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

Laqueur, H.P., La Burt, H.A. and Morong, E. (1964): Multiple family therapy: further developments. Int.J.Soc.Psychiat. 10: 69-80

Leff, J. & Vaughn, C. (1982): The role of maintenance therapy and relatives’ expressed emotion in the relapse of schizophrenia: A two-year follow-up. British Journal of Psychiatry 139: 102-104

Leff, J. & Vaughn, C. (1985): Expressed Emotion in Families: Its Significance for Mental Illness. New York, Guildford Press

McFarlane, W.R. (1983): Multiple family therapy in schizophrenia. In: McFarlane, W.H. (ed.): Family Therapy in Schizophrenia. Guilford Press, New York

McFarlane, W.R., Stastny, P. & Deakins, S. (1992): Family-aided assertive community treatment: A comprehensive rehabilitation and intensive case management approach for persons with schizophrenic disorders. New Directions in Mental Health Services 53: 43-54

McFarlane, W.R., Link, B., Dushay, R. et al (1995): Psychoeducational multiple family groups: Four-year relapse outcome in schizophrenia. Family Process 34: 127-144

McFarlane, W.R., Dushay, R.A., Stastny, P. et al (1996): A comparison of two levels of Family-aided Assertive Community Treatment. Psychiatric Services 47: 744-750

McFarlane,W.R. (2002): Multifamily Groups in the Treatment of Severe Psychiatric Disorders. New York & London, Guilford Press

Minuchin, S. (1974) Families and Family Therapy. London: Tavistock
National Institute for Clinical Excellence (2002): Clinical Guideline I. Schizophrenia: Core Interventions in the Treatment and Management of Schizophrenia in Primary Ca and Secondary Care. London: NICE 

Petersen, L., Jeppesen, P., Thorup, A. et al (2005): A randomized multicentre trial of integrated versus standard treatment for patients with a first episode of psychotic illness.

British Medical Journal 331: 602 - 605

Pharoah, F.M., Mari, J.J. & Steiner, D. (2000) Family intervention for schizophrenia. Cochrane Database Syst. Rev. (2): CD000088

McFarlane, W.R., Lukens, E., Link, B., Dushay, R. et al (1995): Multiple-family groups and psychoeducation in the treatment of schizophrenia. Arch Gen Psychiatry 52: 679 - 687 
