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Context reading, context making, context managing
Family therapy, now more accurately named: systemic therapy, has developed over the past 50 years and has now come of age. Different schools and approaches have evolved over the years, reflecting changing societal, cultural and political priorities and landscapes. We have seen the emergence of strategic and structural family therapy models, followed by Milan, post-Milan and social constructionist schools, as well as behavioural, psycho-educational, solution-focused and narrative approaches. Nowadays it is fairly rare for allegedly ‘pure’ models to be practiced, as the huge cultural variety of our clients and their families, as well as their presenting problems and the contexts within which systemic work is carried out, all require diverse and flexible responses. Post-modern systemic therapists tend to be multi-modal practitioners, working in many different settings, both public and private. In the public domain, systemic practitioners tend to be part of multi-disciplinary teams and their interventions need to be part of  the overall framework and approach of the team.  Some once precious, if not self-congratulatory interventions, designed behind one way screens by teams of four, now tend to be a thing of the past. Systemic practitioners instead find themselves employing ‘swampy lowland principles’ (Rycroft 2004) and often have to become ‘context chameleons’ (Asen 2004) to remain engaged and effective. They require three distinct skills: context reading, context making and context managing.

Understanding the request for help and the nature of the referral, is usually the first step for most clinicians – whatever their theoretical orientation. The questions: ‘who wants help for whom (or what) and why now?’ help to read the context of the referral and presenting problem. Problems can be contextualised at various different levels – the individual level, the level of the family or other significant relationships, the immediate social and cultural setting, the level of the professional network that is generated around the problem (and often inadvertently ‘helps’ to maintain it) – and the wider political context. Such multi-level context reading permits clinicians to position themselves, and helps them to consider as to how and with whom to start, be that the individual patient, members of the family, referring agencies or various combinations thereof.  Context reading should not be a one-off activity, but an ongoing process throughout the course of therapeutic work with patients and their families. The CMM model (Coordinated Management of Meaning) provides a complementary map for understanding context: in therapy speech acts and non-verbal communications are given meaning by viewing them in the context of emerging interaction sequences and episodes, which in turn reflect a relationship context, itself informed and shaped by life scripts which can be seen through the lens of yet another ‘higher’ level of context: the cultural patterns (Pearce and Cronen 1980). 
However, clinicians are not employed to merely read layers of context and how these seemingly explain the presenting problem(s), clinicians are meant to translate their understanding into action, so that distress can be relieved and mental health be promoted. To do this, clinicians search for and create therapeutic settings. In short, they make contexts for change. A basic question can help clinicians to achieve this: ‘what are the contexts that I need to use – or make – to address the presenting problems and issues?’ This question opens up a multi-verse of possibilities, particularly when de-constructing the notion of ‘context’. From a pragmatic point of view it may be helpful to consider five types of ‘context’: different ‘person contexts’, a variety of ‘time’ and ‘place’ contexts, as well as a whole range of ‘activity’ and ‘modality’ contexts. 
The question of  who (the ‘person context’) should be present for therapy ‘sessions’ (an unfortunate term that seems to fix what goes on), opens up many possibilities – it could be ‘just’ and individual, it could be partners, a group of families, religious figures, neighbours, other clinicians, ex-service users, maybe even managers or politicians – or any combination of the above. When considering where (the ‘place context) the therapeutic work is carried out, there are also a number of options: in the clinic setting, the home, school, hospital ward, supermarket, court, mosque, temple, church,  community centre, town hall, car – the list would seem endless. Working in a naturalistic setting, a setting where the problem manifests itself concretely, can be more effective for some families than to confine all clinical work to neutral if not sterile clinic settings. The ‘time context’ (when?) can be defined in terms of length, frequency and duration of the therapeutic work. 10 or 20 minutes may be an appropriate time frame for carrying out preventive work in general practice, as this is an accepted time slot and thus fits the primary care context. At the other end of the spectrum we have ‘multi-problem families’, with chronic histories and entrenched interactions with multiple agencies: it is unlikely that they will respond to 60 or 90 minute sessions in monthly intervals. Here time frames for sessional work may have to be much longer, maybe whole days, possibly with a frequency of four or five days a week – and a duration of two or three months, if not longer. Clinicians need to continuously think - and re-think – together with their clients whether the time structures created - or imposed - are still helpful. It is the joint process of continuous co-construction, evaluation and revalidation of this process that itself can contribute to healing. What (the ‘activity context’) we do in our clinical work is clearly of major importance. Psychotherapeutic encounters generally tend to be primarily word-focused, with the various participants firmly placed in chairs (if not on a couch), engaging in ‘narratives’ and ‘conversations’. Yet, it is also possible to work therapeutically in non- or para-verbal ways, from ordinary play to psychodrama, from making collages to making music, from ‘in vivo’ exposure to ‘real life issues’ to staged multiple family events, from cultural encounters to working with local networks. How (the ‘modality context’) clinicians do what they do, depends on their training, personal experiences and their ‘self’. It has already been mentioned that in the systemic field there are now plenty of diverse schools and orientations. All these approaches have developed at particular times and in highly specific contexts - as have other non-systemic approaches, be they psychodynamic, behavioural or somatic. It would seem limited and limiting for clinicians to remain insecurely attached to just one ‘religion’ and proudly label oneself as a ‘narrative’ or ‘structural’ or ‘solution focused’ or ‘post-Milan’ therapist. Surely different presentations and problems, different cultural and social contexts, require different responses from clinicians. Furthermore, the problems and preoccupations of our patient shift – we, the clinicians, also need to shift to keep up with their changing focus. A therapeutic modality, appropriate at the outset of a piece of clinical work, may not be appropriate or effective a few weeks or months later. 

The multi-contextual approach opens up new perspectives and provides choices for the clinician as well as for clients. If the contextualising questions (‘who?’, ‘where?’, ‘when?’, ‘what?’ and ‘how?’) are asked throughout the course of therapeutic work, then our approach does not risk to become stale and irrelevant. By involving our clients in this questioning process we hopefully co-construct relevant contexts for change, opening up, for them and us, a multi-verse of new ways of seeing and experiencing. Furthermore, if clinicians are able to entertain multiple models simultaneously, systemic and non-systemic ones, then a multi-modal approach can emerge, based on what the patients and their various systems require, rather than what a particular dogma requires.  Multi-contextual work implies that a number of different interventions are simultaneously addressed to different levels of the system: this may include work with the individual, in parallel with work with the family, as well as work with the professional network and the neighbourhood. Involving families with other families with similar presentations is another useful context for change.

The Evolution of Multiple Family Group Work

It is more than four decades ago that a group of clinicians, working with hospitalised patients with schizophrenia in New York, first experimented with treating a number of families together (Laqueur et al 1964). They invited the patients’ relatives into the hospital milieu and involved them directly in discussions about home life and treatment issues, with the aim of improving inter- and intra-family communication. With several families being seen together in one large group, it soon became apparent that family members developed ideas of how to address chronically stuck issues.  By not only focusing on their own ill relative, but also on one another, family members increasingly became aware of their own roles and begun to examine their interactions with the ill person from multiple perspectives. The early multi-family groups were appropriately described as ‘sheltered workshops in family communication’ (Laqueur et al 1964), taking place on a fortnightly basis for a few hours. By exchanging ideas and experiences with members of other families, it seemed possible to compare notes and to learn from one another. Furthermore, it seemed that the presence of other families allowed the patient – and other family members - to struggle towards increasing independence and self-differentiation, for example by identifying with members of other families and learning by analogy (Laqueur 1973). This approach inspired other clinicians working with psychotic patients and they also included relatives in their family group work (McFarlane 1982, Anderson 1983, Leichter and Schulman 1974, Kuipers et al 1993). McFarlane and his group (McFarlane 1993) developed a manualised version of a well structured multi-family therapy programme and argued that families found it helpful to see some of their interaction and communication patterns in others - including their own seemingly ‘dysfunctional’ behaviours. The approach emphasizes modulated dis-enmeshment, communication normalization, concrete crisis management, re-socialization and stigma reversal.

Much of this type of multiple family group work takes place in weekly or monthly intervals, usually in sessions lasting a few hours at a time. Sometimes families participate in such work without the index patients being present, at other times the patients are part of the multiple family groups. A major aim of multiple family group work is to reduce the levels of Expressed Emotion (EE), above all the critical comments and over-involvement, in line with the well documented research findings of significantly reduced relapse rates if EE in key relatives is lowered (Vaughn & Leff 1976). Over time it has been shown that frequency, duration and focus of this approach are appropriate and multiple family group work has established itself as an effective supplementary treatment for families containing a psychotic patient. However, with other client groups a more intensive approach appears to be indicated. 
Current Models of Intensive Multiple Family Group Work

There are families – and individuals within these families – with serious mental health issues and other problems that seem resistant to change. One such example are so-called ‘multi-problem families’, who present simultaneously with psychological problems and symptoms in more than one person, with co-existing violence and abuse, as well as with educational failure and social marginalisation. These families attract multiple helpers, who often provide contradictory input, leading frequently to highly complex ‘problem-generated’ systems. The families’ seeming helplessness soon paralyses the professionals, with ‘chronic’ and entrenched relationships developing all round.  It was the encounter with such seemingly ‘chaotic’ and ‘treatment resistant’ families with dependent children that led to an intensive form of multiple family group work for multi-problem and multi-agency families. This approach was developed by A. Cooklin and his team at the Marlborough Family Service in London (Cooklin 1982, Asen et al 1982) and it consisted of putting 6 – 8 ‘impossible’ families together under one roof, for prolonged periods of time, as a kind if ‘therapeutic community’ of dysfunctional families.  A highly structured daily program with deliberately built-in ‘controlled’ crisis situations – similar to those they might encounter in their everyday’ life in their homes – forced these families to address daily living issues in a therapeutic context. The aim was to enable these families themselves to identify new forms of crisis management which no longer required the involvement of increasing numbers of professionals. The Marlborough Family Day Unit, an ‘institution for change’ (Cooklin et al 1983), was founded some 25 years ago and more than one thousand children and their families have been treated there since.  At the outset, the work of the Marlborough Family Day Unit was very intensive and long: families attended eight hours per day and five days per week, often over a period of many months if not a whole year. However, subsequently the approach has undergone many changes and transitions, with programmes that now last 12 weeks and a balance between clinic-based and home-based work. Families attend for 3 or 4 whole days one week – and less frequently (1 or 2 whole days) during the following 2 weeks when families are also seen in their own homes, so as to facilitate the transfer of experiences from the clinic to the home context. This is followed by another intensive 3 or 4 whole days within the space of one week. A similar pattern of attendance prevails for the rest of the multi-family day programme. Nowadays not all families participate for the entire 12 weeks, some may leave early and new families join this ‘open’ group (Asen et al 2001). The family day unit is a specialist resource, a kind of ‘pressure cooker’, providing intensive whole day experiences as well as exposure to other families. 

During their attendance families have a structured timetable which requires them to make frequent transitions and changes throughout the day. There are formal groups, involving at various times all families, at times parents and children separately. There is a mixture of action-oriented and reflective work. A major principle of this work is openness and transparency, not only between the families but also between staff and families. The day unit’s rooms are well equipped with cameras and one way screens and there are many video-feedback sessions when families view their own – and others’ interactions. Families can also take small video cameras home and make a ‘home movie’ about their life or specific issues. These are then edited (by the families) and shown to the whole group of families who are often more expert at analyzing and commenting than extensively (and expensively) trained professionals! In this way families and their individual members become ‘consultants’ to other families. They support each other and reflect on their own process, they observe and comment on unhelpful patterns they see in each other. They form friendships and often create a network of support for isolated families outside of the programme. In this way the families are a resource for each other and this can help to prevent relapse. Experienced families engage new and sceptical families, offering hope.
Transparency is not a one-way process, it also applies to the staff. The ‘Reflections Meeting’, inspired by T. Andersen’s ‘reflecting team’ ideas (Andersen 1987), is an event takes place in regular (at present fortnightly) intervals. The team of family day unit workers, some 3 or 4 staff, convenes a clinical meeting which is videotaped. In this clinical meeting the family workers exchange information and views about each family’s dynamics and their work during the previous weeks. The workers are very specific about their observations and they reflect about each family’s interactions and issues. This meeting lasts about 30 minutes and the videotape recording is given to a systemic consultant who has not been part of the clinical meeting.  The consultant meets with the parents (and at times also with older children) to watch the clinical meeting and the staff’s views, opinions and reflections. The remote control for the video-recorder  is handed to one of the parents or other adults, a message that it is up to them to let the specific tape segment run for its entirety or to pause so that specific points can be taken up. Most adults opt for stopping and re-starting the tape, as pausing the tape allows family members to respond immediately to the staff’s views. It is the systemic consultant’s task to stimulate the families’ curiosity about one another, as well as encouraging them to provide advice, criticism and support for one another. The family workers are not in the room for the Reflections Meeting but some will watch it via a video-link. This is deliberate as it makes staff temporarily unavailable for being drawn into prolonged discussions with families, feeling that they have to justify what they have said in their staff meeting. It thus allows staff to be in a reflective position, listening to the families’ reflections without an opportunity to immediately putting the record ‘straight.’ This also permits families to reflect on how staff might digest the parents' feedback to what has been said about them. The Reflections Meeting is a popular event, at times more so with families than with staff. Families like the idea that not only they themselves but also staff can be observed at work. This adds considerably to the ethos of openness and transparency prevailing in the family day unit.  A subsequent post-reflections meeting, involving the systemic consultant and staff only, creates yet another layer of context: staff reflect on the families’ reflections of the staff’s reflections. 

The Marlborough Family Day Unit in London has pioneered the establishment of the first permanent multiple family day setting, specifically designed for and solely dedicated to the work with seemingly ‘hopeless’ families (Asen et al 2001). Whilst the main emphasis is on multiple family work, other forms of treatment are also used if and when required, such as single family work and individual interventions. This approach is in marked contrast to previous multiple family therapy work, as described above. It has resulted in a significantly improved engagement with seemingly impossible families and helped to neutralise poor relationships with professionals.  

A School for Pupils – and their Parents
The principles and practices of intensive multiple family work have subsequently been adapted to the work with other patient and problem groups. The reason for establishing a ‘Family School’ (Dawson & McHugh 1986) at the Marlborough Family Service was prompted by needing to make a context to deal with pupils who had been referred as the result of being excluded from their schools because of serious learning ‘blocks’, violence and disruptive classroom behaviours. The referring teachers seemed to put all the blame for the pupil’s problems at the family’s door, whereas the family tended to blame the school entirely for the educational failure of the children. The more the family blamed the school, the more the school blamed the family. In this impasse the child is caught in the middle between the warring parties. The family refused to seek psychiatric or psychological help and the teachers no longer wanted these difficult children in their classes. To overcome this impasse a ‘Family School’ was created, with the simultaneous attendance of each child’s parent(s) being mandatory. This allows parents to witness their children’s educational problems and it permits teachers to witness the family issues that are often transferred into school (Dawson & McHugh 1994), with the focus not simply on the individual pupil, but on the interactions within the family, between family and school - and within the school system. The multiple family paradigm proves to be a particularly effective way of achieving change. With up to 9 families on any day attending with their son or daughter four mornings for three hours a week, there is a group of families that can reflect on one another and their relationships with the school system. In the family school’s daily meetings all children, parents and teachers are involved, providing a context for reflection, mutual support and encouragement for trying out new ways of relating and communicating. With the opportunity for families to challenge and support each other in their struggles for change, the multi-family group is an excellent context for intensification. There is a special atmosphere of immediacy and intensity that is rarely attained during conventional single family therapy sessions. Moreover, the information raised in a multiple family group as it relates to one family, frequently has significant meaning for other families in the group. Families often say that they have thought about something that was said several days ago and that they decided to try something new as a result of what they had previously seen and heard in the group. Over time, the multiple family group gains its own momentum and becomes a context that drives the participants to expect change in themselves as well as in other group members. 
The Marlborough Family School is an intervention from outside the school and through the attendance of the child and their family it can provide an in-depth systemic report as a contribution to the official assessment and placement procedures. Changes made at the Marlborough Family School usually result in the child returning to their original school full-time but in a few instances the intervention can also be to help the local education authority make a decision about more appropriate alternative long-term educational provision for the child (Dawson & McHugh 2000).

The Family School programme is structured around a core multi-family group. Up to nine children and at least one significant adult per child come together for a maximum of four mornings each week. The morning lasts for about 3 hours. There are two main strands to the functioning of the school:  education and therapy. Families can arrive from 9.00 a.m. onwards and can have breakfast together and talk informally. The first formal part of a morning session, from 9.30 – 10.10, is a time when the children are taught in the classroom with all their parents or other family members present. Depending on the presenting difficulty, parents can either sit with their child and help them or talk with the other parents in an informal group, still within the physical space of the classroom. The task of the teacher-therapists during this phase of the morning is to be both a teacher and a therapist. This is achieved by teaching the children and observing and experiencing the difficulties they present in this domain. In the classroom, children will show their difficulties either in their relationship to the curriculum set, their interactions with the teacher or their interactions with their peers. In the Family School it is possible to undertake ‘live’ observations of difficulties in the intra-family relationships. The task is to convert teacher observations into an issue that is relevant to the child and their parent and to use it as a potential vehicle for change. This is very different from the usual position of a teacher, who, when confronted with problematic behaviour, would expect to have to resolve the situation themselves. In the Family School, this would be seen as an opportunity missed, as there would be less potential for new information to be introduced to the child and family system as organised around an educational task.

After the initial 'teaching' phase of the morning all the children and family members come together for a more structured multiple family group meeting (at 10.15 a.m.). This lasts for forty minutes and happens at the same time every day. Each meeting is chaired by one of the teacher-therapists or a parent, with two other group members – children or adults – acting a co-chairs and timekeepers. All the families have their own five minutes slot, which is divided into three parts. The family members can use the first two minutes as they wish, but usually to report back to the group on how the last twenty-four hours has gone in relation to their goals for change. These are clearly defined behavioural targets, both for the school and the home setting, and they are rated on a daily basis. For the next two minutes the rest of the members of the group are invited to make comments. These can be about what has just been said, about changes that somebody might have noticed, about an observation of how the child or parent has been trying something different or about how the family members seem to be getting stuck with each other. The group gives applause for family members meeting their goals. In the remaining one minute the targets are reviewed and specific emerging themes are used to set the next task. The timekeeper only keeps the time and lets everybody know when it is time to move on to the next family. It is the chair’s responsibility to elicit and highlight themes as they come up, as well as encouraging the group members to become more expert and vocal in observing their own and others' repeating patterns of behaviour. They attempt to create the conditions in which different families can both challenge and support each other in their struggles for change. 

More recently the Family School has involved the parents in parallel literacy programme: once a week they receive in another class room for one hour, via laptops, help with reading and writing. The parents, initially reserved, quickly become enthusiastic about managing a computer. ‘Graduate’ families, those that have gone successfully through the Family School programme go on to co-run, with a member of staff, multiple family groups in now 18 main-stream primary and secondary schools in the local area. ‘Graduate children’ mentor or ‘buddy’ other children on these out-reach programmes, which are run under the management and supervision of the  Marlborough Family School. Pupils leave with 80% success on targets and 95% return to full time education, with significantly improved attendances and raised academic achievements. Families and teachers consistently report vastly improved relationships between family and school. 
Multiple family work for eating disordered teenagers

A particularly successful application of the multiple family approach can be found in the treatment of teenagers suffering from anorexia nervosa (Dare & Eisler 2000, Scholz & Asen 2001, Eisler et al 2003). When these patients are admitted as in-patients to eating disorder units, their treatment is provided by nursing and medical staff, with their parents tending to feel left out and isolated.  By contrast, in a multi-family day programme, parents get connected with other parents who have an anorexic child. This helps them to overcome such isolation and allows parents to share their accompanying feelings of guilt and shame. Being in the presence of other families for whole days highlights not only similarities but also differences between them and their anorexic offspring and it also invites comparisons. Families generally cannot help but become curious about one another. They become very fascinated, for example, by how other parents handle the food refusal of their teenager. Similarly, the young persons cannot help comparing their own parents’ responses with those of other eating disordered teenagers. Furthermore, in a multi-family day programme the responsibility for the teenagers’ weight increase is not left in the hands of expert nursing and medical staff, but the parents are centrally and directly involved in the feeding and eating issues of their children. Here professional staff are in a minority and this contributes to a ‘family’ rather than a ‘medical’ atmosphere. Working alongside each other allows parents and teenagers to compare notes and to learn from one another. Peer support and peer criticism is more easily heard and taken onboard when coming from fellow-sufferers, as teenagers and their parents have all had plenty of direct and painful experiences around eating, dieting, weight loss, life threatening states and repeated hospitalizations. 

The frequency and duration of multiple family programmes do vary from centre to centre. An initial ‘tasting event’ may be a good start, as it enables families who are considering to participate to learn about the approach and to meet other families, including ‘graduate’ (past) service users. This event is followed, some weeks later, by an intensive week of 4 or 5 whole day (8 hours) attendances, with 6 – 8 families in one group. 2- 3 weeks later the families attend again for 3 whole days and this is repeated again after another 2-3 weeks. This initial intensive phase consists of up to 10 whole days, in the space of about 6 weeks. It requires considerable commitment from the parents and it is, at one level, quite surprising that almost all parents accept such involvement, given that it may well mean not been able to go to work and having to take annual leave. At another level it is not at all surprising as these families have already brought many sacrifices, usually  over years, including taking time off  work because of repeated episodes pf acute ill health of their child.  After this initial ‘burst’ – which is mostly focused around eating and weight gain and is generally very successful – the intervals between the multi-family days become longer, initially 2 days monthly, reduced to 1 day per month and then to one day bi-monthly. The whole programme lasts one year and involves altogether 15 – 20 whole day attendances. The treatment approach has now been manualised.
Much of the first phase of the programme is deliberately structured around eating times. Feedback and joint reflection are generated via a whole range of different activities throughout the day, from joint meals and informal encounters, to formal large group discussions, creative art work or outings. Activities include cross-family linkage and ‘foster’ meals, food collages and body image tasks, psychoeducational sessions on ‘tricks anorexia plays’, video reviews and ‘hot seat’ sessions, family life posters and goal trees, clay sculpture work, theatrical dramatisations of family issues  and role reversals. Many of these activities are playful, eliciting a whole range of emotions, including humour. Joint laughter can help at times to ‘zoom out’ and experience the problem from a meta-perspective. For example, inverting the roles of anorexic daughter and worried parent, in a brief role play, often results in the anorexic teenager literally admiring their parent’s acting and mimicking abilities, when re-staging the drama of refusing to eat the lovingly prepared  meal, which is represented by a paper food collage. The anorexic, in the role of her own mother, attempts to persuade and coax her ‘daughter’ – and all this in front of other families who recognise – and can laugh about –  these all too familiar scenarios. The role of the therapist in multiple family work is that of making contexts which permit such encounters, initially staging and then managing such events. Once an activity has evolved, the therapist can afford to step back and becomes a kind of catalyst, enabling families to connect with one another and encouraging mutual curiosity and feedback. This day programme requires families and their individual members to constantly change context and to adapt to new demands. This feels intensive to the families and such intensity can simply not be created in individual family sessions. The sheer energy released provides a ‘buzz’ for adolescents and parents alike and it creates hope. 

Reflections and further perspectives

The metaphor of the ‘Greek Chorus’, introduced by Papp (1980) to describe the activities of her clinical team to reflect on their patients’ issues, can be usefully borrowed for understanding the roles of the different families and their members during multiple family group work. In this setting the protagonists – be that an individual or a family - tell their story or en-act their issues, in front of a group of people who are then asked to comment. In Aischylos’ famous Greek tragedies it was through the chorus that the Gods spoke and the chorus was literally seen as the preserver of the world order. It amplified and thereby intensified the action on the stage, reflecting on what went on from different perspectives and inviting the spectators to join these reflections. Adopting new perspectives, as well as seeing things in perspective, are major aims and outcomes in multiple family work. Unlike in the Greek tragedies, the participants in today’s multiple family group work are hardly Gods nor major moral forces. Instead they lend their ordinary voices to the action(s) in front of them and this makes them both human and pragmatic. The concept of the ‘outsider witness group’ (White 1997),  provides an alternative frame within which to view both the processes and the therapeutic potential of multiple family work: the individuals’ and families’ stories about life, relationships and identity become enriched, by the group’s re-tellings of these stories. The outsider witness group - the other families – adds to the person’s and family’s narrative resources by sharing experiences from listening to the experiences of persons and their lives, triggered by the story told by the family in focus. Other group members can resonate with what is being told and articulate this. Nuances are introduced bit by bit, helping to generate multiple experiences and ideas, with a multi-verse for new curious inquiry unfolding.

New developments
Over the past two years a group of clinicians and researchers, mostly drawn from the Anna Freud Centre and The Marlborough Family Service (P.Fonagy, M.Target, E.Asen, N.Dawson, R.Malik, D.Bevington), has been developing a model of service delivery which includes multiple family work as one of its major components. The work concerns a home-based out-reach service for acutely mentally ill teenagers and young persons (age 14 –21) presenting serious risk of hospital admission because of psychosis, depression and acute suicidality, acute eating disorder, borderline personality disorder and severe obsessive-compulsive disorder. The interventions are carried out by mental health professionals who have received special training in a range of interventions.  Both ex-users of services and carers are involved significantly in the work. A day setting – the Education Centre – allows the adolescent to have an educational (school, higher education) focus, as well as providing a setting where other service users and families can exchange ideas and learn from each other. The interventions are mainly delivered, in any one case, by two specially trained mental health workers, recruited primarily from nursing, occupational therapy, social work and psychology backgrounds. These mental health professionals are formally trained (3 months full time, and then a programme of in-service training) to deliver the various different therapeutic modalities for this specific group of patients and their families. The interventions are all manualised, with clear outcome measurements built in, and they are carried out primarily in the family home, or other relevant community settings, with attendance at an education centre for educational and multi-family work as required.  
Future perspectives
Multiple family therapy can be a powerful mode of treatment that assists other treatment approaches, such as the medical, behavioural and psycho-therapeutic regimes developed for patients with schizophrenia. With other client groups, it may play the major part of the overall intervention, as in the case of multiple family work with multi-problem families (Asen 2002). Day programmes provide intensive ‘in vivo’ experiences that are more likely to bring about changes in ‘stuck’ and chronic families than more traditional single family therapy. However, even with intensive multi-family day programmes, other interventions have to be carried out simultaneously, such as individual, couple and single family work. Formal evaluation of multiple family therapy is still somewhat scarce though a number of studies and audit projects have shown that this form of treatment is very acceptable to families and their individual members (Summer 1998, Singh 2000, Lim 2000). A few prospective outcome studies are on the way to evaluate the long-term effects of multiple family work. Multiple family therapy is also now used in the treatment and management of substance and alcohol misuse (Kaufman & Kaufman 1979), chronic medical illness (Gonsalez et al 1989, Steinglass 1998), Huntingdon’s disease (Murburg et al 1988), child abuse (Asen et al 1989), bulimia nervosa (Wooley &Lewis 1987) and other presentations. The approach is becoming increasingly popular, in part due to its cost effectiveness, and also due to a more recent social and political emphasis on involving service users more actively in their treatments. 
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