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Summary 

The aim of this article is to familiarize the reader with the method of therapeutic work 

called multi-family therapy (MFT), in which several families participate simultaneously. 

The authors are presenting the process of development of multi-family therapy around the 

world, which has been continuing since the 40s of the previous century. The text describes 

the possibilities of using the multi-family therapy in treatment of different mental disorders, 

in diverse institutional settings, as well as in different forms tailored to families’ needs. 

This form of therapy can be used, among others, with multi problem families, is employed 

in treatment of eating-disordered patients, teenagers and their families, and becomes useful 

when it comes to cooperation with schools. The authors recommend this form of 

psychotherapy in our country and they indicate that it deserves organizing proper courses 

on teaching of its rules and including it in therapeutic care offered in our country. 

 

Introduction 

Multi-family therapy (MFT) is a form of therapy in which a few families 

participate at the same time. It could be described as a combination of family and group 

therapy. It is a hybrid based on the experience of family and group therapists that is 

developing against a background of the changing work reality and which is dictated by 

practical aspects. Put simply — it is a meeting of a few families (usually three or more) 

during which issues that are common for all of them are discussed. Generally, one of the 

family members suffers from a problem concerning mental health (e.g. psychotic 

disorders or anorexia nervosa), functioning at school (e.g. poor performance at school) or 

internal family relations (e.g. hostility or violence). This may be defined from a 

psychiatric, educational, legal or social perspective. The size of the group is dependent 

on the number of families and their particular sizes. The therapeutic work may be 
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conducted with dyads of mother and child (as in multi-family therapy for mothers with 

toddlers), parents with the child (in this case an identified patient) or with all the siblings. 

If the circumstances as well as therapeutic and practical reasons call for it, the therapy is 

also attended by other family members (e.g. grandparents), people living together with 

the participants or others involved in the life of the family. It is also possible for the 

therapy to involve former spouses, current partners, adopted children, and in some cases 

– teachers, educational workers or tutors. 

 

Before MFT appeared 

Defining exactly who the pioneer of multi-family therapy was and the moment it 

was applied for the first time causes certain difficulties. The reason for this is the process 

of its “evolution”, which it was possible to observe in the period before its establishment 

in the form that we know today. Before descriptions of multi-family therapy appeared, 

articles were published describing work with groups of relatives of the sick as well as 

with groups of married couples with similar problems.  

In the 1940s and 50s, publications appeared in the United States containing 

descriptions of therapeutic work with parents of children experiencing behavioral 

problems at school [1] or with relatives of people with schizophrenia [2, 3, 4]. A 

particularly interesting work was that of W. D. Ross, who described how the concept of 

therapeutic interaction between mothers of hospitalized patients was established. This 

idea was purely practical – the meetings organized for them were to be a solution to the 

problem of troublesome carers who were constantly hindering medical personnel with 

questions and requests. In order to save a little time, the doctors decided to meet many 

mothers at the same time. The form of such meetings allowed them to discuss issues freely 

between themselves and to ask any common questions to the doctors in charge of 

treatment. As Ross describes — these meetings helped carers to deal with grief after the 

loss of a child's health, to reduce the feeling of stigmatization, and also to come to terms 

with the necessity of long-term hospitalization. Another benefit was the psycho-

educational aspect of the group. Hospitalized patients participated in separate group 

sessions. They joined the meetings for mothers only when the therapists decided to use 

drama therapy techniques.  

Another form of therapeutic work which can be considered as a predecessor of 

MFT was group therapy for married couples. The first reports of this type of conducted 

therapy began to appear in the 1960s. Gottlieb [5] wrote in detail about this form of work, 

giving clinical examples in his article as well as the dynamics of the group processes, the 

change process in individual participants, and the role of co-therapists. It should be 

mentioned here that similar work was conducted by Polish therapists. Attempts at 

conducting group therapy for pairs were made by the Department of Family Therapy, 

Chair of Psychiatry, Collegium Medicum Jagiellonian University in Krakow [6]. 

In 1953, Abrahams and Varon [7] issued the book Maternal dependency and 

schizophrenia: mothers and daughters in a therapeutic group. The book included a 

description of therapeutic meetings for girls suffering from schizophrenia and their 
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mothers. The subject of interest for the researchers-therapists was, however, connected 

more with the mother-daughter relationship and an assessment of their level of 

dependence (which represented a reflection of the then popular concept of maternal 

dependency and schizophrenia) than a description of the meetings as a new form of 

therapy.  

 

The first MFT experiments 

The first reports concerning therapeutic work with a group of patients and their 

families appeared at the Third World Congress of Psychiatry in Canada in 1961 [see: 8]. 

In the same year, the Archives of General Psychiatry journal published an article by Hes 

and Handler [9]. The article presented a description of a new therapeutic method 

consisting of three simultaneous forms of treatment in the psychiatry ward – group 

therapy for patients, group therapy for their families and group therapy for both patients 

and family members (the authors used the term multidimensional group psychotherapy). 

While the meetings with patients or families took place in a peaceful atmosphere, the 

meetings with the mixed group caused many emotions, to the extent that the observers of 

the sessions said it was hard to distinguish the patients from the non-patients. The authors 

of the article summarized that, despite the rather unconventional way of organizing the 

groups and conducting the meetings, and also despite the fact that the stay of the patients 

in hospital was rather short, spectacular changes in the patients and their families were 

observed [9].   

 

The official beginning of MFT in the USA 

The father and creator of MFT is considered to be Peter Laqueur — a psychiatrist 

practicing in New York in the 1960s [10]. In an article published in 1969, he described 

the course of psychotherapy for five young patients hospitalized due to schizophrenia as 

well as their nearest family members. During the hospitalization of the patients (and also 

often afterwards), the team consisting of therapists and an observer conducted weekly 

sessions lasting 75 minutes. Laqueur quickly noticed that the most important factors 

during the meetings of families with other families experiencing similar difficulties 

turned out to be: the sharing of common experiences, mutual support, constructive 

criticism and modeling. 

Laqueur's valuable experience became an inspiration for other clinical workers 

and led to the formation of multidisciplinary teams consisting of psychologists, 

psychiatrists and psychotherapists, who began to use MFT by focusing mainly on help 

for the families of mental health patients. McFarlane [11] adapted this type of work to 

help the families of patients treated by psychiatrists. He paid attention to the possibilities 

of using this method in the processes of resocialization, countering stigmatization, 

improving communication and coping in crisis situations. He also observed that the 

acquisition by the family or its individual members of an “insight into the problem” is not 

necessary to accomplish therapeutic change. Instead of this, he believed that families may 
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learn by seeing part of themselves in others – in this way also becoming aware of their 

own dysfunctionalities.  

Anderson [11] applied the idea of psychoeducation in multi-family therapy for 

patients with schizophrenia. Here, an important role is played by the significance and 

understanding of language, which enables closeness with others to be obtained and which 

is used to share descriptions of reality. The main theory of the work says that, by 

correcting communication deficiencies, conditions for more functional patterns can be 

created. Such an approach to family therapy should improve the way families refer to the 

patient, and through work on criticality, hostility and excessive engagement – reduce the 

level of expressed emotions (EE). In other aspects, this model resembles the work of 

McFarlane, with common factors being, among others, help for families in developing 

social networks, reducing the appearance of stigmatization and the willingness to lessen 

the load of carers by offering families the support of medical personnel. 

 

MFT in the world 

Work in the area of MFT was also conducted outside North America, taking place 

not only in Europe but also in South America. In addition to the intensive development 

of the methods in England (which will be presented in detail later), there were also 

experiments described by teams from France, Belgium and Switzerland [ 11]. 

Benoit et al. [12], in a publication in 1980, described experiments that took place 

in a hospital in Villejuif near Paris for psychotic patients at the end of the 1970s. They 

conducted meetings for the families of hospitalized patients, with the aim being to shorten 

the time of hospitalization. They paid attention to making each family more autonomic 

through interaction with members of other families, and also with other patients and 

members of the medical personnel. 

In the middle of the 1980s, in the Swiss town of Cery, Dr Salem [13], together 

with a team of doctors, social workers and ward nurses, began the process of countering 

social and mental isolation among psychiatric patients. MFT, which Salem described in 

a publication from 1985, took place once a month over a ten-month period. Thirteen 

families took part in the therapy, with five attending each meeting. The majority 

experienced life with a person suffering from schizophrenia on a daily basis, and almost 

half of the patients had chronic illnesses. The team of therapists and the families defined 

the beneficial effects of the applied method as: openness to internal family relations and 

social relations, clearer inter-generation borders, easier expression of emotions, easing of 

meta-communication (through discussions concerning emotions, relations or verbal and 

non-verbal communication), as well as the learning of new internal family behavior 

through the observation of other families. 

Jorge García Badaracco is an Argentinian psychiatrist who, from the beginning of 

the 1960s, contributed to the development of MFT in Buenos Aires [14]. While using this 

method, he referred to the idea of the family in a wide context, which meant that the 

therapeutic meetings could be attended by everyone who felt affected by the patient's 

illness through its influence on their life in any form. It turned out that around 100 people 
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appeared for the therapy, including Badaracco and other therapists. During the MFT 

meetings, he placed particular attention on his accessibility, believing it to be a 

fundamental feature of multi-family therapy. This type of therapy was proposed for the 

families of patients with schizophrenia, as well as those with mood disorders. The multi-

family therapy was organized once a week, but the patients were also able to take part in 

additional individual or family therapy. In total, Badaracco conducted MFT sessions for 

over 3000 of his patients. In the publications describing his experience, he emphasized 

the significance of various fields for patients with schizophrenia, i.e. in individual, family 

and also multi-family therapy. In his opinion, all of the mentioned types of therapy are 

complementary and provide the opportunity to observe the functioning of the patient from 

various perspectives, which he believed to be essential for understanding the patient's 

problems and the organization of care as a whole. Badaracco emphasized the significance 

of the health potential found not only in each patient, but also in each family, as well as 

the necessity to work on a basis of similarities. 

 

The first center in the world based on the idea of MFT 

Marlborough Family Service was a London institution established out of 

Marlborough Day Hospital – a day ward for children [15]. The person responsible for the 

name change, and then for the constant transformation of the center, was the British 

psychiatrist Alan Cooklin, who became the director of Marlborough in 1976. One of the 

first decisions he took was to change the name of the center, which was intended to more 

clearly reflect the new approach to work with families. The center was not a “hospital”, 

in which “patients” were “treated”, but an institution which “serves” all members of the 

family. The change of name was also accompanied by a paradigm shift in the work. In 

the center that had previously functioned mainly based on psycho-analytical theory, 

Cooklin gradually began to introduce the idea of systematic understanding of the family, 

meaning that Marlborough quickly became a center of family therapy. His work as 

director was continued by Eia Asen, the greatest supporter of MFT in the world. 

The therapists working in Marlborough quickly focused on families where their 

previous interventions had been ineffective. These families, in accordance with 

Minuchin's theory, were characterized by a chaotic structure, blurred or non-existent 

borders between sub-systems, a high level of enmeshment, family hierarchy disorder, and 

also the simultaneous experience of many problems. Surprisingly — in regard to the 

external world, and in particular to control institutions, such as social care — they 

presented high levels of unanimity and unity. However, they lacked the ability to maintain 

internal structure and organization (concerning work, finances and care for children). 

These families were also often affected by the problems of violence, addiction to 

psychoactive substances or alcohol, mental disorders of parents or children, and social 

isolation. Due to this, various institutions (e.g. schools, social care and family courts) and 

many specialists (psychotherapists, doctors and psychiatrists) were involved in the 

support given to the mentioned families. This created a feeling of helplessness and it was 

not difficult to come to the conclusion that help for these families was impossible. It 
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seemed a good idea, therefore, to use family therapy, but one meeting per week was, in 

their case, like a drop in the ocean of needs. 

It is exactly with such, so-called multi-problem, families in mind that the Family 

Day Unit (FDU) was established at Marlborough, which was based wholly on the idea of 

multi-family therapy. It was a place for very intensive therapeutic work: even up to ten 

families met in one building five days per week, eight hours per day. The constantly 

developing institution was staffed by an inter-disciplinary team of specialists consisting 

of, among others, psychiatrists, social workers, psychologists, teachers, therapists and 

nurses. The therapeutic work followed a set program (as a response to the lack of internal 

organization in the families), which assumed the appearance of “controlled crises”. The 

aim of the therapists was to create situations in which the families had to cope with the 

crises in an institutionally created therapeutic context. Thanks to the newly-found ways 

of coping, it was not necessary to involve more specialists or institutions in the support 

of the families, in this way limiting the “fragmentation” of the support system. Within the 

framework of the therapy used in the Family Day Unit there were daily social meetings, 

family therapy sessions, group therapy sessions for parents, group therapy for children 

and, of course, multi-family therapy sessions. In addition, the daily plan also included 

time for parents to spend with their children, prepare meals or do the shopping. 

The daily program was constructed so that families could experience constant 

changes in context through the movement from one activity to another. The family could 

meet the therapist during family sessions or take part in meetings with the therapist 

together with others; household members could receive tasks to do with other families in 

a structured form or could spend time on informal, non-structured, free activities 

consisting mainly of fun together with other families and personnel; carers could meet 

together while their children had school or therapeutic activities; they could be asked to 

take care of their children, and also children from other families. These constant changes 

in context forced the families to change their way of behavior and expectations towards 

others, challenging their set schemes of behavior and encouraging them to constantly 

experiment. 

The Family Day Unit underwent many modifications over the years. The time of 

families being under the care of the institution and the daily program changed. The 

proportion of multi-family work compared to other work was also modified, with MFT 

being increasingly used. In the applied therapeutic approach, the experience and 

supervision of leading family therapists, such as Salvador Minuchin, Luigi Boscolo and 

Gianfranco Cecchin, was used. The FDU therapists, inspired by the work of Tom 

Andersen, also introduced therapeutic work based on reflecting teams. In turn, in recent 

years, multi-family therapists in England have begun to pay great attention to therapeutic 

intervention based on mentalization theory.  

 

Varied applications of MFT 

The first experiments with multi-family therapy, as mentioned earlier, mainly 

concerned patients with mental disorders [2-4, 8, 10, 16, 17] and MFT initially found the 
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greatest application in such a context. However, over the years, attempts were made to 

apply this method in various institutional conditions (stationary wards, day wards, 

advisory centers and schools), in various groups of the population (children, adolescents 

and adults), as well as with people suffering from various mental or somatic disorders. 

Gathering all the previous work concerning MFT in one place is difficult, however, below 

is an attempt at presenting the most interesting reports from the last twenty years.  

Therapeutic intervention based on cooperation with the family has turned out to 

be effective in the treatment of depressive disorders, and attention has been paid to this 

by, among others, Keitner [18] and Lemmens [19]. The latter, in research conducted with 

his team, showed better results while treating people with deep depression when family 

or multi-family therapy is added to the standard therapy program. Among the group of 

people participating in MFT, a greater number of patients responding to treatment was 

noted, as was a reduced need for anti-depressant medicine, and a greater level of positive 

changes in the health of psychiatric patients was noted by partners. Hellemans [20], in 

turn, dedicated his research to understanding the circumstances of those being treated by 

MFT for depressive disorders. He discovered the existence of a few therapeutic factors, 

which were mentioned both by the patients and their partners. These were, among others, 

the presence of other people (experiencing similar problems), coherence and a feeling of 

understanding by them, the opportunity to open up and discuss, as well as the experience 

of observation and the feeling of being led by the therapist. These factors allow the 

treatment process to be better understood and, according to the authors, should be 

highlighted in the therapy process and better explored in future. MFT in the treatment of 

mood disorders has also been implemented in work with children [21–24]. The 

significance of this type of therapeutic work is highlighted by Fristad [21] who noted that, 

thanks to MFT meetings, the knowledge of parents concerning the symptoms of 

childhood mood disorders significantly increased, as did the number of positive internal 

family interactions announced by parents. Children, however, noticed changes in the way 

their parents supported them. 

The strength and effectiveness of multi-family interaction in the treatment of 

schizophrenia very quickly became obvious, and interest in the development of this 

method in various models and conditions has increased. In bipolar disorder, which shares 

important features with schizophrenia (biological basis, psycho-social context) and is also 

a great challenge for families, the application of MFT turns out to be based on good 

reason. Moltz et al. [25] in the book Multi-family groups in the treatment of severe 

psychiatric disorders describe the application of MFT in psycho-educational forms, 

directed both to patients dealing with the symptoms of bipolar disorder and their families. 

It was noticed that patients participating in MFT had fewer outbursts of rage and coped 

significantly better with the symptoms and episodes of the illness. Participation in the 

group was connected with a less frequent need for patient hospitalization or the 

appearance only of episodes, thus destabilizing their lives to a lesser extent. This is 

probably because the other participants of the MFT groups noticed disturbing signs much 

earlier and began to help. Members of the family considered the greatest benefit they 
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received from the group through listening to their experiences to be the significant growth 

in their confidence to cope with the illness.  

The same publication includes interesting reports on the role of MFT in treating 

borderline personality disorders [26]. As in other therapies for mental disorders, the 

strength of MFT is the ability to create a transformation in the family system. The work 

methods directly concerned the problems that the families of patients with borderline 

personality disorder, or the patients themselves, faced on a daily basis. Group members 

could obtain an insight into their attitudes and styles of expressing emotions, and those 

who coped better with sympathy for and understanding of others were able to demonstrate 

their skills. Reports from the work of Berkowitz [26] indicate that their patients claimed 

there was an improvement in internal-family communication and a reduction in 

unwillingness towards family members.  

In the literature, there are also numerous reports on the subject of work with the 

families of people with eating disorders, both for adult patients [27], and adolescents [28–

33]. Multi-family therapy with the participation of carers of adults suffering from 

anorexia differs from work with teenagers. The differences described by therapists [27] 

concern law and responsibility, both in terms of the person with the disorder and their 

families. Therapy in the case of adult patients often concerned chronic illness. The main 

therapeutic aim was not to make the patient healthy, but to improve the quality of life. 

The spectrum of social and emotional development for adults with eating disorders is 

considerably wider, and the degree of involvement and independence from the family is 

often inadequate for the age. MFT interactions focused mainly around the sharing of 

information, support for the carers, training of the family in coping with the symptoms of 

eating disorders, countering stigmatization and coping with stress. Attempts to adapt 

MFT for the families of teenagers with eating disorders were undertaken, among others, 

in the Czech Republic. Mehl [28] and her team described the experiments with MFT in 

the Eating Disorder Center in the Psychiatric Clinic in Prague. The results of the research 

conducted there showed varying evidence in regard to the role of MFT and the influence 

of the method on patients with eating disorders. The researchers noted a significant 

increase in the patients' quality of life, however, an increase in body mass index (BMI) 

was accompanied by a decrease in the teenager's self-esteem.  

Catherine Stewart [34] described, however, the effectiveness of multi-family 

interaction in the case of bulimia in teenagers. The program was targeted at families of 

adolescents and mainly focused on coping with attacks of bulimia as well as reducing its 

symptoms, the capability of controlling factors affecting the recurrence of the illness 

(including psychosocial stressors), styles of communication and interaction inside 

families (affected by eating disorders), as well as the burdens and stress that the families 

have to struggle with. Feedback from those participating in the multi-family meetings 

concerned the acquisition of new ways to cope with the illness, as well as forms of internal 

family communication. Analysis of the gathered clinical results enabled the authors to 

state that this type of interaction helps to reduce the symptoms of bulimia and depression, 

together with a noticeable increase in the ability to cope. 
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MFT in Poland 

Multi-family therapy is not yet sufficiently widely used in Poland. As an element 

of treatment, it was proposed to patients of the Family Mental Health Day Wardof 

Krakow University Hospital [35]. In 2008, the above-mentioned Department of Family 

Therapy helped to increase interest in the method by applying it in therapy for couples 

[6]. Since 2011, the 1Laboratory of Psychology and Systemic Psychotherapy in the 

Jagiellonian University Medical College Department of Psychiatry has been trying to 

create a team of multi-family psychotherapists and to undertake research projects in this 

area.  

In 2016, thanks to funding from the National Scientific Leadership Centre at the 

Faculty of Medicine of the Jagiellonian University Medical College, the first training 

course for psychotherapists interested in working with MFT took place in Poland. The 

year-long training course was conducted by Professor Eia Asen and his team from the 

Anna Freud Centre in London. It was attended by 35 therapists working on a daily basis 

in psychodynamic and systematic fields, with experience of cooperating with families, 

children and adolescents. The result of the training was a widening of information 

concerning multi-family therapy, as well as the implementation of the method in Poland. 

Until now, a few editions of MFT have been conducted in Krakow, Warsaw, Stalowa 

Wola and Wieliczka.  

Reports from the world concerning the effectiveness of multi-family therapy 

encourage the inclusion of this type of activity in the permanent offer of the Psychiatry 

Clinic of Adults, Children and Adolescents of Krakow University Hospital. The projects 

conducted so far in the form of support for the families of patients between 6 and 14 years 

of age treated as outpatients and in day wards has been considered by families to be a 

good complement to the treatment process. Publications are currently under preparation 

in which experience gathered from previously conducted meetings will be described. 
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