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PSYCHIATRIC DISORDERS: eating disorders, depression, alcohol abuse

FAMILY GROUPS: patient, different generations

INPATIENT OR DAY CLINIC SETTING:  family support

SYSTEMIC FAMILY THERAPY



. 1964: ‘new method’

. Schizophrenia

. 4-5 patient and families

. weekly sessions

. therapist/observers

. open-ended groups (6-8 
months)
. ‘a sheltered workshop in family 
communication’ 



• Different psychiatric and medical populations:
• schizophrenia, alcohol- and substance abuse, eating disorders, mood disorders, OCD, ……..)
• asthma, HIV, Ca, dementia, diabetes,…..)

• Different ages: child/ado/adult/old population

• Different settings: inpatients, day clinics, outpatient services, school settings,….. 

• Different formats: closed, open-ended groups, with or without patients, short, long,…. 

• Different intensity: Stand-alone, in combination met outpatient/inpatient, in combination met SFT replacing SFT,…

• Different therapeutic models: supportive, psychoeducation, behavioral, systemic….

communication- and differentiation difficulties (Laqueur, 1964) 


genetic vulnerability to stress (information, support, problem solving,…) (McFarlane, 
2002)

…….over the years….

(Strelnick, Fam Process 1975; O’Shea & Phelps, Fam Process 1986, Asen, JFT 2002, Gelin, JFT, 2018, Cook-Darzens, JFT, 2018, Lemmens, JFT, 2023 
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MFT reaches parts other therapies can not reach (Schmidt  & Asen, 2005)
(unique features: individual/group/family/peer support/…)

Forever promising? (Jewell and Lemmens, 2018)
(hot spots/lack of research/lack of clear model)

Relational recovery-based intervention (Price-Robertson et al. , 2017)  
(non-pathologising stance, collaborative approachproblem-solving and communication skillsmutual self-
help and peer support. 

Globetrotter/ spreading across the world (Lemmens, 2023) 
(survivor adapting to new challenges)



McFarlane: Psychoeducational MFT: decrease family burden and 

stigma, enlarge social network, increase support, information and 

problem solving

Multi-family day format= explicitly artificial 

community of families- a new social context 

which they hoped could provide differences 

experiences and encourage new pathways of 

living for (‘the bottom of the pile’ ) families

schizophrenia

bipolar

eating disorders 

multi-problem families, ADHD



Systemic MFT to increase more ‘healthy’ 

family functioning and new narratives and 

to give a voice to the families

BCT: Problemsolving and communication 

skills, relationship enhancement, 

increasing caring behaviour, recovery 

contract, self-help support 
alcohol

substance

depression, eating disorders, mentally 

ill offenders 

JFT, 2014



Session 1/2: impact of the depression

Session 3: couple issues

Session 4/5: restoring normal family functioning

Session 6: relapse prevention

Session 7: follow-up 

Depression as central organising principle

Voice for the families



Session 1: Impact of the mental illness and the judicial order on the lives of 

family members.

Session 2: Balance between caregiving and self-care.

Session 3: Strengths and resources of family members.

Session 4: Reflection on the previous sessions and future.

support family recovery



More exposure, less response prevention, less FA



Creating an autonomy supportive family context



Session 1: Introduction and selection of themes

Session 2: Emotions and infertility

Session 3: The impact on the relationship

Session 4: Reactions from others

Session 5: The place of the child wish

Session 6: The limits of the treatment

Coping with emotional and physical stress of fertility process

Couples determine the content and therapists the process

Nonverbal task-emotions/verbal discussion/nonverbal relaxation



Asen, 2002

Hong Kong



Does MFT work? 



BUT, recovery: occurs at multiple levels, difficult to assess?



25% vs 63% relapse (18 months)



Less relapse at 15 months



Effects of treat ment on depressive symptoms,  re-hospitalisation rates  and medication use  

 M FT 

(n=35) 

TAU  

(n=23) 

SFT  

(n=25) 

p-value 

BDI (mean: S.D.)  

1. baseline  

2. 3 months  

3. 15 months  

 

26.6 (9.9) 

18.7 (9.1) 

15.8 (13.7) 

 

27.3 (10.5 ) 

21.8 (10.8 ) 

22.2 (15.6)  

 

26.2 (13.5) 

19.3 (10.7) 

12.5 (9.8) 

 

ns  

ns  

ns  

Treatment responders, n, %  

1. 3 months  

2. 15 months  

 

  8 (22.9) 

17 (48.6)  

 

3 (13.0) 

2 (8.7) 

 

5 (20.0) 

6 (24.0)  

 

ns
 

.004 a  

Treatment remission, n, %  

1. 3 months  

2. 15 months  

 

  7 (20.0) 

13 (37.1) 

 

3 (13.0) 

4 (17.4) 

 

4 (16.0) 

7 (28.0) 

 

ns  

ns  

Re-hospitali zation rates at 15 months n, %    8 (23.5) 7 (33.3) 3 (12.5 ) ns  

Suicide  rates at 15 months n, %    0 (0) 1 (4.3) 1 (4.0)  ns  

Not using a ntidepress ant medication, n, %  

1. baseline  

2. 3 months  

3. 15 months  

 

1 (2.9) 

3 (8.6) 

9 (25.7) 

 

0 (0) 

2 (8.7) 

0 (0) 

 

0 (0) 

1 (4.0 ) 

4 (16.0 ) 

 

ns  

ns  

.031
b
 

     

   
a
 _

2
=11.12,  df=2, p<0.005; 

b
 _

2
=6.95, df=2, p<0.05  

MFT>SFT



 

 

 

 

 

 

 

      

Figure 3

The subjective emotional health of patients 

as perceived by partners
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Spouses involved in MFT/SFT notice patient’s 

improvement earlier



Reduction of negative caregiving of fathers and mothers in family and parent group

Eur. Eat. Disorders Rev. (2017)



General family functioning improved for fathers and daughters and worsened for the mothers

Eur. Eat. Disorders Rev. (2017)





MFT>SFT



Outcome?

• improvements of symptoms, 50% lower relapse and 
rehospitalization, improvements of social functioning 

• improvements of family functioning and communication, less 
caregiver burden

• A better collaboration between patient, family members and mental 
health workers

• MFT = > SFT

• ‘Different outcome for different participants’

N=121
N=62



> schizophrenia

More methodologically rigorous research is warranted

N=16

Only one, Lemmens et al. (2009), of the 16 

trials met the criteria for high quality

‘Possibly efficacious’ (Wittenborn et al., 

2022)

BUT?



How does MFT work?









• Experiencing communality, learning by observation, having insights, experiencing 
hope and support from the group (Lemmens, 2003a; 2003b; 2005)

• Therapeutic team
• >the relational climate of the group (including group involvement and 

support from the group)
• > specific therapeutic interventions
• > differences between self, family, group

• Families
• > process aspects in the group members (including experiencing 

communality and gaining insight)
• < differences between self and family

Therapeutic factors differ between mental heathcare workers and families



• Cohesion of the group (acceptance, cohesive group, support)

• Having confidence in the therapists 

• Observational processes
• the universality of problems
• similarity of experiences with others

• Guidance from the therapists

• Family therapeutic factors
• presence of other partners
• similarity with other couples
• feeling empathy from the partner
• expressing positive feelings towards the partner

Helpful therapeutic factors

Similar therapeutic factors are helpful in different MFT



• Patients: behavioral interventions or activation
• Trying out new behaviors
• Learning by observation
• Guidance from therapist
• Modeling

• Partners: relational aspects of the group
• Feeling accepted and supported
• Confidence in helping others
• Insight in connection between behavior and childhood 

experiences
• expressing positive feelings towards the partner

Patients’ symptoms improved when… 

Specific therapeutic factors lead to specific outcome 
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FIGURE 1  

Differences in mean applicability of therapeutic factors over the course of treatmen t 

RC - relational climate of the group ; PW - psychological work ; FTF - family therapeutic factors  

 

Therapeutic factors increase over time



8 therapeutic factors
• Presence of others (family, others, children)

• Cohesion and understanding (group, partner)

• Openness (group, family)

• Self-disclosure (themselves, children)

• Discussion (family members with others)

• Insights (one-self, depression, relationships)

• Observational experiences (learning by observation, universality, 
experiencing similarities and differences)

• Guidance from the therapist (information, presence of therapist for 
children)

Therapeutic factores: patients > family focused, partners > group focused



Group cohesion Acceptance
Cohesive 

working group

Support from 

the group

Confidence in 

therapists

Similarity with 

others

Universality of 

problems

Psychological workRelational climate

(Rowaert, Vandevelde, Audenaert & Lemmens, 2018b)

Similar therapeutic factors are more or less helpful in different MFT



Less self-blame (p < .05)
• ‘learning by observation’ (p < .05)
• ‘insight into patient’s problem’ (p < .05)
• ‘modelling’  (p < .01). 

Less burden (p < .05)
• ‘support from the group’ (p < .05) 
• ‘similarity with others’ (p < .05)
• ‘universality of problems’ (p < .05). 

Different therapeutic factors lead to different outcome 



• individual family needs could not always be adressed
 
• disparities regarding the different rates of recovery for each person in the group

• group may set recovery backwards or that the patients may share unhelpful eating 
disorder “tricks”

• Intensity of the group was also mentioned as both helpful and exhausting

The challenging aspects of MFT



• Helpful experiences differ between patient/families and 
the mental healthcare workers

• Patients/families differentiate little between individual, 
family, group levels

• Therapeutic factors may vary in different groups

• Different therapeutic factors lead to different outcomes

Conclusion



Number?: 4-8 families (max. 13)

Who? 

patients

family members: partners/parents/….

children/siblings: motivation/age

Format?

- Closed group vs ended group

- Duration and intensity

- Start during admission (‘crisis’) and post-discharge (‘integration at home ’)

- 2 (co-)therapists (M+F), with observation team

- Milanese: before- 60 min - break – end- after

Some reflections: format



- not central in treatment/therapy between families 

- treatment at the surface

- guidance of content vs process ((non-)verbal)

- information circulation about similarities and differences (support vs insight)

- touching and let  go

- psychoeducation in exchanges of experiences

- rules: right to listen, confidentiality

Some reflections: therapist
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