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All theories are legitimate, no matter.
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Foreword


Ten years ago, Professor Jorge García Badaracco published an original book, Comunidad terapéutica psicoanalítica de estructura multifamiliar, opening the path to new ways of thinking in psychiatry and psychoanalysis. In that book, he combined the use of the psychoanalytic concepts of individual psycho-dynamics, the psychology of large groups, and the therapeutic community with a systemic theoretical approach to inter-family and inter-group dynamics, which facilitated the diagnosis and therapeutic healing of severe chronic family pathologies in cases of schizophrenia. In contrast to the relatively simple formulation of the pathogenic implications of “expressed emotion”, that cause schizophrenic regression and undermine the therapeutic progress in this type of patient, García Badaracco analyzed in depth the way in which the expression of the emotions of relatives in the intimate relationship with schizophrenic patients reproduces the pathogenic feedback of primitive object relations of a traumatic nature which, in an endless compulsion to repetition, interfere with the development of healthier object relations and with the strengthening of the patient’s Ego. The author described the activation of “maddening objects”, i.e., internalized primitive fantasy representations that the patient re-projects on family members, as well as the mechanism by which, unconsciously, relatives contribute to their generation and perpetuate the relationship with those maddening objects. In this new book, García Badaracco describes in detail his technique of multifamily psychoanalysis and the consolidation of his revolutionary approach to multifamily psychotherapy based on many years of research and clinical experience. His approach integrates techniques derived from the models of therapeutic communities and the analysis of multiple transferences, as evidenced in the clinical material presented during multifamily sessions, aimed systematically at the analysis of normogenic and pathogenic group interactions. Being the continent of the expression of the pathology of the schizophrenic patient within the multifamily context, gradually recontextualizing his behaviour as a covert reference to the real conflicts within his corresponding family structure, García Badaracco simultaneously works the “resonance” in other family groups present in those sessions. In this way, instead of the endless repetition of the family pathology observed in the group setting, multifamily therapy updates a certain conflict under the various versions or forms in which it is presented in the different family constellations and focuses the discussion on a common human problem (early development, traumatic family relationships, child sexuality, fear and expressions of violence, etc.). This elaboration achieves the gradual transformation of the expression of these conflicts, which are conveyed in the pathological behaviour of the patient in the group, into a possibility of sharing affective experiences and emotional learning.

The leadership of these therapeutic groups, carried out by a psychoanalyst trained in the technique of individual psychoanalysis, in the psychoanalytic approach to family and group therapy, as well as an expert in the systemic approach to family dynamics, makes it possible for the patient and their families to participate as therapeutic agents, combining three therapeutic modalities in a single approach: individual, family, and social. It is an extremely interesting approach both from a theoretical and clinical perspective, and from a practical point of view, it represents the optimal use of therapeutic resources within a limited investment of time.

Although multifamily therapy can be carried out daily, in the experience of professor García Badaracco, it has proved very useful even just once a week, with both inpatients and outpatients. From the point of view of the recent changes affecting hospital psychiatry – the radical reduction of psychotherapy for inpatients and psychiatric hospitals moving away from being a therapeutic environment – it can be argued that GarcÍa Badaracco’s approach would have no place among the treatment schemes in vogue within psychiatric hospitals today.

However, as we witness the enormous social problems related to the persistence of schizophrenic and other serious and limiting chronic psychiatric illnesses, with multiple hospitalizations resulting from a reduction in the duration of each hospitalization and the general lack of an appropriate social environment outside the hospital, the author’s approach could provide a promising enrichment of our therapeutic tool case, regardless of the direction in which psychiatric hospitals may develop. Furthermore, taking into account the immense suffering that the chronicity of these patients’ symptoms cause for themselves and their families causing them to live in conditions of chronic social disstress as a consequence of the persistence of the psychotic illness, García Badaracco’s approach has the potential to greatly alleviate this stress by using the healthy virtual potential resources of the patient and their family, which are presently ignored or underutilized.

Beyond these practical considerations, the theoretical implications of García Badaracco’s discoveries are of great importance. Although we have made enormous progress in the knowledge of the neurobiological factors of mental illness and our psychopharmacological arsenal for the treatment of the mental patient has grown, in general overall, experience has also shown us that although symptomatic improvements are achieved for such patients, their pathological, intra-psychic structures constitute a permanent obstacle to their ability to adapt to life and this is particularly true with regard to relationships that require greater emotional commitment. The multifamily psychoanalytic approach presented by García Badaracco provides us with an important tool to diagnose and modify the psychic structures that maintain the limitations in the life of the patient. As the same author emphasizes in this book, its therapeutic approach is widely compatible with a combination of psychopharmacological treatment, social rehabilitation, and psychotherapy, which is the current therapeutic triad for the treatment of chronic schizophrenia. Its conception can open a new path for the treatment of most mental illnesses and, at the same time, shows an important and fundamental application of psychoanalytic theory and technique in the exciting developments of psycho-social therapies. This book should be of great interest to all professionals involved in mental health problems working with psychiatric patients as well as to psychoanalysts interested in the application of psychoanalytic theory and promising new psychotherapeutic modalities of treatment.

Prof. Dr. Otto F. Kernberg

President of the International Psychoanalytical Association

Medical Director, The New York Hospital Cornell Medical Center

Westchester Division, US
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Professor emeritus of Psychiatry at the Faculty of Medicine of the University of Buenos Aires and President of the Argentine Psychoanalytic Association, he tried all his life to build a bridge between Psychiatry and Psychoanalysis for the treatment of serious psychiatric patients


Introduction


Therapeutic groups have been a target as long as humanity itself. Tribal and religious leaders used the social fabric to promote healing and behaviour change long before mental health professionals existed. Early shamanic rites, Greek tragedies, and moralizing medieval plays also pointed in this direction. In the 19th century, the group hypnosis sessions led by Mesmer and the moral treatment movement encouraged healthy group interactions and reconstructive social experiences among mental patients.

In general, psychotherapy was conceived in the context of a bi-personal relationship. Freud, thinking that the unconscious was pathogenic because it was repressed, particularly with regards to sexuality, developed the psychoanalytic method which, by allowing a person to have the experience of freely associating in the presence of another, causes the unconscious to become conscious and consequently achieves “healing”. But Freud himself discovered throughout his life the intrinsic difficulties of being able to produce deep and significant psychic changes. On the other hand, he developed the theoretical concepts that we all know and that have been the foundation of psychoanalytic knowledge.

From Freud onwards, other authors have been contributing with new ideas and enriching experiences for more than a century. Increasingly, we have become aware that the bi-personal psychoanalytic experience does not cover or solve all the problems.

Group experiences had their origin, in large part, due to these limitations of individual psychoanalysis. In group contexts, it became possible to address serious mental pathologies and, in that sense, family therapy constituted an important first step. Faced with certain difficulties, many psychoanalysts trifled with doing group psychotherapy with a psychoanalytic approach. Others abandoned psychoanalysis completely and moved towards group approaches of different kinds. Some considered that an epistemological leap was needed to be able to think about group therapy.

My first activity as a psychiatrist and psychoanalyst began with bi-personal psychotherapy, as had been the established convention in those years. At that time, I began to observe the problems presented by difficult patients with whom our attempts to achieve changes that would open a way forward had remained futile.

The same difficulties were presented to me by these patients in the hospital environment, where I found that most of the admitted patients were chronic, had experienced many years of hospitalizations, and with whom even to attempt the slightest dialogue was difficult. To become functional in their lives, something had to change. When I understood that these patients experienced the therapeutic session as forced and imposed upon them, I radically changed my approach and tried to create a freer and more spontaneous relationship, offering an attitude of willingness to open a common space in which those who simply wanted to participate could do so. Upon invitation, family members, therapists, and assistants joined the group whenever they were available. These were the origins of the Multifamily Structure Psychoanalytic Therapeutic Community with which I continued to work initially in a public institution, and later in a private institution, and which ultimately led to the publication of a book about the experiences gathered through many years of work.

Parallel to the development I have been doing for forty years, the world has become more and more technological and everything human, particularly what concerns medicine in general, tends to be reduced to objectively measurable data. Furthermore, the fabulous advances in electronics and biochemistry imposed a paradigm shift according to which, the only thing that exists is what you see, and the only value that can be assigned to something is its monetary cost. It is not a world where it is easy to show the practical usefulness of appealing to human encounter and dialogue to solve problems.

On the basis of the great developments made in medicine parred with certain commercial interests, a concept of psychiatry that primarily makes use of psychopharmacology to fight mental illness has developed, leaving aside the importance of human encounters and the deep and dynamic understanding of what happens in the soul of the patient and his family. This has contributed to the decline of psychotherapies in general and psychoanalytic psychotherapies in particular.

Of course, human problems have an organic and biochemical facet. It would be foolish to give up the benefits that appropriate medication can provide psychiatric patients. However, patients need much more to be able to leave the psychiatric hospital and re-integrate into society.

Specific human phenomena, which are being displaced by social changes due to technological advances, among other things, can best be rescued in the multifamily context. However, for the desired changes to take place, I find it necessary to describe the way of thinking that tends to illustrate the way in which the work needs to be done in order for these changes to happen.

Let us not forget that our capacity for reflection and thought is constructed through language. How much is a timely word worth? Is there any way to objectively quantify the impact of a gaze or a supportive attitude towards respectful silence, motivated by the desire to understand and alleviate the suffering of others? These phenomena may be much more relevant and therapeutically usable in the multifamily social context.

When patients and families meet, although interpersonal relationships are often presented as very difficult, the multifamily context has made it possible for us to generate psychological climates in which the coexistence and ability to think, resolve conflicts and learn from each other are facilitated. At the same time, we can discover powerful therapeutic resources for the processes of de-identification from pathogenic interdependencies, which allow for the psycho-emotional development and growth needed for the therapeutic process of severely ill psychiatric patients.

My interest increasingly focused on the study and understanding of the nature of mental illness, the tendency to non-change and the difficulties in achieving psychic changes. In that sense, the multifamily group not only represents a new technique, but a different landscape for the whole of psychiatry. The patients who participate in the multifamily group can make much better use of the individual therapeutic experience and the psychoanalyst can in turn, work much better with the patient. The exchange of experiences between patients enriches everyone. In turn, the dialogues generated help the relatives to understand the problems of their sick child, either through the child itself or through other children present in the group. Thanks to the contributions of all group participants, the fixed role of the family members – the patient and the other “healthy” members –, a concept which is so difficult to change in family therapy, is made more flexible in the context of the multifamily group.

This mechanism has proven to be a very effective therapeutic method that can contribute to the “de-manicomialization” of psychiatry and the re-humanization in the treatment of mental illness. But its scope goes far beyond that. This book is a testimony to the many years of therapeutic experience that I have been able to collect in different environments, implementing a therapeutic technique that I developed from my training as a psychiatrist and psychoanalyst.

This vision of things allowed me to work psychoanalytically and simultaneously in individual, group, family, and multifamily analysis. Sometimes, this kind of work makes the seemingly impossible, possible. At the same time, it increases the wealth of healing resources and exponentially increases what is actually analysable. As it is further developed in the corresponding chapters, the patient, when placed in a multifamily context in which the acting out of their madness finds safe limits that contain their fantasized destructiveness, can begin to detach themselves from both internal and external structures of pathological interdependencies that gave them a deceptive experience of security in the first place. The patient gradually discovers that such processes of de-identification, experienced as profound de-personalization, are not only non-destructive, but also cause them to feel like there is someone inside them –

their true self – who might have a new opportunity to emerge for the first time in their life. This is a chance for the patient to tap into their own arrested virtual potentiality.

As I have already mentioned, the multifamily sessions generate a psychological climate in which coexistence and possibility of thinking, conflict resolution, and reciprocal learning are facilitated. In this sense, this context presents an unimaginable potential with respect to its use for other purposes, even beyond the treatment of psychiatric patients. Conflict is inherent to the human world and individuals have the potential to resolve it. However, in many circumstances, they are presented as dilemmas where it is not clear how a solution can be found or why they appear as unsolvable.

Taking into account that it integrates the knowledge of different therapeutic disciplines (psychoanalysis, systemic therapy, cognitive therapy, etc.), that it may also include the contribution of professionals from other disciplines such as law or education, and that it serves in different ways to find solutions to the various problems that can arise for all kinds of people, this context can be an important resource for seeking solutions to all kinds of human conflicts because it uses a variety of tools that are not available in other contexts (for example, in cases of family violence, which are often presented as a conflictive dilemma to the police and justice). The multifamily group is a model of coexistence and solidarity that can be used to facilitate mediations.

In schools, learning difficulties do not always have a clear cause or an easy solution. Very often, the obstacles arise from family conflicts that burden children’s minds and impede their performance. Multifamily group methods can be advantageously used in schools, as the participation of teachers together with parents and children provides an ideal arena for unlocking conflicts of all kinds.

It is a context that offers the possibility of re-establishing normal communication within a real human environment. This can foster the most basic and fundamental energies that make a human being connect in a healthy and vital way with his family and his social environment, which in turn empowers his own capacity to resolve conflicts. These energies result from the emotional commitment of sharing feelings and speaking with family members and with others from different backgrounds, who have experienced similar conflicts.

Finally, it must be said that the multifamily group allows us to see the social dynamics that are invisible in many other contexts. The mental processes involved in the psychic changes that occur during conflict resolution provide a model for thinking and for achieving changes in the behaviour of human beings more broadly. 


1. Historical background of group therapies


Groups have been used for therapeutic purposes since ancient times, a goal as old as humanity itself. Tribal healers and religious leaders practised healing rituals and promoted changes in human behaviour long before mental health professionals existed. In the same vein were the theatrical performances of Greek tragedies that pursued moralising and ethical goals. Later, in medieval monasteries that served as asylum for mental patients, sessions were also promoted to encourage group interactions and social experiences to alleviate the suffering of the sick.

Group therapy as a planned activity under professional guidance to treat personality pathology is, according to Saul Scheidlinger, an American invention of the 20th century. He says that in 1905, Joseph Pratt began reading sessions with his TB patients, which he later extended to diabetic, and sometimes neurotic patients, due to his observation of psychological improvement. E. Lazell adopted the group method for working with schizophrenics. Trigant Burrow, one of the founders of the American Psychoanalytic Association, began using small informal discussion groups with the participation of patients, family members, and other colleagues. Apparently, he attacked Freud with outlandish statements about this new method and this probably influenced Freud’s abrupt abandonment of the subject of group psychology after writing his work on it in 1921.

The use of small groups in the US in the 1930s featured many pioneers who brought personal characteristics to group work and developed their own theories, which combined Freudian concepts of group psychology with interpretations of family transference. J.L. Moreno contributed the psychodrama by applying methods of action that he called “theatre of spontaneity”. He claimed the superiority of his real-life methods of action over Freud’s psychoanalysis, using dramatic interactions based on the role theory.

S.R. Slavson, who had begun as an educator and social worker, developed a psychotherapy oriented towards the expression of fantasies and feelings through action and play. Early conflicts could thus be expressed in the context of an accepting and stable environment. Other authors such as Fritz Redl (1942) applied a group approach to the diagnosis and treatment of children and adolescents. Coming from psychoanalysis, he stimulated the acceptance of group therapy among his fellow psychoanalysts.

As we know, Freud’s psychoanalytic method was oriented towards the search for the individual unconscious. In 1921 however, Freud published his already classic book “Psychology of the Masses and Analysis of the Self”. We can say that, as with many of Freud’s works, this writing must be placed within a chronological scheme: it precedes the formulation of the structural theory in 1923 and that of the function of the signal anxiety in 1926. In this work, Freud highlights two elements: regression and loss of individual identity. By regression he meant a weakening of the rational functions and a willingness to join the contagious emotions of the mass. Individual identity is lost in exchange for the pleasures of expressing primitive emotions within the multitude of a group and the assumption of a group identity. Group identity is forged from the loss of the feeling of individuality and the delegation of decisions to the idealized leader. We can consider that the first analytical study group was the experience of group work with his disciples that can be examined in the light of his own group theory.

With World War II, group therapy gained striking momentum and growing popularity. Due to the abundance of psychiatric cases, the few existing military psychiatrists were forced to use group methods out of sheer necessity. In this way, American and British military hospitals became hotbeds of group therapy experts. William C. Menninger (1946), America’s leading military psychiatrist, considered the use of group therapy during World War II to be one of the most important contributions of military psychiatry to civilian psychiatry. At the time, some wondered why their fellow psychiatrists had done so little with group methods and whether this was because of fear of personal exposure and difficult-to-control group forces.

Different approaches are involved in the development of ideas and techniques on group therapy and the thinking of different authors influence one other. Throughout the 1950s, the field of mental health was filled with difficulties due to unpredictable hegemonic disputes and struggles between various schools of thought. These include transactional analysis and person-centred, Gestalt, rational-emotional, and existential therapy.

At first, there was resistance to group therapy as a valid form of treatment. Once acceptance was gained, a stream of theoretical contributions attempted to link group therapy with the psychoanalytic field, given its dominant position among psychotherapists at the time. Alongside the theoretical productions came basic aspects that addressed the hows and whens of group therapy by setting differential criteria regarding applicability, homogeneous groups vs. heterogeneous, combined and joint treatment, and management of patient separation.

In the US in the 1960s, this rapid evolution in an area already dominated by professional role-playing conflicts and confusing terminology served to enhance thorny issues such as limitations, technical diversity, and different treatment objectives. Some therapists began to suggest that the traditional treatment goals of making the patient’s unconscious conflicts conscious and reorganizing their character should have been replaced by more limited expectations, geared towards the ego functioning, social abilities, and symptom suppression.

The professional literature of the time reflects this remarkable turmoil, parallel to the continuous efforts to establish solid psychodynamic theories of group therapy. The contributions of Slavson (1964), and Wolf and Schartz (1962) share the fundamental belief in the primacy of an approach centred on each individual member of the group. Foulkes (1964), on the other hand, supports a group-centred perspective, reflected in the following quote: “Take care of the group and each individual will take care of himself.” Behind this matter were complicated questions, such as: “are there group dynamics in therapeutic groups?” “Are manifestations of group dynamics anti-therapeutic?” The extreme positions of the psychotherapists of the British school of object relationships, such as Henry Ezriel (1950) and Bion (1959), who believed that the group therapists’ objective lies essentially in confronting the group as a whole with their shared unconscious fantasies, sparked much controversy among American group therapists. Because of the relative novelty of group therapy and the complexity of the goal of constructing a theory, some authors considered any broad generalization or fixed dichotomy premature. Although they accepted the existence of some general elements characteristic of all therapy, they invoked a continuous and careful examination of how such cardinal factors appear in group therapy, with their multi-personal character and their processes of group dynamics.


The so-called encounter group movement of the 1960s, which attracted a lot of public attention and even gave rise to a bestseller (Schutz, 1967), was a challenge as well as a difficulty for the field of professional work with groups, as many people began to equate these sometimes even harmful controversies with group therapy itself (Yalom and Lieberman 1971). Soon, other professional societies urged the American Group Therapy Association to highlight the difference between emotional education initiatives designed for the general public and group therapy designed to treat the disease. On the other hand, the advocates of meeting groups were also required to implement a number of safety measures in their activities, including the screening of participants, the application of informed consent and, above all, the timely training of group leaders.


Simultaneous to the aforementioned advances, family therapy developed in the US during the 1960s. We can say that the first observation on the influence of the family on the child’s psychological functioning was made by Freud at the beginning of the century, with his theory of seduction. Freud believed that hysteria and obsessive neurosis were the result of a traumatic sexual seduction performed by a parent or guardian during childhood. Shortly afterwards, as we know, Freud abandoned the traumatic sexual theory.

In the clinical case of little Hans, published by Freud in 1909, he described the family dynamics that contributed to the child’s phobias. However, Freud’s interest shifted from interpersonal experiences of real seduction to the interpretation of intrapsychic dynamics, focusing on the oedipal fear towards the father. The treatment was carried out by the father, whom Freud instructed on how to interpret Hans’ Oedipus and castration complexes. Freud’s closest colleague, Sandor Ferenczi, did not abandon the theory. In the 1940s, many contributions by psychoanalysts were made on the real interpersonal relationships that generate psychopathology. David Levy (1943) noted the pathogenic power of overprotection. Frieda Fromm-Reichman (1948) described the schizophrenogenic mother. The same author underlined the role of parental abandonment and trauma in the generation of psychopathology.

Many psychoanalysts made important contributions to the development of family therapy in that decade. Another important concept appears in the 1950s: that of “symbiotic relation”, referring in particular to the pathogenic relationship between mother and child (M. Mahler). Hill also paid considerable attention to the symbiosis between mother and child in cases of schizophrenia. In addition, studies on the overall adequacy of families in which a member appears to be mentally ill were conducted in this decade. In these families, different authors pointed out factors such as the lack of a harmonious home life, the early death of one of the parents, the death of a brother, divorce, etc.

Affective deprivation, early deprivation of the mother’s presence, neglect, rejection or interruption of the affective relationship with the father are systematically found in the literature as the cause of serious behavioural disorders such as diffuse impulsiveness, crime and inability to feel guilt or to establish affective relationships or identify with others. Extreme independence and early self-sufficiency are generally linked to rejection by parents. Aggressive, apathetic, and emotionally immature behaviour can occur as a result of selflessness and lack of affection.

Until that time, partial aspects had been studied; but the family began to be considered as a bio-social unit for study and treatment. Some authors began to focus on the family for the treatment of schizophrenia. With the patient as a symptomatic member of a wider family pathology, a change in the behaviour of the other members could benefit them. The most significant authors of that time are Bowen, Lidz and Lidz, Lyman Wynne, etc. All these authors point to the emotional divorce of parental figures as a pathogenic factor; the terms “schism” and “bias” appear. In both concepts, there is a mutual failure of the marriage partners to meet each other's deep, dynamic needs.

In this way, these authors consider pathological family relationships to be a causal factor of great importance in schizophrenia. The psychoanalytic tendency to see the mother as the main pathogen is gradually transferred by the contributions of the mentioned authors to the importance of the father figure. Interestingly, in the psychoanalytic field, something similar happens with the contributions of Lacan, who rescues the importance of the father figure from his very blurred presence in the Kleinian school.


Nathan Ackerman and Donald Jackson are considered the pioneers of family therapy in the US. Ackerman was the first to record the case of a couple treated consistently in joint therapy (simultaneously and in the same session). In 1958, with his publications, live demonstrations, and filming, this author appears as the pioneer. In 1965, he founded the Family Institute of New York to treat families and train professionals.


Donald Jackson, the other major pioneer in family therapy, followed in Harry Stack Sullivan’s footsteps in considering that pathology was not static and isolated in patient’s inner world, but rather a reflection of disturbances in interpersonal relationships. Although he had analytical training, Jackson rejected the intrapsychic constructs and focused on observable family interactions. Don Jackson described the concept of family homeostasis to refer to the tendency of moving towards an equilibrium in which change in one member of the family produces changes in the other members, which tends to re-establish the equilibrium.

In 1954, Gregory Bateson, a philosopher and cultural anthropologist, invited Jackson, Jay Haley, and John Weakland to collaborate on their studies on communication patterns in families of schizophrenic patients. These four authors then formulated the theory of the “double bind” in the genesis of schizophrenia (1956). This theory has been one of the fundamental theoretical pillars in the development of systemic family therapy, which influenced many of the later works. Based on the analysis of communications and specifically on the theory of logical types, the authors argue that in pathological families, there is a systematic logical fracture in the communication between the mother and the child. They use the term “double bind” to refer to insoluble sequences of experiences.

The schizophrenic, placed in a “double bind” situation, similar to being questioned in court, responds with defensive insistencies on a literal level. When they feel trapped in a “double bind”, they confuse the literal and the metaphorical. The use of metaphorical language in schizophrenia is convenient in that sense that it is up to the other, for example the mother, father, or therapist, to discover the true meaning or overlook it, if they prefer. The peculiarity of the schizophrenic is their tendency to use their own, non-consensual metaphors.

We have just succinctly observed a history of the development of group therapy and family therapy until the 1960s, when I began working with multifamily groups as described in this book. In the multifamily context, I began to visualize that conflicts and struggles between various schools of thought could be overcome, both in clinical practice and in theory, in an expanded field. As I will expand upon later, the hyper-complexity of the multifamily context allowed me to visualize the complexities inherent in each school of thought as aspects that do not necessarily have to be in conflict or mutually exclusive to one another and can instead be practiced as different and complementary approaches.

Group therapy has focused on small groups ranging from eight to ten participants. Family therapy focused on the nuclear family. The idea of bringing families together came to me in the context of working in a psychiatric hospital with inpatients with severe mental illness. At that time, it was customary to gather groups of patients with a similar diagnosis – schizophrenic or depressive – as an example of homogeneity; that is, these were homogeneous groups in terms of pathology, bearing in mind that in psychiatry at that time, there was a real fear of mixing patients with different pathologies, as if this could be harmful to one or the other.

As for family therapy, I was not aware of any experience bringing together several psychiatric patients with multiple families in a single group. Similarly, there was some fear of mixing patients with other families, based on the idea that mental illness was dangerous to society. This is one of the reasons why mental patients were always excluded from the social context. As mentioned, some group therapy authors pointed out the fear of gathering patients into a large group and wondered if this was due to fear of personal exposure and of unleashing forces that were difficult to control.

Gathering all the patients in the hospitalization room together with all the relatives who attended showed me the opposite to what I was expectating. The large group gave greater guarantees, as if in that context there was more emotional security for all. Some fear may have arisen from the reading of Freud’s work “Group Psychology and The Analysis of The Ego”, in which, as I already mentioned, Freud emphasized regression and loss of individual identity by means of which the fear of confrontation with a large group could increase to the extent that the therapist visualized it as a crowd. In it, individual identity will be lost in favour of delegating decisions to the idealized leader due to the weakening of rational functions and the tendency to express primitive emotions within the mass.

In my experience, bringing the patients of my ward together with their family members and the auxiliary staff, as in a therapeutic community, allowed me to find a way to exercise a leadership that, working systematically from de-idealization, would make it possible to use the social fabric to promote behavioural changes, improvements, and healing. Articulating the psychoanalytic reading of the individual unconscious, the possibility of neutralizing the pathogenic factors of one’s mind over each other, which are exercised in the interdependencies in which mental illness is expressed within the nuclear family, could rescue the healthy group interactions and the reconstructive social experiences that can take place in a mass context, with its traditional connotations typical of tribal climates.

This type of group approach has not had much development in international literature. Personally, I have done a very extensive clinical experience in this regard, which has allowed me to better integrate the apparent discrepancies between the approach centred on each individual member of the group and the group-centred approach. Experience has shown that one of the difficulties is the fear of the therapist or leader of the group, who in a multifamily context feels much more exposed than in small group therapy or individual psychoanalysis. The fear of unleashing group forces that are difficult to control, a situation that seems increasingly likely as group size increases, not only has it not presented itself to me in reality, but what has happened to me is quite the opposite, as if the presence of many people would increase the emotional security of each of the participants.

In the face of the controversy over whether to treat the mentally ill with the Freudian approach focused on the search for insight is better than the methods of action such as Moreno’s theatre of spontaneity, the multifamily group provides a much more comprehensive and integrative solution because it allows the reading of the unconsciousness that is conveyed in the conversations between the participants who at the same time, spontaneously dramatize their conflict at times. Finally, in the face of a severe mental pathology, the multifamily context allows, as we will see later, the containment and elaboration of madness much more than any other context, be it the group of patients, the nuclear family group, or the individual psychotherapy. The experiences in multifamily groups are complementary to any other form of therapy.

Throughout all these years, in the broad field of psychotherapy there has been a process of dispersion in diverse approaches and in divergent theories. In the area of psychoanalytic psychotherapy, from Freud and his closest disciples onwards, different ideas appeared and new schools were set up. Similarly, different approaches were taking shape in group therapy over time. Different theories compete in the quest for greater acceptance. With regard to family therapy, different technical approaches were gradually proliferated, and we can say that from a predominantly psychoanalytical approach in the first period, family therapy became increasingly systemic.

From the perspective I am developing, the family is a transitional context that must provide for the development of individuals. The multifamily group must tend to facilitate the opening of new mental spaces, so that the patient can redevelop through our therapeutic action. Interdependencies are singularities that work irrationally and cannot be understood from the logic of systemic theory. Human beings respond more to the psychological, to the world of the human soul, and to reduce mental pathology to systems theory is a mistake that can have negative consequences.

While the family can be considered as a system, the way in which systems theory is usually intended to be related to psychotherapy does not help us think about singularities. While the mental pathology may refer to a dysfunction of the systems, this says nothing about the nature of the phenomena we want to act on: psychic change in terms of opening up new mental spaces, de-identification phenomena, dis-alienation, redevelopment, interdependencies that do not allow psychological growth in terms of awareness-raising, wear and tear of the compulsion to repetition, etc., which are themes of psychotherapy.

The experience I have had in multifamily groups has facilitated, as we will see in this book, countless original developments. Among others, I can point out: to see the possibility of integrating the different approaches and theories into a broad virtual unit, encompassing the individual psychoanalytic dimension, the group dynamics, as well as the pathology of the family so that different approaches and many other therapeutic resources can be used by the participants, to the extent of what each is capable of, without falling into an impoverishing eclecticism.


It is the multifamily group where all the phenomena described in other contexts can be seen and worked on therapeutically. In some cases, this context is the one that offers the best possibilities. Generally speaking, we can say that every human being can make some kind of valuable experience that can break an impasse in the therapeutic process taking place in any other context. It can revive a stagnation, speed up a halted process and provide possibilities for the psychic change necessary in particularly difficult pathologies, where the usual techniques fail to produce this change.


This is a different way of working in many aspects that are difficult to highlight. It is often through therapeutic outcomes that we must begin to question why changes are occurring and the nature of the technique used. But in that sense, as we will see in this book, although my way of working involves technical aspects at stake, more than a new technique it is a new conception of the way of thinking about the disease and healing process itself. At the same time, it is a change in the meta-psychology used to be able to think about the mental phenomena. Although these topics have already been addressed in my previous publications, they will be taken up as necessary for a better understanding of what needs to be highlighted.


2. The road so far


In order to develop the theme of the scientific foundations for the therapeutic power of multifamily groups, it is necessary for me to give a historical account of the road travelled, based on my personal experience.

With a European psychiatric and psychoanalytical background that did not take into account the family dimension of mental pathology, which was beginning to be researched in the US, I took over as the head of service of a ward for mental patients in Borda Hospital. The conditions in the hospital were not ideal: there were too many patients and not enough staff. Faced with the difficulties in approaching patients, I developed a technique of “spontaneous framing” by gathering all the patients in my ward every day at the same time; soon after, I began to invite their family members to attend whenever they could. This is how multifamily therapy began for me in 1960, that is to say, my first practice with the multifamily group took place in a psychiatric institution, with psychotic inpatients, and it is from there that I gained my experience in this field which, little by little had multiple derivations.

The phenomenal complexity in that field of work led me to different reactions. On one hand, it was difficult to psychoanalytically interpret everything that happened in a context made up of patients and relatives, that is, a totality made up of parts. Gradually, I realized that in that macro group, the interpretation and the psychoanalytical thinking could not be used in the same way that I was accustomed to from the individual session. At the same time however, I could not stop being an analyst in order to understand and interpret what was going on.

The family therapy experiences that were just beginning showed me that the phenomenology described in nuclear family therapy also unfolded in the multifamily context, but that in this context one could not work only with the application of the cybernetic models of the first period, because this appeared to be artificial. The novelty was to be able to work on the articulation between families, bringing out the richness of similarities, differences and contradictions in order to generate new individual and family organizations at the same time. This was different from small group therapy, so my experiences in that sense did not give me much to work with in this new context.

The criticisms that I received from psychoanalysts as well as family and group therapists made me doubt whether I could make progress in this field. But I had a strong intuition that the phenomenal complexity I was coming in contact with had to do with reality, and that the different approaches that partitioned that reality were distorting the phenomena we wanted to work with. It is with this intuition that I have been tolerating the uncertainty generated by the theoretical contradictions that arise when working in this field, but which are precisely those that have made possible the discovery of new ways of thinking and new therapeutic resources.

The hospital ward gradually began to function as a therapeutic community in which the multifamily group became a therapeutic matrix in terms of behaving as a “continent” of the sickest components and the most regressive moments of the patients. However, as we progressed in our experience, we became more enthusiastic about the changes that were being achieved in the patients, most of whom were severely psychotic, because after showing the sicker aspects, patients could start to show the healthier potentialities.

When I started my work at the hospital, I began to understand that although the task was becoming more complex, at the same time, the phenomena that were taking place were acquiring new characteristics. In the case of psychotic patients, there were of course “crazy things”, but they often occurred in isolation, that is, only at times and in ways that we could call compulsive. Of course, the patients were not all crazy, nor were they crazy all the time or in all circumstances.

On the contrary, many patients came in with serious problems and brought profound reflections that often surprised us, as if we could not believe that a sick person could have such important healthy parts. On the other hand, psychotic behaviours, which began to be perceived as aspects of transference, were expressed at times directed to someone, at other times directed to another, sometimes to all, and in each of these apparently senseless manifestations, we began to understand something.

Why do I talk about transference? My psychoanalytically oriented psychotherapeutic experience with serious mental patients had taught me that the greatest difficulties with these patients were not that they do not experience transference, as Freud had first pointed out, but that they often appear to be indifferent and disconnected because they are controlling their emotions, which are extremely intense. In addition, they feel them very violently and therefore control themselves very much. In fact, I was noticing that the patients did experience massive and very intense transferences. We could rather say that it was all very transferential.

At that time, we saw that the psychotic patient oscillated between two positions: either they remained isolated, that is to say autistic, or they began to be demanding and tended to appear as needing permanent attention. This latter attitude, although it seemed to satisfy certain needs, also considerably increased their feelings of guilt because they felt that they were harming or could harm the therapist by the way they seemed to be living with relation to their inner world. At the same time, we noted that the individual therapeutic relationship that was established, especially with the resident doctors, favoured regressions and accentuated the patient's dependence, leaving them, outside the session, in a condition of feeling orphaned or abandoned, which at times became intolerable.

All these aspects were those that began to be visualized from individual psychoanalysis. What I saw, the confinement in which the psychotic impoverishes the therapeutic relationship and the way in which they trap the analyst, began to appear in the scientific literature and was being described by the few analysts who worked with psychotic patients as psychotic transference. We would like to recall here that Searles wrote an article in 1959, which called my attention several years later, entitled “How to drive the other crazy”. As is known, the author describes the characteristics of the maddening relationship that the transference/countertransference can acquire with severely disturbed patients.


The multifamily group: continent and place of integration of therapeutic resources and context for the revision of the metapsychology


The multifamily group that started to take place every day in my ward appeared to be the most suitable continent for patients and families to feel “supported” on a permanent basis. On the other hand, although the interpersonal relationship between patients and between patients and their families was very difficult, we saw that the multifamily community sessions generated a psychological climate where coexistence and the possibility of thinking, conflict resolution and reciprocal learning were facilitated. At the same time, we discovered that these were powerful therapeutic resources for the processes of psycho-emotional development and growth, necessary for the therapeutic process of deficit patients such as serious mental patients, including schizophrenics.

We discovered at that time that the multifamily group appeared to be a real and virtual encompassing context of different resources in which different therapeutic approaches could be instrumentalised, generating the need to think in terms of therapeutic processes in which every human being could integrate different experiences into their psychism. For example, the contributions of Maxwell Jones, with a socio-therapeutic approach, were included in my personal developments, but my interest was increasingly focused on the study and understanding of the nature of mental illness, the tendency towards non-change, and the difficulties of achieving psychic change. In this sense, the multifamily group was not only presented as a new technique, but also as a different framework that showed the true nature of the illness and pointed to a new path for psychiatry. We were beginning to see, more clearly than in individual psychoanalysis, why and how the difficult mental patient establishes a bond that tends to impoverish their experience. We were seeing a tendency to establish a pathological and exclusive, symbiotic relationship in a bond of mutual confinement characterised by an intense pathological dependence that is self-powered and diminishes the therapeutic possibilities. This was evident because patients began to talk about what was happening to them in individual therapy with their psychoanalyst, a topic that is usually not talked about, because making comments about those sessions is often experienced as a betrayal of the analyst.

We began to understand that seriously ill patients are not in a position to tolerate the psychoanalytic framework. They cannot think or associate freely, “they need much more”, but they cannot take advantage of the experience. We saw that a patient who was simultaneously participating in the multifamily group, could benefit much more from the individual therapeutic experience and that the psychoanalyst could in turn work much better with a patient who was also participating in the group. The exchange of experiences between patients enriched everyone. In turn, the dialogues that were generated helped the family members to understand the problems of their sick children through the other children present in the group.


With regards to the multifamily session itself, I began to understand that the links that were being established between participants, and especially with me, were so important that the dimension of the session had to be given priority over any other technical aspect. The idea of a “spontaneous setting” and of “being available” as the basis of the therapeutic relationship was the germ of the multifamily group, leaving behind the classic setting that takes into account the “contract” between patient and analyst. Many of these first experiences are related in the first chapter of my book Comunidad Terapéutica Psicoanalítica de Estructura Multifamiliar / Psychoanalytic Therapeutic Community of Multifamily Structure (1989).


The frankly psychotic behaviours allowed us to start studying some of the characteristics of the so-called serious mental pathology. The group of patients and their families was presented as a social fabric in which madness seemed to have a space to unfold, unlike the space provided by the bi-personal relationship. Compulsive and disruptive behaviours appeared, which gave us a very different image of the patient than the one we had from seeing them in the office. At the same time, Bateson (1993) raised the issue of being able to study mental illness in the patient’s relationship with others. In a systematic investigation, he tried to describe mental illness in terms of interpersonal relationships.

In our groups, the patient appeared to be experiencing intense conflict situations in relation to others that they sometimes expressed with words or gestures. It was difficult to find the right words to talk about madness. But we could perceive it when a frankly upset person expressed themselves by shouting or saying incoherent things. It was then a question of being able to tolerate what that person made us feel, with all the confusion inherent in not being able to think or understand what they wanted to tell us. We gradually began to realize that the apparent incoherence of expressions could begin to make sense if, despite the emotional burden that prevented us from thinking, we could, with effort, try to build with our imagination a virtual scenario in which what that person was saying could acquire meaning. If we listened carefully to what the other patients were saying, we began to realize that they were helping us to understand what was happening.

From previous experiences, we coined the concept of “continent” to refer to the fact that it became increasingly evident that expressions of madness were much more psychologically contained in the large group than in a small group or individual session. In a multifamily context where many people could meet, say up to a hundred, many things changed for everyone present. Interestingly, we began to realize that all phenomena happened in a different way. While it was true that some patients or relatives remained very quiet, as if it was very difficult for them to speak in front of others, it was also true that other patients or relatives were encouraged to intervene much more than they would have done in a small group or in an individual session.


Fear of violence


We noticed that in the large group the fear of doing harm decreases. Violence could be expressed more openly. The patients were not prone to physical violence, which was exceptional and could eventually lead to some fights and aggression. What did seem to break free was the verbal aggression, in which hatred was often perceived without the passage to the act. Everything seemed to happen more authentically.

This fear of violence was one of the factors that clearly appeared to be preventing the dialogue, but precisely in the multifamily context, where this fear was diminishing, patients were learning to express themselves more freely. And not only the patients, but also the family members expressed themselves more freely. In this way, we could perceive that the violence of the “madman” was a manifestation of the family violence included in his internal world. This perception showed us ways to generate new mental spaces within each other. Of course, these changes did not always come easily. It was necessary for us to be able to introduce the therapeutic function, which we were beginning to perceive as the presence of a third party capable of being included in the pathogenic plot. On the other hand, we saw that the experiences of some were useful for others. What someone could express in front of others was, potentially, a learning experience for everyone.

Through identification phenomena, each one could “truly” express their own, as if certain new and different identifications functioned as useful bridges to be able to express more of themselves. Not only with regards to what was being discussed, but also with regards to what they were experiencing emotionally, the difficulties in processing the situations that were occurring and the emotional impact of the central theme on each of those present. In other words, through different and varied identifications, we could all be experiencing, through the experience of others, aspects of life that we had not lived or had not been able to live.

In the nuclear family, latent violence can be very strong. It was clear that such violence was often controlled and disguised. We began to realize that during the process of child development, this control made the fantasies of violence much more dangerous than the expressed violence. Everything happened as if the conditions needed to bring the violence into the different traumatic conflict situations as they arose in what we could call the psychic apparatus of each one, were not met.


Negative therapeutic reaction


One of the phenomena that quickly became evident in these groups was what Freud, in individual psychoanalysis, called the negative therapeutic reaction. We began to frequently observe that some patients who improved during their hospitalization suffered relapses when they were reintegrated into their family environment. In the context of other families, we were able to understand much better what we started to call “the pathogenic power” of some over others, in this case of the apparently healthy relative over the so-called mentally ill. Although authors such as Frieda Fromm-Reichmann had developed the idea of the schizophrenogenic mother from therapeutic experience, the pathogenic power of the relative over the patient had not only existed in the past but also exerted an acting force in the present. This had not been openly recognized in the literature.

I published these observations in a collaborative work (1970) on “The influence of the family on the negative therapeutic reaction”. This articulation between the so-called negative therapeutic reaction in the patient – which Freud attributed to a feeling of guilt – and the family influence has been one of the experiences that led me to focus on treatments combining individual psychotherapy with family therapy. In other words, if we included the current family dimension in the therapeutic approach to the patients, we could better understand the difficulties they might have in their individual analysis.

In summary, in the context of other families, it was easier to see the unfavourable influence that the interaction with relatives can have on a patient, in particular before improvement has been sufficiently consolidated, that is, when they are reintegrated too early into the sick environment in which pathological and pathogenic interactings behaviours between patient and relatives are reproduced.


Disalienation power


In relation to pathogenic power, we began to discover the disalienation power that multifamily groups have in the sense of being able to “rescue” the patient, as a function of the social context, from the others and the alienating pathogenic plot that their nuclear family often constitutes. It is also in relation to these observations that we began to discover the vulnerability underlying all forms of mental pathology, whatever the diagnosis, which gives these “others” this pathogenic power over how and where these powers can be exercised. Precisely in this sense, the multifamily is the social context that provides the greatest therapeutic resources by way of multiple factors, among them the solidarity that is generated from the empathic and committed presence of the others, who provide the support that the patient and the family members need to develop more genuine ego resources. We systematically began to see that only in this way can the patient defend themselves from the pathogenic power mentioned above, make the necessary changes in terms of disalienation processes, and psycho-emotionally grow in terms of greater autonomy.

In the dynamics of these groups, we considered the behaviour of individuals in relation to each other in terms of interpersonal and inter-subjective relationships. There were different interactions: overt exchanges in terms of what is said and done as well as fantasised exchanges. That is, the idea that everything that took place in the mind, even if not openly expressed, could be perceived in looks and gestures and could be rescued when patients, gaining confidence, could dare to say what was going on in their heads in the manner of free association in psychoanalysis.

As we said, transference relationships of all kinds were present in the behaviour of individuals. Their handling and elaboration was one of the most important therapeutic dimensions to be taken into account. In the so-called psychotic transference, we began to visualize the existence of strongly traumatic situations in the unconscious of these patients that, as we knew from Freud, have the power to persist within the mind and thus make the development of a more consistent and coherent identity difficult.


Characters


In this context, we saw that the so-called psychotic transference is expressed from the pathogenic identifications that have been generated in traumatic situations. In the presence of significant family members, the patient may experience a strong tendency to express themselves according to the pathogenic identifications, which contribute to creating the characters from which the psychotic transferences characterized by compulsive peculiarities are built. All this began to make sense as the different conflict situations unfolded in the multifamily groups of that first period. The “madmen” appeared as characters who played a role without being able to express themselves.

I talk about characters because the psychotic discourse, as it can be expressed, has its internal coherence in relation to the character that pronounces it. Little by little, as the parents of the patients began to intervene, we could begin to see where these characters came from. By the things that patients said or did, they appeared as caricatures of certain aspects of their parents. They were secret or hidden aspects that were highlighted by the children-patients in the multifamily context. They appeared, as Pichon-Rivière (1970) said, as the emergence of a sick family group, but at the same time, they were denouncing the madness of the parents or the whole family.

It would take forever to recount all the topics discussed during multifamily groups, which were so rich in subjects of all kinds through which the past, present, and future were constantly presented, more than in any other therapy. This dynamic was conditioned by the simultaneous presence of different generations of several families, which determined a tribal environment with particular characteristics that revealed a great healing power and a strong tendency to invest the leader with shamanic powers.

Given the very nature of this context, many of the most frequently discussed topics were related to family life, which spontaneously presented the dimensions of past, present, and future. It is then in the multifamily group that we could see more clearly the possibility of confronting past and present, transference and non-transference, fantasy and reality, and present and future.
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