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Abstract 
In the community perspective about the treatment of serious mental illness through 
the multi-family groups (Badaracco, 2004; Scholz & Asen, 2010), empirical 
research with psychiatric patients should focus, according to the literature (de 
Albuquerque et al., 2010; Karamlou et al. 2010), on the evaluation of correlation 
between outcome variables, therapeutic factors, perceived burden of care and 
characteristics of family’s structure, in order to understand what roles they play in 
mediating or moderating the change. Assuming this, the paper present a proposal 
of assessment protocol that’ve been tested in a multi-centre research project – held 
in some healthcare services in Lazio Region – on the evaluation of 
efficacy/effectiveness of multi-family groups. 
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Introduction 
Empirical research on psychotherapy with seriously ill patients, and more 
particularly schizophrenic patients, show several critical issues, for example 
related to: frequent hospitalizations and high recurrence rates; the ambiguity of the 
concept of psychosis; the great variety of group therapeutic models; as well as 
methodological problems (González de Chávez, 2009). 

“Severe patients” receive also complex treatment programs [which often include 
different therapeutic approaches (medication, individual therapy, group therapy, 
rehabilitative therapy, etc.)] that are more effective in reducing symptoms and 
recurrence rates, compared to the waiting list or a single therapeutic approach 
(Fontao & Hoffmann, 2011). 

The main problem of research on group treatments remains the difficulty of 
specifying and separating the effects of group interventions from those of other 
treatment modalities that have been offered to the study participants (cit.). 

Moreover, the main conclusion of a thorough review of the scientific literature on 
group approaches aimed at severe patients is that the most current empirical 
researches concentrate on outcome variables, neglecting the study of process 
variables (cited). 

Despite these limitations, numerous studies reported that psychoeducational multi-
family group therapy is considered one of the most effective “setting” to reduce the 
number of relapses and hospitalizations in patients with schizophrenia (Dixon & 
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Lehman, 1995, Dick et al., 2002; Pitschel-Walz et al., 2001): even more effective 
than family therapy (McFarlane et al., 1995), not only than the control group 
(patients who haven't received any psychotherapeutic group treatment) (Dick et al., 
2002; Bradley et al., 2006; Couchman, 2008). In a meta-analysis which included a 
wide range of randomized controlled studies (Pilling et al., 2002), all family 
interventions (i.e. both single and multi-family therapies) were more effective at 
reducing relapse in the first 12 months of treatment and up to two years into 
treatment than other approaches. All family intervention improved treatment 
compliance in a more meaningful way of control group (other treatments). 

Concerning “compliance”, a recent study (Kopelowicz et al., 2012) involved 174 
Mexicans patients with schizophrenia and schizoaffective disorders, living in Los 
Angeles. Patients participated in 1 of 2 multi-family group therapy (MFG-
adherence or MFG-standard) or in the usual treatment. Groups convened twice 
monthly in 90-minute sessions for 1 year, with a 6 and 12 months follow-up. At 
the end of the 1-year treatment, MFG-adherence was associated with higher 
medication adherence than MFG-standard or usual treatment only and with a lower 
probability of hospitalization. 

In addition to increasing the “compliance”, the multi-family group also promotes 
the improvement of family climate and social-community role (Jenner, 2003). 
Should be noted that, however, compared to the evaluation of the patients’ 
outcomes, few studies evaluated changes in personality structure, the actual 
possibility of employment and quality of life (Bradley et al., 2006). 

In relation to the assessment of quality of life, we report the results of a recent 
research, focused on severe bipolar patients: in a RCT study on families’ psycho-
educational intervention, 47 carers of 34 patients were allocated to one of three 
groups: Multifamily Group Psychoeducation (5 sessions), Solution Focused Group 
Therapy (5 sessions, the programme was delivered by two psychiatric nurses) or 
Treatment as Usual (Madigan et al., 2012). 

The results shows that parents who were allocated to either MFGP or SFGP had 

significantly improved knowledge and reduced overall burden and psychological 
distress at year one and this was sustained at year two. It was also noted an 
improvement in the quality of life in patients with bipolar disorder, whose parents 
have participated in the first two treatments. Instead, no significant change was 
found in the patients’ global functioning (GAF). 

Summing up, the most of empirical researches focused on psycho-educational 
therapy, following the “model” developed by the working group of McFarlane 
(2002), which combines psycho-education with life skills teaching, and have 
shown how the multi-family group contributes to increase in patients: compliance, 
lower relapse rates, frequency of hospitalization, improve social functioning 
(McFarlane et al., 1995, McFarlane et al., 1996 Dyck et al., 2000; McFarlane et al., 
2000). 
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With regard to the evaluation of the relatives’ outcome, the review of Corcoran & 
Phillips (2000) reports that the MF groups develop important insights about: the 
characteristics of schizophrenia, coping skills, self-efficacy; family conflicts, the 
level of perceived stress and the feeling of shame decreases in a similar way 
(Hugen, 1993; Hazel, 2004). 

However, currently there is a lack of clarity about the actual benefits received by 
family members concerning the assessment of psychosocial resources (Pai & 
Kapur, 1981; Hazel, 2004). 

Narrowing the deepening on the Italian empirical literature, the recent researches 
assessed especially the family burden (Magliano et al., 2006; Fulgosi, Rizzo, 2008; 
Bazzoni et al., 2003): in the group therapy is recorded a lower family burden 
compared to the beginning and the percentage of parents who reported 
embarrassed feelings (when they went in public places with the ill relatives) 
decreased significantly, from 21% to 8%. (Magliano et al., 2006). 

The group promotes the improvement of objective and subjective burden perceived 
by family members, facilitates the management of the patient and increases the 
psychological and practical support from the social network (Fulgosi & Rizzo, 
2008). At the same time, the group fosters patients improvements regarding some 
aspects such as: social functioning, involvement in family life and social relations. 
During the research period, furthermore no hospitalizations was observed, in the 
patients’ group, (Magliano et al., 2006).These studies involved – in healthcare 
services – outpatients whereas a period of 6 months, compared with a disease 
duration of more than 5 years in the 75% of cases. Long-term efficacy research are 
lacking. 

From the presented results, it is obvious that both Italian and international 
researches evaluated the multi-family psycho-educational interventions only but 
not psychodynamic ones. 

It is important to develop researches that evaluate personality’s structural aspects, 
in both patients and families, and the relationship between outcome variables and 
psychodynamic processes. None of the research reported in literature compares 
treatment’s outcomes with group process variables (as alliance, cohesion, climate 
and, more generally, the group therapeutic factors). 

Required, at the same time, studies on relationship between perceived burden and 
perceived social support from family members, considering the contradictory 
nature of some existing results. 

Assessment instruments 

The protocol used in the multi-centre research project held in healthcare services of 
Lazio Region (1) aimed to evaluate the psychodynamic multi-family group therapy 
effectiveness, through the analysis of the following variables: 
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• process variables (therapeutic factors,  cohesion, alliance and group climate); 

• outcome variables (global assessment of functioning in psychiatric patient, 
patient’s attachment style, family’s burden of care and coping strategies, 
assessment of stress and burnout in healthcare professionals). 

The two variables clusters will be analyzed, both independently and dependently 
on each other, assuming – according to the scientific literature – a close 
interdependence. 

The protocol includes the following four survey levels: 

SURVEY LEVEL 1: the Patient 

• Personality structure (Categorical and Dimensional Systems of Personality 
Diagnosis): 

Millon Clinical Multiaxial Inventory III – MCMI-III (self-report questionnaire) 
(Millon, 2008): is a 175 “true-false” items questionnaire based on the evolutionist 
theory of personality, with multi-axial format and connection with the DSM-IV; it 
includes 24 scales and 4 indices of adjustment: 

▪ Moderate Personality Disorder Scales [1 Schizoid; 2a Avoidant; 2b Depressive; 3 
Dependent; 4 Histrionic; 5 Narcissistic; 6a Antisocial; 6b Aggressive (Sadistic); 7 
Compulsive; 8a Passive-Aggressive (Negativistic); 8b Self-Defeating]; 

▪ Severe Personality Pathology Scales [s Schizotypal; c Borderline; p Paranoid]; 

▪ Moderate Clinical Syndrome Scales [a Anxiety; h Somatoform; n Bipolar: 
Manic; d Dysthymia; b Alcohol Dependence; t Drug Dependence; r Post-
Traumatic Stress Disorder]; 

▪ Severe Syndrome Scales [ss Thought Disorder, cc Major Depression; pp 
Delusional Disorder]; 

▪ Indices of adjustment [Disclosure (X), Desirability (Y), Debasement (Z), Validity 
(V)]. 

▪ Categorical diagnosis, DSM-IV-TR (APA, 2002). 

• Attachment styles: Attachment Styles Questionnaire – ASQ (Feeney, Noller, & 
Hanrahan, 1994; Fossati, et al., 2003) is a self-report questionnaire. This 40-item 
questionnaire asks participants to rate aspects of themselves and others on a 6-
point Likert scale. The instrument explores different dimensions, such as 
confidence, discomfort for the intimacy, etc. 

• Global functioning of psychiatric patient: World Health Organization – Disability 
Assessment Schedule - WHO-DAS II (WHO, 2001) is a clinician-administered 
questionnaire. It consists of 51 items (rated on Likert scale) which investigate 
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various dimensions about patient’s functioning in daily life, such as understanding 
and communication, mobility, self-care, etc.. 

• Other demographic variables – epidemiological investigation: 

• number and length of hospitalizations in Emergency Psychiatry Unit; 

• entries in Therapeutic Communities and length of experience; 

• structured activities in Psychiatric Day Centre. 

SURVEY LEVEL 2: the family 

• Family burden of care: Evaluation of the Social Support Instrument – QRS 
(Gigantesco et al., 1995): brief self-report questionnaire (or clinician-administered 
questionnaire), which investigates the global level of satisfaction related to 
perceived social support. 

• Coping strategies: COPE-NVI (Sica et al., 2008) is a self-report questionnaire; 
this 60-item questionnaire (rated on a 4-point Likert scale) measures five basic 
dimensions of coping styles: Social support, Avoidance strategies, Positive 
attitude, Problem solving and Turning to religion. 

• Family cohesion: The Family Adaptability and Cohesion Evaluation Scale – 
FACES (Olson, 1991) is a 40-item questionnaire (20 items about “real family” 
dimension and 20 items about “ideal family” dimension rated on a 5-point Likert 
scale) which investigates the family cohesion and adaptability. 

SURVEY LEVEL 3: the healthcare professionals 

• Emotional experience and maintenance of skills: Link Burn-Out Questionnaire – 
LBQ (Santinello, 2007) is a 24-item (rated on a 6-point Likert scale) self-report 
questionnaire, which investigates four scales: burnout, professional inefficacy, 
relationship deterioration, disillusion. 

SURVEY LEVEL 4: the group process 

• Group Cohesion à Group Cohesion Scale – GCS (Piper, Jones, Lacroix, 
Marrache, Richardson, 1984; Kipnes, Piper, Joyce, 2002) is a 9-item self-report 
questionnaire rated on a 6-point Likert scale, that assesses the cohesion with the 
“group as a whole” providing scores about three areas: 

▪ mutual stimulation and effect, 

▪ commitment to the group, 

▪ compatibility of the group. 

• Alliance à California Psychotherapy Alliance Scale – CALPAS-G (Marmar et al., 
1986, 1989, 1989a; Gaston, 1991; Gaston & Marmar, 1994) is a 12-item self-report 
questionnaire rated on a 7-point Likert scale, specifically designed for evaluating 
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the therapeutic alliance in group; this instrument provides scores about four 
dimensions: 

▪ Patient Working Capacity, 

▪ Patient Commitment, 

▪ Working Strategy Consensus, 

▪ Member Understanding and Involvement. 

• Group climate à The Group Climate Questionnaire – Short Form (GCQ; 
MacKenzie, 1983) is a 12-item (rated on a 7-point Likert scale) self-report 
questionnaire that purports to assess individual group members’ perceptions of the 
group’s therapeutic environment. The GCQ consists of three factor-analytically 
derived subscales: 

▪ engagement, 

▪ avoidance, 

▪ conflict. 

• Therapeutic Factors à Therapeutic Factors Inventory-Short Form – TFI-S 
(MacNair-Semands, 2010) is a 23-item self-report questionnaire (rated on a 7-point 
Likert scale) based on the theories of Yalom about group therapeutic factors 
(Yalom & Leszcz, 2009); the TFI-S provides scores about four dimensions: 

▪ instillation of hope, 

▪ secure emotional expression, 

▪ awareness of interpersonal impact, 

▪ social learning. 

Conclusion 
The research in the field of group psychotherapy moves in the direction of 
integration between outcome evaluations in psychiatric patients and the structural 
and relational factors that can facilitate the change leading to an improvement of 
quality of life (Fig. 1). 
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Fig. 1 – Constituent elements of the evaluation of groups efficacy/effectiveness 

Research in the field of group psychotherapy, basically, it can be a powerful tool - 
for patients, clinicians and institutions more than for researchers - of clinical 
knowledge, but only if it is structured on the basis of scientific and methodological 
evidence, specifically relevant to the investigation (Di Nuovo, Lo Verso, Di Blasi, 
et al., 1998). 

As part of the empirical research with seriously ill patients, it seems even more 
important to not only assess the simple relationship between predictive variables of 
outcome and process, but to explore how some of the variables of the process, 
involving patients and their families, can play an important role of mediators and 
moderators of change. Moreover, useful to the clinician, as well as variables that 
rely on individual dimensions, is involving the family and community and setting 
up a research not only with patients but with practitioners too. 

We believe that in the multifamily group, finally, there is the possibility of a 
continuous dialogue with patients and family members, as well as with colleagues 
of the same service or other social agencies connected to the service, and that this 
may strengthen, in the long term, in the institution a culture of group, urging the 
équipe to use spaces aimed at deepening: 

• comparison, 

• negotiation of the choices, 

• circulation of information, 

• assessment and 

• reflection on the working method, on the different possible paths of care and 
long-term planning (interfacing with other facilities and services related to the 
patient). 

Notes: 

1) The sample, for this pilot study, consists of: 

• an experimental group: 

o 4 psychodynamic multi-family groups with, at least, 3 participating families with 
patients for each group (minimum 35 subjects) [2 Mental Health Services: “Via 
Monte Tomatico”-A.S.L. RmA, Frascati (Rm)-A.S.L. RmH; 1 Psychiatric Day 
Centre: “Via Palestro”-A.S.L. RmA; 1 Therapeutic Community: GNOSIS, Marino 
(Rm)]. 

▪ Patients with medium-high severity psychiatric diagnosis; 
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▪ participants (patients, parents and relatives) aged between 20 and 65 years. 

• a control group: 

• 4 psychodynamic psychotherapy groups (minimum 35 subjects) composed of: 

▪ patients with no current psychiatric diagnosis or with mild severity psychiatric 
diagnosis; 

▪ patients aged between 20 and 65 years; 

▪ and, also, a minimum of 35 patients with medium-high or moderate severity 
psychiatric diagnosis who don’t attend psychotherapy groups. 

  

References 
A.P.A. (2002). DSM-IV-TR. Manuale diagnostico e statistico dei disturbi mentali. 
Milano: Elsevier. 

Asen, E., & Scholz, M. (2010). Multi-family therapy. Concepts and tecniques. 
London: Routledge. 

Badaracco, J.G. (2004). Psicoanalisi multifamiliare. Torino: Bollati Boringhieri. 

Bazzoni, A., Rosicarelli, M.L., Picardi, A., Mudu, P., Roncone, R., Morosini, P. 
(2003).  Intervento multifamiliare di gruppo e schizofrenia: uno studio controllato 
randomizzato. Giornale Italiano di Psicopatologia, 9. 

Bradley, G.M., Couchman, G.M., Perlesz, A., Nguyen, A.T., Singh, B., Riess, C. 
(2006). Multiple-Family Group Treatment for English-and Vietnamese-Speaking 
Families Living With Schizophrenia. Psychiatric Services, 57, 521–530. 

Corcoran, J., Phillips, J. (2000). Family Treatment with Schizophrenia. In 
Corcoran, J. (a cura di), Evidence-Based Social Work Practice with Families: A 
Lifespan Approach. Springer Publishing Company, pp.428-504. 

Couchman., G. (2008), “Sistematically Speaking. Integrating Multifamily Group 
Work”. In Gleeson, J.F., Killackey, E., & Krstev H. (edited by), Psychotherapies 
for the Psychoses. Theoretical, Cultural and Clinical Integration. New Jork: 
Routledge Edition. 

de Albuquerque, E., de Oliveira Cintra, A., Bandeira, M. (2010). Sobrecarga de 
familiares de pacientes psiquiátricos: Comparação entre diferentes tipos de 
cuidadores. Burden in family caregivers of psychiatric patients: Comparison 
between different types of caregivers. Jornal Brasileiro De Psiquiatria, 59(4), 
308-316. 

Di Nuovo S., Lo Verso G., Di Blasi M., Giannone, F. (a cura di) (1998), Valutare 
le psicoterapie. Milano: FrancoAngeli. 



9 

 

 

Dixon, L., & Lehman, A.F. (1995). Family intervention for schizophrenia. 
Schizophrenia Bulletin, 21, 631–64. 

Dyck, D.G., Short, R.A., Hendryx, M.S., Norell, D., Myers, M., Patterson, T., 
McDonell, M.G., Voss, W.D., McFarlane, W.R. (2000). Management of negative 
symptoms among patients with schizophrenia attending multiple-family groups. 
Psychiatric Services, 51(4), 513-519. 

Feeney, J.A., Noller, P., & Hanrahan, M. (1994). Assessing adult attachment: 
Developments in the conceptualization of security and insecurity. In M.B. Sperling 
& W.H. Berman (Eds.), Attachment in adults: Theory, assessment, and treatment, 
pp.128-152. New York: Guilford. 

Fontao, M.I. & Hoffmann, K. (2011). Psychosocial treatment in group format with 
people diagnosed with schizophrenia: Results and limitations of empirical 
research. Psychosis, 3 (3), 226–234. 

Fossati, A., Feeney, J.A., Donati, D., Donini, M., Novella, L., Bagnato, M., 
Acquarini, E., & Maffei, C. (2003). On the di-mensionality of the Attachment 
Style Questionnaire in Italian Clinical and Nonclinical Participants. Journal of 
Social and Personal Relationships, 20, 55-79. 

Fulgosi, F., Rizzo, F. (2008). Il sostegno del DSM di Ferrara ai familiari dei 
pazienti con disturbi psichici gravi: risultati preliminari di uno studio di efficienza 
condotto in collaborazione con i piani per la salute. Psichiatria di Comunità, vol. 
VII, 3. pp. 132-140. 

Gaston, L. (1991). Reliability and Criterion-Related Validity of the California 
Psychotherapy Alliance Scales-Patient Version. ]ournal of Consulting and Clinical 
Psychology, 3, 68-74. 

Gaston, L., Marmar, C.R. (1994). The California Psychotherapy Alliance Scales. 
In A.O. Horvath & L.S. Greenberg (Eds.). The Working Alliance: Theory, 
Research and Practice. New York: John Wiley & Sons, 85-108. 

Gigantesco, A., Rossi, L., Morosini, P., Flisi, E. (1995). QRS: un nuovo strumento 
di valutazione del supporto sociale. Bollettino di psicologia applicata, (214):37-44. 

González de Chávez, M. (2009). Group psychotherapy and schizophrenia. In: 
Alanen, Y.O., Silver, A.L.S. & González de Chávez M. (Eds.), Past, present and 
future of psychotherapeutic approaches to schizophrenic psychoses (pp. 251–266). 
Hove/New York: Routledge. 

Hazel, N.A., McDonell, M.G., Short, R.A., Berry, C.M., Voss, W.D., Rodgers, 
M.L., Dyck, D.G. (2004). Impact of Multiple-Family Groups for Outpatients With 
Schizophrenia on Caregivers’ Distress and Resources. Psychiatric Services, 55, pp. 
35–41. 



10 

 

 

Hugen, B. (1993). The Effectiveness of a Psychoeducational Support Service to 
Families of Persons with a Chronic Mental Illness. Research on Social Work 
Practice, 3, 137 - 154. 

Jenner, J.A. (2003). Results of multifamily hit-treatment for psychotic patients 
with persistent auditory hallucinations: A pilot-study. Schizophrenia Research, 60, 
1, Supplement, p. 158. 

Karamlou, S., Mottaghipour, Y., Mazaheri, M.A. (2010). Effect of family psycho-
education on family cohesion, expressiveness and conflict of families of patients 
with severe mental disorders in Iran. European Psychiatry, Volume 25, 
Supplement 1, 1197. 

Kipnes, D. R, Piper, W. E., & Joyce, A. S. (2002). Cohesion and outcome in 
short- term psychodynamic groups for complicated grief. International Journal of 
Group Psychotherapy, 52(4), 483- 509. 

Kopelowicz, A., Zarate, R., Wallace, C.J., Liberman, R.P., Lopez, S.R., Mintz, J. 
(2012). The Ability of Multifamily Groups to Improve Treatment Adherence in 
Mexican Americans with Schizophrenia. Archives of General Psychiatry, 69(3), 
265-273. 

MacKenzie, R. (1981). Measurement of Group Climate. International Journal of 
Group Psychotherapy, 31, 287-295. 

Macnair-Semands, R.R., Ogrodniczuk, J.S., & Joyce, A.S. (2010). Structure and 
initial validation of a short form of the therapeutic factors inventory. International 
Journal of Group Psychotherapy, 60(2): 245-81. 

Madigan, K., Egan, P., Brennan, D., Hill, S., Maguire, B., Horgan, F., Flood, C., 
Kinsella, A., O’Callaghan, E. (2012). A randomised controlled trial of carer-
focussed multi-family group psychoeducation in bipolar disorder. European 
Psychiatry, 27(4), 281-284. 

Magliano, L., Fiorillo, A., Malangone, C., De Rosa, C., Maj, M. (2006). Patient 
functioning and family burden in a controlled, real world trial of family 
psychoeducation for schizophrenia. Psychiatric Services,57, 1784-91. 

Marmar, C.R., Gaston, L., Gallagher, D., Thompson, L.W. (1989a). Alliance and 
outcome in late-life depression. Journal of Nervous and Mental Disease, 171, 417-
23. 

Marmar, C.R., Horowitz, M.J., Weiss, D.S., Marziali, E. (1986), The development 
of the Therapeutic Alliance Rating System. In L.S. Greenberg & W.M. Pinsoff 
(Eds.), The psychotherapeutic process: A research handbook. New York: Guilford 
Press, 367-90. 



11 

 

 

Marmar, C.R., Weiss, D.S., Gaston, L. (1989). Towards the validation of the 
California Therapeutic Alliance Rating System. Journal of Consulting and Clinical 
Psychology, I, 46-52. 

McFarlane, W.R., Dushay, R.A., Stastny, P., Deakins, S.M., Link, B. (1996). A 
comparison of two levels of family-aided assertive community treatment. 
Psychiatric Services, 47(7), 744-750. 

McFarlane, W.R., Lukens, E., Link, B., et al. (1995). Multiple-family groups and 
psychoeducation in the treatment of schizophrenia. Archives of General 
Psychiatry, 52, pp. 679-87. 

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

McFarlane, WR, Lukens, E, Link, B, Bushay, R, Deakins, S.A., Newmark, M, 
Dunne, E.J., Horen, B., Toran, J. (1995). Multiple-family group and 
psychoeducation in the treatment of schizophrenia. Archives of General 
Psychiatry, 52(8), 679-687. 

McFarlane. W.R., Dushay, R.A., Deakins, S.M., Stastny, P., Lukens, E.P., Toran, 
J., Link, B. (2000). Employment outcomes in family-aided assertive community 
treatment. American Journal of Orthopsychiatry, 70(2), 203-214. 

Millon, T. (2008). MCMI-III: Millon Clinical Multiaxial Inventory - III. Firenze: 
Giunti O.S. Organizzazioni Speciali. 

Olson, D.H. (1991) Commentary: three-dimensional Circumplex Model and 
revised scoring of FACES III. Family Process, 30, 74 –79 

Pai, S., Kapur, R.L. (1981). The burden on the family of a psychiatric patient: 
development of an interview schedule. British Journal of Psychiatry 138, 332–335. 

Pilling, S., Bebbington, P., Kuipers, E., Garety, P., Geddes, J., Orbach, G., et al. 
(2002). Psychological treatments in schizophrenia: I. Meta-analysis of family 
intervention and cognitive therapy. Psychological Medicine, 32, 763–782. 

Piper, W. E., Marrache, M., Lacroix, R., Richardson, A. M., & Jones, B. D. (1983). 
Cohesion as a basic bond in groups. Human Relations, 36, 93-108. 

Pitschel'Wcdz, G., Leucht, S., Bduml, J., Kissling, W., & Engel, R. (2001). The 
Effect of Family Interventions on Relapse and Rehospitalization in Schizophrenia-
A Meta-analysis. Schizophrenia Bulletin, 27, 1. 

Santinello, M. (2007). L.B.Q.: Link Burn-Out Questionnaire. Manuale. Firenze: 
Giunti O.S. Organizzazioni Speciali. 

Sica, C., Magni, C., Ghisi, M., Altoè, G., Sighinolfi, C., Chiri, L.R., & 
Franceschini, S. (2008). Coping Orientation to Problems Experienced-Nuova 



12 

 

 

Versione Italiana (COPE-NVI): uno strumento per la misura degli stili di coping. 
Psicoterapia cognitiva e comportamentale, vol. 14, n. 1. 

World Health Organization, (1992). The International Statistical Classification of 
Diseases and Related Health Problems 10th Revision (ICD-10). Disponibile in: 
http://apps.who.int/classifications/apps/icd/icd10online/. Trad. It.: Ministero della 
Sanità, (2001). Classificazione delle malattie e dei problemi sanitari correlati. ICD 
10° revisione. Roma: Istituto Poligrafico dello Stato. 

World Health Organization, (2001). World Health Organization Disability 
Assessment Schedule II (WHODAS II), www.who.int/icidh/whodas/index.html. 

Yalom, I.D., & Leszcz, M. (2009). Teoria e pratica della psicoterapia di gruppo. 
Milano: Raffaello Cortina. 

 

Federico Russo: Psychiatrist, Psychodynamic Psychotherapist, Director of the 
Center for Mental Health and the Day Center of via Palestro, ASL Rome1. Expert 
groups has worked on serious pathologies (mental disability and physics, 
dependencies, psychosis, serious personality disorders, disorders obsessive 
spectrum) and on the contexts therapeutic, rehabilitative, prevention, 
communication, producing on these areas scientific work and congress activities. 
He started the experience in psychoanalysis multifamiliare of JGBadaracco in 
2005, first in CT Tarsia with Andrea Narracci (in the first Italian group) and then 
to Via Palestro. He has participated in international activities by submitting jobs to 
Buenos Aires, Montevideo, Bilbao, Madrid. He has worked as a trainer and 
supervisor in the national context. Full member of  Italian Laboratory of 
Psychoanalysis Multifamiliare, where he currently plays functions of scientific 
coordinator. 

Email:eias@gmail.com 

 
Andrea Narracci: Doctor, Psychiatrist, ordinary member of SPI, Already teacher 
of the Center for Studies of Family Therapy, founder of Lipsim, dir. UOC 3 
District, dir. DSM ASL ex A, now Rome 1. Co-author of two 
books:"Psychoanalysis Multifamiliare in Italy"; "Multifamiliare psychoanalysis as 
esperanto", the first written in collaboration with Jorge Garcia Badaracco, the 
second with Federico Russo, Alessandro Antonucci and Antonio Maone. 

Email:andrea_narracci@hotmail.com 

 
Grazia Serantoni: Psychologist, Psychotherapist, group analyst, Ph.D. candidate 
in "Psychology and Social Neuroscience", Department of Psychology - faculty of 
medicine and psychology, Sapienza University of Rome. Main areas of research: 
Index of parental Stress; design and evaluation of the effectiveness of clinical 



13 

 

 

interventions and prevention in the field of healthcare and community; programs of 
social inclusion and employment for adolescents and young adults with Mental 
unease and physical." 

Email:grazia.serantoni@gmail.com 

 
Maria Teresa Gargano: Psychotherapist, group analyst. Member of the 
Laboratory of Gruppoanalisi and clinical staff member of Project Plexus. Phd in 
psychology. Member of the Governing Board of the seat of the School of 
Specialization in Psychotherapy C.O.I.R.A.G. (Rome Office) and professor of  
"Diagnostic Process and construction Therapeutic Project" in the same seat. Led 
and leads groups "psicodynamic" in education and clinical. Author of scientific 
contributions clinical in the field of group psychotherapy and articulation of the 
"setting" in multipersonal therapies. 

Email:mariateresa.gargano@tin.it                          
 


