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Objective: Multifamily group (MFG) psychotherapy is widely
used formental andgeneralmedical conditions.MFGtherapy
engages family members in caring for a loved one experi-
encing illness and helps clarify the impact of illness on family.
Use of MFG therapy for patients with nonepileptic seizures
(NES) and their families to explore satisfactionwith treatment
and family functioning is described.

Methods: MFG therapy for patients with NES and their par-
ticipating family members was incorporated into an existing
interdisciplinary group-based psychotherapy treatment
program. The Family Assessment Device and a novel feed-
back questionnaire were used to understand the effect
of MFG therapy on this population.

Results: Patients with NES (N529) and their corresponding
family members (N529) indicated on the feedback ques-
tionnaire their satisfactionwith havingMFG therapy as part of
their treatment; satisfaction was also evidenced by a 79%

(N549 of 62) patient participation rate. Patients and family
members reported enhancedunderstanding of the impact of
illness on the family and believed MFG therapy would help
them communicate about illness and reduce family conflict.
Scoreson the Family AssessmentDevice indicated that family
members perceived better family functioning than did pa-
tients (average scores of 1.84 and 2.99, respectively).

Conclusions: The discrepancy in perceived family func-
tioning supports the idea of integrating family members
in treatment for patients experiencing NES. The group
treatment modality was satisfactory to participants and
may prove useful for other kinds of somatic symptom
disorders, which are often external manifestations of in-
ternal distress. Family members can become treatment
allies in psychotherapy when included in treatment.
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Nonepileptic seizures (NES) are events that appear in the
body as seizure activity but without corresponding electrical
abnormalities visible on electroencephalography. NES are
classified under functional neurological symptomdisorder in
DSM-5. Historically, NES have been considered physical
manifestations of underlying psychological conflict; how-
ever, emerging research (1) suggests that structural and
functional abnormalities of the brain also play a role. Given
the expanding research on how individual therapy can alter
brain structure and function (2), it follows that group therapy
andmultifamilygroup(MFG)therapymayhavesimilar impacts.

Patients with NES usually present to neurologists or
emergency departments but require behavioral health in-
terventions for treatment. Current treatment options for
patients with NES consist mostly of individual cognitive-
behavioral therapy (CBT) (3–5) or mindfulness-based ther-
apy (6–8). Only 18 clinics in the United States provide
multidisciplinary treatment for NES and for the broader
category of functional neurological disorders (9). Many pa-
tients remain symptomatic and continue to have impairment
after treatment (6). The largest randomized controlled trial

(CBT for adults with dissociative seizures) (3) found no
statistically significant improvement in the primary outcome
measure of seizure frequency.

The largest demographic study of patients with NES (10)
found that the population is predominantly female (3:1 ratio),

HIGHLIGHTS

• All participants—patients with nonepileptic seizures (NES)
and their family members—in multifamily group (MFG)
therapy reported the treatment modality to be beneficial
for improving communication, expressing feelings, and
developing coping skills for illness management.

• Understanding family functioning and support structures
for patients with NES helps to clarify how illness has af-
fected the family system.

• All 29 patients and their corresponding family members
agreed or strongly agreed that MFG therapy was useful,
especially for meeting other participants experiencing
similar circumstances andhearingperspectives fromother
patients and their family members.
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has economic disadvantages, is unemployed, and is young—
with a median age of 28 years. NES has been shown to affect
many social aspects of life and thus quality of life. Treatment
should address the social determinants of health, including a
patient’s interactions with the community through rela-
tionships and employment (11).

Ourunique interdisciplinaryNESclinicmodelhas itsbasis
in group therapy and was created with the intention of
helping patients engage in appropriate and effective treat-
ment that is cost-effective, increases accessibility, and builds
shared experience among patients. This model has been
shown to be feasible in regard to adherence to treatment and
decreased health care utilization (12).

Because patients requested more opportunities for family
involvement in their treatment, we added multifamily psy-
choeducational group therapy to our interdisciplinary clinic
(12). One goal of including family members in treatment was
to educate them about the etiology of NES, both as a psy-
chosomatic andaphysiologic illness. Involving families in the
care of patients has been shown to lead to better patient
outcomes (13). For many patients, treatment adherence im-
proves when family members are included in assessment,
decision making, and treatment planning (14–16). If further
family intervention is needed after MFG therapy, the family
can be enrolled in individual family therapy. The decision to
engage in additional treatment depends on the family’s
presentation as determined by a mental health professional,
willingness to participate in further family treatment, and
access to affordable mental health providers who deliver this
treatment (17).

Multifamily psychoeducational groups have specific ad-
vantages, because the training required to conduct these
group sessions is short (about 6 hours), compared with the
training needed to become an effective family therapist (1–2
years of supervised training). MFG treatments also offer
advantages for families because they are short (usually only a
few hours in total), thus improving the chances of better
attendance.

Family psychoeducation was developed about 40 years
ago as a component of treatment for schizophrenia (18). A
series of highly structured, supportive, psychoeducational
family interventions were created to decrease levels of
expressedemotion in the family environment in anattempt to
reduce relapse rates, but later variations also focused on
social and role functioning and family well-being (19). Meta-
analyses have identified a relapse rate reduction of 50%–60%
among patients with schizophrenia with the use of family
psychoeducation (19). Multifamily psychoeducation has
greater benefit than single-family psychoeducation because
it allows families to learn about and share experiences,
thoughts, and feelings with each other.

MFG therapy has also been used in the treatment of other
illnesses, such as major depressive disorder (20), bipolar
disorder (21), traumatic brain injury (22), eating disorders
among adolescents (23), depression among adolescents (24),
mild cognitive impairment (25), autism among adults (26),

and first-episode psychosis (27). Many of these illnesses are
associated with high levels of stigma, similar to NES, in
contrast to other chronic general medical illnesses that are
more widely understood and accepted by the general
population.

The use of MFG therapy for treatment of chronic general
medical illness is best exemplified by the work of Kazak and
colleagues (28), who developed a 1-day MFG program for
adolescent cancer survivors and their families (the Surviving
Cancer Competently Intervention Program). This MFG
therapy focused on reducing posttraumatic stress symptoms
of family members by addressing and altering family beliefs
and communication patterns about cancer and its treatment.
Findings from this study (29) have supported the benefits of
participation in such groups.

Steinglass and colleagues (30) developed a clinical pro-
tocol for a 1-day MFG workshop for adult head and neck
cancer survivors and their families. All patients were con-
sidered cancer free at the time of recruitment but were
typically experiencing a wide range of side effects secondary
to complications from surgery, radiation treatment, or both.
This 1-day MFG protocol had four goals: educating fami-
lies about the ways family life is affected by cancer diagnosis
and treatment; normalizing the experiences, reactions, and
struggles families have in attempting to cope with the
posttreatment adjustment phase of cancer recovery; con-
fronting and challenging the isolation from support networks
that these families often feel; and exploring ways in which
families canmanage and balance aspects of daily living while
attending to the family member with an illness.

Because of the documented use of MFGs in treatment for
chronic illness, we decided to include MFGs in our inter-
disciplinary NES treatment program. We hypothesized that
MFGs would prove useful to patients with NES and their
families. To our knowledge, there exist no previously pub-
lished data on the use of MFGs for patients with NES.

METHODS

We adapted the Steinglass et al. (30) model, described above,
for a half-dayMFGworkshop for patientswithNES and their
families, because themodel’s descriptionwas clear and could
be easilymodified for our population.Wechose this format to
accommodate family members traveling great distances or
needing tomisswork.TheMFGworkshopwas available to all
patients enrolled in the NES clinic at the University of
Colorado, Aurora. Patients and family members provided
written informed consent regarding the Colorado Multiple
Institutional Review Board–approved protocol (12) prior to
participation. Participating family members and patients
completed questionnaires, including the Family Assessment
Device (FAD)andanovelMFGfeedbackquestionnaire, at the
end of the workshop. The MFG feedback questionnaire was
adapted from the Steinglass et al. (30) MFG model to assess
participants’ experiences with various components of MFG
therapy.

2 psychotherapy.psychiatryonline.org Am J Psychother in Advance

MULTIFAMILY GROUP PSYCHOTHERAPY FOR NONEPILEPTIC SEIZURES



Family functioning was assessed by using the general
functioning subscale of the McMaster FAD (FAD-GF) (31).
The FAD has good psychometric properties (32) and good
reliability and validity (33). The FAD questionnaire contains
60 questions; the FAD-GF is a shorter, 12-item version of the
questionnaire (scores range from 1 to 4, with higher scores
reflecting poorer family functioning). Patients and family
members indicated their level of agreement (i.e., strongly
disagree, disagree, agree, strongly agree) with 12 statements;
a mean score of 2.00 or higher on the FAD-GF is used to
define problematic family functioning (34).

The group training module for group leaders from the
University of Colorado’s Department of Neurology consisted
of six 1-hour classes, focusing on a core set of skills for fa-
cilitating a structured group workshop. The group therapy
educator (B.R.) from the university’s Department of Psy-
chiatry taught these classes. He trained neurology clinicians,
including physician assistants, nurse practitioners, a neu-
rologist, and an administrative staff member. The initial di-
dactic sessions focused on setting the frame around time
boundaries, attendance, the task of the group, and pacing the
flow of information. The second set of didactics considered
reflection on the process, ways of inviting all members of the
group to participate, exploration of the importance of no-
ticing the whole group and not just the speaker, and the
difference between giving advice and exploring a concern.
The didactic leader conducted experiential exercises to
model the skills and behaviors used to lead a group. All
trainees who helped to facilitate groups were directly su-
pervised and accompanied by an experiencedMFG leader at
every MFG session.

Group Composition and Structure
A pilot MFG session was held to gather initial feedback from
participants (patients and familymembers). Participants gave
positive feedback regarding their experience. The MFG
treatment was then added as an ongoing and permanent
component of the clinic. Our original 5-week CBT-based
group was changed to a 6-week group, with the sixth and
final session reserved for MFG therapy (12).

Inclusion criteria for participation in the MFG workshop
were the same as the eligibility criteria for the NES CBT
program: patients ages 18–89 years, enrolled in theUniversity
of Colorado NES clinic, and providing a baseline symptom
frequency for standard of care. Exclusion criteria for par-
ticipation in MFG therapy included pregnancy, imprison-
ment, inability to consent to participation, lack of fluency in
the English language, and a primary diagnosis of factitious
disorder or malingering (12). We conducted the study with,
and collected data from, 10 MFGs during 2019. Sixty-two
patients were invited, and 49 attended theMFG session (79%
adherence rate).

Starting inMarch 2020, at the beginning of the COVID-19
pandemic, all of our group therapy programming was
switched to telehealth via Zoom, because of COVID-19 re-
strictions at our hospital and clinic.We have since conducted

41MFG sessions through this telehealth platform, which has
proved tobeaviableoption forproviders andgroupmembers.
Our clinic has shown increased treatment engagement since
initiation of telehealth services during the COVID-19 pan-
demic (35).

The data used for this study, however, were from January
through December 2019, thus the COVID-19 pandemic had
no effect on results. We opted to use this data set to avoid
confounding factors from studying in-person and telehealth
groups together.

MFG Protocol
Groups began with a review of the workshop agenda. Ma-
terials handed out to participants included a sample family
response plan for NES events, frequently asked questions
about NES, and a link to our educational video on NES. The
staff conducting the MFG sessions always included a psy-
chiatrist or mental health provider with expertise in family
interventions, as well as supporting staff—such as neurology
advanced-practice providers, an NES clinic neurologist,
psychiatric trainees, and a social worker. Instead of using the
Steinglass et al. (30) technique of “groupwithin a group,” the
staff conducting the sessions used a fishbowl technique,
which entails the formation of an inner group and an outer
group (see Figure 1). For the first fishbowl discussion, the
inner group (composed of patients) responded to questions
and had a discussion while the outer group (composed of
familymembers) remainedsilent andonlyobserved.After the
first fishbowl discussion, the groups switched, and the family
members moved to the inner circle.

Prompts for discussion among patients (inner circle) in-
cluded the following: How has NES affected your family?

FIGURE 1. Structure of the fishbowl exercise, with the inner circle
consisting of active participants and the outer circle consisting of
silent observersa

Participants

Observers

a Patients start in the inner circle, accompanied by group leaders, with
family members composing the outer circle. The patients and family
members then switch circles.
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How is distress expressed in your family? How are needs
communicated in your family?Howdo you balance the needs
of everyone in your family or household? How do your
family members respond to your NES events? and What is
and is not helpful?

Prompts for discussion among family members (inner
circle) included the following: What is it like to have a family
member with NES? How has the NES diagnosis affected you
and other members of the family? Why do you think your
family member has developed this condition? How do you
respond toNES events [of ] your familymember?What is and
is not helpful in responding to events?

At the end of each fishbowl discussion, the participants in
the outer circle were invited to share what they heard from
those in the inner circle in order to facilitate reflective lis-
tening skills. We chose this methodology to help family
members and patients understand the similarities in their
struggles and todesignate specific time for familymembers to
be the focus of treatment. This format was used to encourage
open communication and helped family members and pa-
tients to hear one another more effectively.

Some of the shared themes discussed in both the patient
and family fishbowl discussions have included how much
family dynamics and roles have changed as a result of the
NES, the importance of self-care, feelings of helplessness and
fear, and the challenge of accepting the NES diagnosis.

RESULTS

Participants’ demographic data are reported in Table 1. Our
patient sample was predominantly female (86%), White
(90%), andof non-Hispanic or non-Latinoorigin (90%).Most
family members who participated were female (55%). Part-
ners or spouses and parents or parent-in-laws were themain
types of family members participating (34% and 52%,
respectively).

Table 2 shows patients’ and family members’ responses to
theMFGfeedbackquestionnaire.Thedata shownareaverage
scores for each item from 29 patients and their paired family
members (total N558). Data were available for 29 partici-
pating family members, but not all family members com-
pleted all questions on theMFG feedback questionnaire. For
all participants, scores on individual questions averaged
3.2–3.8 (possible scores for each item ranged from 1, not at all
or strongly disagree, to 4, extremely useful or strongly agree),
and the scores for patients and family members were similar.
Thus, the averages reported are for total participants and not
for patients and family members separately.

The feedback questionnaire revealed that the patients and
family members found MFG therapy to be helpful and were
satisfied with their experience. Components thought to be
particularly helpful, as reported in the feedback, included
hearing from other families (decreased sense of isolation),
having the opportunity to express thoughts and feelings,
receiving educationalmaterials about the condition, learning
from the group leaders, and receiving a template for an NES
response plan (provided to facilitate conversation aboutwhat
is needed when NES symptoms emerge). Participants indi-
cated that they gained knowledge about the effects of NES on
family functioning and the impact of the illness on family
members. The MFG workshop was reported to help with
family communication,whichparticipants anticipatedwould
be useful in reducing family conflict.

Table 3 shows average scores of family members and
patients for each itemon the FAD-GF. The composite patient
and family member average scores on the entire FAD-GF
were 2.99 and 1.84, respectively; the FAD-GF cutoff score for
ineffective family functioning is.2.00. Our results indicated
that the patients reported having dysfunctional families,
whereas the family members reported having functional
families. A mixed-model regression was used for statistical
analyses; with the exception of the first item (“Planning
family activities is difficult because we misunderstand each
other”), a statistically significant difference (p,0.05) in the
averages for each item on the FAD-GF (patients vs. partici-
pating family members) was observed.

TABLE 1. Demographic characteristics of patients with
nonepileptic seizures and their participating family members

Characteristic N %

Patients (N529)

Age (M6SD years) 34.5614.8
Gender
Female 25 86
Male 4 14

Race
White or Caucasian 26 90
Black or African American 3 10

Ethnicity
Not Hispanic or Latino 26 90
Hispanic or Latino 3 10

Primary insurance
Medicaid 13 45
Private commercial 12 41
Medicare 3 10
TRICARE 1 3

Marital status
Married or relationship with

significant other
15 52

Single 12 41
Divorced 1 3
Unknown 1 3

Participating family members (N529)

Relationship to patient
Parent or parent-in-law 15 52
Partner or spouse 10 34
Sibling 2 7
Grandparent 1 3
Friend 1 3

Gender
Female 16 55
Male 13 45
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DISCUSSION

This study of the novel use ofMFG therapy for the treatment
of patients with NES explored the acceptability of the
treatment modality and opinions on family functioning
among patients with NES and their participating family
members. NES has been described (36) as a means of un-
consciously expressing conflicts and personal needs in an
attempt to not be blamed or to distract from something else
going on that the family may not want to address. We con-
ceptualize thatNES isoften thebody’swayof communicating
when patients are unable to do so with words. Encouraging
and teaching better communication skills through the use of
MFGs could lead to symptom improvement among patients
and deter patients from using dangerous bodily mechanisms
to convey their needs.

The amount of stress and life changes that occurwithNES
are significant and are experienced in the context of a patient
population that has difficultywith emotional recognition and
processing (37). Modeling the approach of discussing sup-
port, problems, and solutions in a direct and effective way
shows patients with NES and their families how to develop
these necessary coping skills in the face of illness.

The overall rating on the FAD-GF of family members’
perceptions of family functioning was healthy (1.84) and
differed from that of patients, who perceived their overall

family functioning to be unhealthy (2.99, p,0.001). Other
studies (38, 39) of families of patients with chronic illness
have reported similar findings, with family members having
better perceptions of family functioning than patients with
chronic illnesses.

Several factors may contribute to this discrepancy. Our
sample of patients with NES were likely to have psychiatric
challenges, such as depression, anxiety, or symptoms of
posttraumatic stress disorder, which may have negatively
influenced their perceptions of family functioning. Family
functioning is also dynamic and varies over time for reasons
extraneous to the chronic illness. Regardless of contributing
factors, families may benefit from further exploration of
difficulties through referral to family therapy.

Patients with NES perceive their families as less sup-
portive andmoredysfunctional thando familymembers (40).
The incongruence between patients’ and family members’
perceptions of family functioningmay have indicated further
challenges in communication and assessment of problems.
This explanation aligns with reports of parents of children
withNES often seeing the illness as the only problem and not
acknowledging other challenges in the family (36). The
discrepancy in FAD-GF scores in the current study may also
point to the inability of patients with NES to adequately
express their concerns, distress, and needs to their families.
Most important, family members may not be recognizing or

TABLE 2. Responses to the multifamily group feedback questionnaire from patients and participating family members (N558) affected
by nonepileptic seizuresa

Multifamily group feedback item N of respondentsb
Average score (patients and
participating familymembers)

1. Overall, how would you rate the usefulness of the family workshop? 55 3.54
2. The handout of informational material was helpful 52 3.34
3. The sample response plans for nonepileptic seizures were helpful 50 3.30
4. The fishbowl exercise was helpful 51 3.70
5. Learning about the impact of nonepileptic seizures on you and your family was

helpful
51 3.59

6. Thinking about what we have been through as a result of the illness was helpful 51 3.56
7. Going to a support program together with my family was helpful 51 3.56
8. Having a chance to express my thoughts and feelings to family members was

helpful
51 3.57

9. Hearing members of my own family share their views was helpful 51 3.54
10. Hearing members of other families share their views was helpful 50 3.66
11. The coleaders were helpful 51 3.56
12. Meetingother patients and families dealingwith similar circumstanceswas helpful 51 3.77
13. How confident are you that this group will help your family communicate better

about illness issues?
51 3.36

14. How confident are you that this group will help your family to reduce conflict
related to the illness?

51 3.19

15. How confident are you that this group will help your family to understand the
impact of the illness on family life?

50 3.33

16. Howconfidentdoyou feel in supportingyour lovedonewithnonepileptic seizures
as a result of this workshop?

40 3.43

17. How helpful was this workshop in learning to support your family member with
nonepileptic seizures?

43 3.49

18. If a friend or colleague was diagnosed with nonepileptic seizures, how likely is it
that you would recommend this program?

49 3.71

a Possible scores for each item on the questionnaire range from 1, not at all or strongly disagree, to 4, extremely useful or strongly agree. Patients were also able
to leave comments and suggestions on the form.

b Not all patients or family members answered each question.
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responding to problems or dysfunction, thus contributing to
the perpetuation of NES symptomatology.

This study had some limitations. This was a cross-
sectional study, in which patients were at different stages
of recoveryand thushaddifferent therapeuticneeds. Patients
and family members who had barriers to care, such as
transportation or not being able to take off time from work,
may not have been able to participate, thus biasing partici-
pation. Furthermore, this treatment model may be chal-
lenging to use more broadly in treatment settings without
mental health providers who are already trained to facilitate
MFG sessions. To broadly disseminate thisMFGprogram for
NES, the treatment providers would need the appropriate
training, and the practice setting would need to manage the
administrative and scheduling tasks required for the MFG
modality.

CONCLUSIONS

MFG therapy was a satisfactory and helpful component of
treatment among patients with NES and their family mem-
bers. Inclusion of family members in treatment can help
peoplewho support a patient understand the illness, changes
in functioning and behavior that are occurring, and changes
yet to come. In settings that include family members in the
treatment of patients with NES, the use of MFGs should be
considered. Further exploration of including family members
in the treatment of adult patientswithNES iswarranted. Given
the transition to telehealth starting in 2020 because of the
COVID-19 pandemic, it would be fruitful to examine the use-
fulness of MFG sessions conducted via this modality. Future
studiesontheuseofMFGsforothersomaticsymptomdisorders
could also be beneficial.
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