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{ | This article describes a psychotherapeutically oriented approach to schi-
zophrenia developed especially to meet the needs of the community psy-
chiatric field. Because of the heterogeneous nature of the schizophrenic
psychoses, the authors emphasize that these patients should always be
treated based on case-specific premises. The main principles of the need-
adapted approach are: 1. The therapeutic activities are planned and
carried out flexibly and individually in each case so that they meet the
real and changing needs of the patients as well as of their family members.
2. Examination and treatment are dominated by a psychotherapeutic atti- =y
tude. 3. The different therapeutic activities should support and not impair &
cach other. 4. The process quality of therapy is clearly perceived. A
family-centred initiation of the treatment is especially emphasized for -
both diagnostic and therapeutic reasons. The positive experiences of this e
e
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led the Finnish national programme for the treatment and rehabilitation Key words: schizophrenia; psychotherapy:
of schizophrenic patients to recommend the establishment of family- and family therapy; community psychiatry

environment-oriented acute psychosis teams (APT) in the mental health
districts. In later phases of treatment, the significance of individual psy-

- Y. Alanen, Department of Psychiatry, University
of Turku, Kunnallissairaalantie 20, SF-20700

The therapeutic approach for schizophrenia patients
presented here is based on local developmental ef-
forts that have been pursued for 2 decades and have
included follow-up studies assessing the outcome
(1-3). Our goal is to develop a comprehensive, psy-
chotherapeutically oriented treatment suitable for
new and recurrent schizophrenic patients. Our clinic
s 2 university hospital and is part of the community
psychiatric organization of the City of Turku (popu-
lation 160,000, Finland, and our approach has been
developed to meet the needs of this field.

The Finnish national programme for the treatment
and rehabilitation of schizophrenic patients carried
out in 1981-1987 (4, 5) enabled us to collect ex-
periences from the implementation of this approach,
even in other parts of the country. We believe that the
Principles presented here may serve as a good model
for the treatment of schizophrenic patients elsewhere
In ways optimally suited to each therapeutic system.
. One of the important points that we have realized
1s that the treatment of schizophrenia must always be
Pla{med individually and on case-specific premises,
tak{ﬂg into account the therapeutic needs of both the
Patients and the people closest to them. It is not

chotherapy is increased. The preliminary results of the approach are
presented and compared with an earlier sample of patients.

Turku, Finland
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~ indicated to try to treat all patients with the same

psychotherapeutic method, nor are the best possible
results achieved in this way.

The approach described here has earlier been
called need-specific treatment of schizophrenic psy-
choses (3). We are not fully content with this English
term, however, as it does not correspond well enough
to the original Finnish word tarpeenmukainen, which
means “in accordance with the needs”, and may
suggest undue exactness, which does not do justice
to the idea of flexibility we are aiming at. We there-
fore decided to use the term need-adapted treatment.

Development of the need-adapted approach

 Starting-points

The reason why the therapeutic task should be
defined individually in each case is because schi-
zophrenic disorders are heterogeneous. This hetero-
geneity already appeared obvious to Bleuler (6), as
the very name of his classical work referred to the
schizophrenia group, as opposed to a single uniform
illness called schizophrenia. Of the researchers with
a psychotherapeutic orientation, especially Pao (7)
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referred to the differences in the patients’ develop-
mental histories and clinical situation, which should
also be taken into account when planning the treat-
ment.

The question of the extent to which the manifes-
tation of schizophrenia is directly associated with
causal factors pertaining to biologic functions still
remains to be answered. For example, the findings of
Wong et al. (8) in their positron emission tomogra-
phic studies, which suggested that there are primary
dopaminergic dysfunctions in schizophrenia, were
not confirmed by other teams (9, 10), whose methods
were probably more reliable. The computer tomogra-
phic findings of mild cerebral atrophy (11, 12) in a
small portion of schizophrenics are not specific to
this disorder but are also seen in manic-depressive
and schizoaffective psychoses (13). They may sug-
gest a heterogeneous aetiology of these psychoses or,
more probably, heterogeneity in the differently
weighted aetiopathogenetic factors. We do not

- believe that findings of this kind will diminish the

need for psychotherapeutic and, more widely, psy-
chosocial therapeutic measures, although their signi-
ficance in defining the psychotherapeutic goals
should be studied in the future.

A very obvious relation to the selective processes
leading to different therapeutic procedures is ob-
servable in the factors involved in the psychologic
relations between the patients and family members,
especially the degree of their mutual interdepen-
dence. Several authors have described the disorders

observable in the atmosphere of the primary families

of schizophrenic patients, including communication
deviances as well as binding parent-child constel-
lations that prevent individual differentiation
(14-18). According to Alanen (19), a notable portion
of the parents of schizophrenic patients display de-
fence mechanisms typical of the borderline per-
sonality organization defined by Kernberg (20), such
as splitting, primitive idealization and devaluation as
well as early forms of projection, especially projec-
tive identification.

Defence mechanisms of this kind, which we have
also called transactional defence mechanisms (21,
22), are not restricted to the intrapsychic level, but
are also of interactional nature and thus only accom-
plished successfully in concrete externalizations, i.e.
in actual relationships with other people. They often
result in reciprocal symbiotic bonds and introjective-
projective processes in which an adequate therapeu-
tic approach requires that both of the parties be
taken into account. The family-therapeutic approach
is urgently needed in these cases, In some other
instances, this kind of family psychology may be
absent or more benign, at least at the contemporary
level, and the individual-therapeutic approach is
therefore more easy to apply ever since the beginning.
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The other factors involved in the patient’s actug] hf
situation and interactional relationships musgt also pisk
considered when analysing the therapeutic indjc
tions. 2

The starting-points of our studies on need-adap&d
treatment are contrary to the controlled therap
trials (23, 24), in which the schizophrenic Patien
comprising the study series are randomly allocate,
into different groups, of which each Is given ¢
different kind of treatment. In these studies, the idea " §
of case-adaptability of treatment has been ignoreg
for methodologic reasons. The modes of therapy g,
predefined in detail and very little fiexibility or in.
clusion of new modes of action in the therapemic
regimen is permitted, regardless of how un motivated
the patients may feel towards the therapies that are
implemented. Method-oriented works of this king
can hardly provide a fully adequate idea of the possi-
bilities of treating schizophrenia psychotherapeys;.
cally. And despite the ostensible objectivity of the
method, the assessment of the results is often alsg
liable to weaknesses: if the mode of therapy under
study is well suited to part of the random sample and
less well suited to another part, the favourable ang
unfavourable results may cancel each other out in the
statistical analysis.

Despite the methodologic problems arising, in-
novative investigations of a different kind are clearly
needed.

Interactionality in treatment

While studying the patients of the schizophrenia
group first-admitted to treatment in the catchment
area of Turku in 1976-1977 (3), we obtained
promising results from many psychodynamically
oriented long-term individual therapies based on an
empathetic and confidential therapeutic relationship
as well as from treatment initiated in a psychothera-
peutic ward community. Although our orientation at
that time already was family-centred, it lacked
genuine interactionality. At the initial examination
stage, we met the patients and their relatives
separately and the conjoint family therapies that
were implemented were relatively few in number and
meagre in outcome. An exception to this rule was
the couple therapies of the patients who were
married at the onset of their illness and their spouses,
which were implemented in about 509, of the cases
of this kind and demonstrated undeniably the ex-
pedience of this mode of treatment.

In 1979 we started 3-year family therapy training
programmes in Turku. They acquired a notably
system-oriented quality ever since the beginning, sti-
mulated by the visiting instructors from London and
Heidelberg. The effect of the system-oriented
training was decisive for not only the development of
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-therapy, but also the practice of working
hin the scope of community psychiatry in genergl
5). The results of 'the_ renewed therape}ltlc
roach could be studied in a sample of schizo-
¢ renic patients first admitted in Turku in
983_1984 (26), which supu]taneougly served as part
of @ MOTE extensive project covering 6 catchment
reas in Finland (the NSP project included in the
pational programme (27, 28)). _ )
“"The new systemic starting-point required that
(herapeutic teams be formed that made an effort to
meet jointly each patient ar}d .the fam{ly mermbers as
soon as possible after admission. It did not turn out
1o be difficult to arrange the initial joint meeting at
this phase: in our new series this was successfully
arranged in 877 of the cases and, in the more com-
prehensive Finnish study, covering 6 different catch-
ment areas, in 707, of the cases on average.

The goal in this conjoint meeting is to acquire a
shared understanding of what has happened. At the
most concrete level, this means explaining how and
why the patient was referred for treatment: at a more
advanced level, a system-oriented evaluation of the
psychological situation of both the patients and the
fami'y network they belong to, aiming at an assess-
ment of the case-specific therapeutic needs. More
than one session may be necessary to attain these
purposes.

Another goal of the conjoint session(s) is to help
the participants to conceive of the situation rather as
a consequence of the difficulties the patients and
those close to them have encountered in their lives
than as a mysterious illness the patient has developed
as an individual. This is an important difference
compared with the psycho-educational family thera-
py approaches (29-31), which usually regard schi-
zophrenia as an organically determined illness.

A joint session of this kind nearly always serves to
alleviate the patient’s regression. Being labeled as ill
is not so conspicuous. The family members and the
other individuals close to the patient are thus invited
lo commit to the exploration of the situation and the
reatment while, at the same time, they are them-
selves given therapeutic support from the beginning,
which alleviates their own confusion and anxiety.
The session often also helps those present towards
a preliminary working-through of the traumatic and
Of_ten paranoid experiences associated with psychia-
tric hospitalization.

We call these sessions therapy meetings to differ-
entiate them from the treatment planning meetings,
where mostly only the therapeutic team is present.
The name was selected because of the great thera-
peutic significance of these sessions.

We often continue the therapy meetings at the later
Stages of treatment; especially during inpatient
periods they are part of our regular practice. They are

Treatment of schizophrenia

then attended by the patients, either alone or with the
people close to them, as well as by members of the
therapeutic team.

In our opinion, the therapy meetings constitute the
best way to follow up the course of the treatment and
to reassess the therapeutic plans. These meetings are
of especially great importance during changes in the
therapy, when, for instance, the therapist, the mode
of treatment or the therapeutic unit is changed.

Mutual weighting between the modes of psychotherapeutic treatment

Fig. 1 shows the most common mutual sequence of
the central modes of psychotherapeutic treatment
during the course of need-adapted treatment. The
arrows in the diagram indicate the shift of focus from
one mode of treatment to another, and the broken
arrows indicate discontinuation of treatment, which,
as can be seen, is possible at all stages.

The diagram always indicates the primary mode of
treatment in particular. Family therapy, for example,
may be associated with a simultaneous dyadic thera-
peutic relationship - for as long as patient is in hospi-
tal, this is the rule — but the primary focus lies on one
of these modes of treatment.

Single cases may naturally require exceptions to
the order presented in the diagram. It is also justi-
fiable to caution against the hazards involved in very
hastily sketched treatment plans proclaimed as case-
adapted. The emergence of mutual understanding is
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Fig. 1. Mutual weighting of the psychotherapeutic treatments of’
schizophrenic patients in the course of therapy
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a process that may require time- In therapeutic units
with along psychotherapeut'c tradition the modes of
treatment are occasionally selected less quickly and
ostensibly less rationally than in units with either a
lacking or 2 short Of ambiguous psychotherapeutic
tradition (32).

The bottom of Fig. 1 shows the stage of exami-
nation, which also signifies the initiation of treat-
ment. Its most essential g0 al is to clarify the situation

of the interactional network of the patient’s family

and other important people, 2 point already dis- -

cussed above. This clarifying analysis is inseparably
associated with a family- and environment—oriented
intervention in crisis, which may take place with the
patient eitherin outp atient therapy Ot ina therapeutic
community.

At the same time, the patient’s individual clinical
and psycholog’rc status 18 assessed and, through a
separated contact, the patient’s need for and moti-
vation to begin an individual therapeutic relationship
is evaluated. A further assessment 18 made of the

atient’s social situation and associated needs for
rehabilitation. The significance of this procedure be-
comes evident when we point out that 47% of our
patients nad needs of this kind upon admission; the
corresponding figure was as high as 72%, in the MOTe
extensive Finnish NSP project (28). The needs most
commonly perta'med to vocational guidance, assis-
tance in getting @ job and support for the develop-
ment of social interaction and social skills.

When several modes of treatment arc needed, it is
usually expedient to proceed from the less specific
family- and environment-oriented modes to the more
specific and individua\-centred ones. This major
trend in the shifting of the focus of treatment 18
clearly visible in Fig. 1.

According 10 our clinical experiences, individual
therapy peginning at the early stage of treatment is
pest suited 10 patients who show relatively better
differentiation than the others belonging 10 the
schizophrenic group. These patients usually also
show some imitial insight into the connection
between their symptoms and their life situation. This
is in accordance with our earlier investigation of the
selective processes, whereby the patients were
entered in the various categories of psychotherapy
(2,3) '

Both insight and motivation O therapy often

clearly increased during the fami\y-oriented stage of

examination. In our 1976-1977 series, some insight
into ong’s own rolein the development of one’s prob-
lems and/or symptoms was shown by 51% of the
patients, and in the 1983-1984 series by 66% (32).
At some phase, many of the patients may themselves
bring up the question of starting individual therapy,
which is better from the motiv ational viewpoint than
any prescript’ron of therapy-

2AR

Another extreme category consists of the patie
whose individual development i clearly delayed ap
less diﬁerentiated. They usually havestrongb

. g bonds
their primary families and weak extrafamilial ¢q
tacts. It is also in these cases that the intrafamili
problems are generally greatest. The patient is ther
fore not well suited t0 individual therapy, and Y
primary mode of treatment is conjoint family ther

y. Its central goal 18 10 promote the mutual proce
of psychologic differentiation between the patient
and his parents. If this is sufficiently successful
family therapy should be followed by long-term i
dividual therapy of the patient in a therapeutic re. }
lationship that allows personahty growth through
transmuting internalization (33). The practical fa
cilities for such a course of treatment have so fa
been inadequate in Our circumstances.

Itis also in this most seriously disturbed group ¢:
patients that the significance of psychotherapeut
communities — i.e. psychotherapeutica“y orient:
hospital or day-hospital wards (3, 34) - is greate
They are not only important because of the nota';
regression of these patients but also because hos .
talization is often the only way to achieve the pr
quisites and motivation for family orf indivic
therapy to be carried out on an outpatient basi

Most of the schizophrenic patients who
married, of live in 2 long-term couple relation .
benefit from couple therapy or family therapy ¢ I
secondary family clearly better than from indiv
therapy- Interactional psychodynamics is equal :
portant in the illness of these patients, as in the
of those tied 10 their primary families, but it
more d'rfferentiated level than in the former cas
quicker t0 reach within & therapeutic process:
cially the acute psychotic disorders of these £
can often be described as a regressive dect
sation, which, if prolonged, tends to be este

as part of the regressed family homeostasis
couple or family intervention may help t0
and fortify the supportive elements associa
interactiona\ relations, which, in turn, may |
a rapid improvement of the situation. "

We may guess that even for the judge De
Schreber (35) the best mode of treatment, |
present-day point of view, would have De |
therapy, which might have prevented hi
regression. Mrs Schreber had stayed wit!
band in Professor Flechsig's clinic for @
time, and Schreber’s condition deteriorate”
only after her four-day absence. ‘

In some of the cases of this category
therapy may be nearly contraindicated
the consequences it may have for the 1
field of the family by placing one of the f
bers in a long-term patients’s role. C|

hand, individual therapy is needed in t




y atient whose separation is taking or has
lace, OF whose pathology of individual devel-
gent tUrnS out to be the central causal factor in his
gss. The relative number of such patients is clearly
. than the qumber of those in need of
therapy after primary family therapy-
ply @ few of our patients have regular group
but various group activities within our
“th communities are having an ever-
'mcreasing jmportance in Our treatment programime.
in a ward community is begun with a group
of the staff and the patients, and the senior
Joctor’s rounds also take the form of 6-8 patients
¢ same number of staff members meeting in 2
room, where they discuss the individual situation of
cach patient in turn. Different activity groups play 2
signiﬁcant role in the daily programme.

pharmacotherapy as part of need-adapted treatment

pharmacotherapy must also be integrated as part of
the therapeutic functions on the basis of the under-
standing that has been achieved. This means that
when medication is being prescribed, the reasons for
it must be made clear to the therapist, the patient and
often others in a language they understand. The
therapist must be ready to alter the dosage along with
the changing therapeutic situation. A good goal in
this respect is to find the minimum neuroleptic dose
that is needed to bring the patient’s contact and
communication abilities to a level that is optimal for
the situation. In practice, this means notably lower
doses and shorter periods of medication than is
currently customary in treating schizophrenic
patients. Long-time neuroleptic medication Wwith
heavy dosage had adverse effects on the psychoso-
cial prognosis of these patients 3).

Principles of need-adapted treatment

We can summarize the general principles of the
need-adapted treatment of mnew schizophrenic
patients as follows.

|. The therapeutic activities are planned and carried
out flexibly and :ndividually in each case 50 that they
meet the real, changing needs of the patients as well
as the people making up their personal interactional
networks. :
Itisnecessary to find out both the patients’ subjec-
tive condition and the psychological situation of the
families or the other essential interpersonal networks
to which they belong. This is best achieved by
conjoint meetings (therapy meetings) beginning at
the initial stage of treatment, in which a team of staff
members meets jointly each patient and family
and/or significant others. To a particularly notable
degree, the treatment of schizophrenic patients

mented fully.

-
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depends on the quality of the interpersonal relations
prevailing in their closest environment. This includes
the psychodynamic significance of the symbiotic ties
and the mutual introjective—projective processes
prevalent in these family networks, the patient’s
secondary dependence because of illness, and the
family’s need for support in @ difficult life situation.

This principle also implies that unnecessary treat-
ment should be avoided.

2. Examination and treatment are dominated by a
psychotherapeutic attitude.

We define the psychotherapeutic attitude as an
effort to understand what has happened and is
happening to the patients and their significant
others. This is best achieved by the participant-
observer attitude originally described by Sullivan
(36). This attitude also includes observation of one’s
own emotional reactions.

This principle should be an underlying motive in
the implementation of all modes of treatment.

3. The different therapeutic activities should sup-
port and not impair each other.

The integration of treatment pertains equally well
to the balance between psychotherapy and pharma-
cotherapy as to the combination of different modes
of psychotherapy, such as family and individual
therapies. Cooperation between members of the
different staff categories and workers of the different
units is especially important.

4. The process quality of therapy 1s clearly per-
ceived.

This means that treatment must be conceived of as
a developmental event, an ongoing process that
should not degenerate into a routine of given actions.
For this purpose, it is helpful to assess continuously
the course and outcome of the treatment, which
involves the possibility of modifying the therapeutic
plans. '

These principles are closely associated. They are
all parts of the same whole. If one part of the whole
is overlooked, need-adapted treatment is not imple-

Preliminary results
Material and methods

Our series included 31 patients entering treatment
for the first time for a schizophrenic disorder at an
inpatient Or outpatient unit operating in the Turku
community psychiatric district during 12 months in
1983-1984. The patients were diagnosed in accor
dance with the DSM-IIT classification (37), using the
following diagnostic categories: schizophrenic dis-
order (22 patients) and schizophreniform psychosis
© patients). Twenty-four of the patients were first
admitted into @ hospital or & day-hospital ward and
7 into an outpatient unit.
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The treatments that were implemented are shown
in Table 1. Of the actual psychotherapeutic treat-
ments (family, group and individual therapies),
about 70%, were conducted by psychiatrists and
other physicians, psychologists, psychiatric nurses
and social workers working in community psychia-
try, and the remaining 30%, by private psychiatrists
and psychologists. The role of the latter was most
conspicuous in intensive individual psychotherapies.
Therapists with at least 2 years’ psychotherapeutic
training were in charge of slightly less than half of the
therapies (this was most often the case in family
therapies), and the other therapists worked with
on-the-job training and associated therapy super-
vision.

There is an emphasis on family therapies during
the first year, whereas individual therapies have also
been implemented to 2 greater extent in the second
year of treatment (Table 1). This is in accordance
with the principles described earlier.

Few patients received neuroleptic drugs during the
second year of treatment. This is largely because 12

- of our 25 patients were already outside the treatment

system at the end of our second follow-up year. This
also corresponds to one of our principles: to avoid
unnecessary binding of the patients to the treatment
organization without 2 specific indication.

Case report

The individual therapies were oriented psychody-
namically and a systemic orientation dominated in
the family interventions and family therapy. We illus-
trate our approach with a case report from our series.
This patient does not typically represent any of the
groups referred to earlier, but she may illustrate espe-
cially well the individualized integration of different
modes of psychotherapy as well as the benefits of the

Table 1. Implementation of treatment according to the follow-up investigations

Number of patients

P

. Treatment 1st year 2nd year

tn =131} {n=128)

Initial family-centred intervention 27 -
individual psychotherapy {intensive} * 6 4
individual psychotherapy (low-frequency) * * 5 6
Other individual contacts 14 9
Conjoint family therapy {primary family}* ** 13 0
Conjoint family therapy (secondary family) * * * 9 2
Other contacts with relatives 5 4
Home visits 2 -
Group therapy 2 -
Neuroleptic drugs 27 13

1 isit per week for at least 6 months.
*% 1 visit per month for at least § months.
&+ % Minimum 3 sessions.

368

family-oriented treatment mode both for the patieq
and for the larger family group. o
Marjorie, aged 33, began to hear VOICES upon hg
return from Sweden to her home town Turku wipy
her 3 children. The voices had started from fits o
fear, being partly accusing, and Marjorie had late|
begun to talk to them and got compulsive laughiy
fits. She thought this to be caused by hypnosis -
saying that she occasionally heard a whipping Souné 2
near her ear, as if she were being hit.
Marjorie had moved to Sweden at the age of 16,
There she had been married twice and had hag
several partners living with her for short periods. Her
second marriage ended in a divorce a year before she
moved back to Finland. Out of her marriages she
had 3 children, who lived with her, the eldest being
13 years old. She told us that both the marriages had
been wrecked for the same reason: the husbands
were aggressive and addicted to alcohol (as
Marjorie’s father had been, t00).
In Turku, Marjorie had a few short, unsuccessful
jobs. She tended to resort to her mother, although
their relationship was liable to conflicts.
Having heard voices for more than 6 months,
Marjorie consulted a doctor on her own initiative
and thereby became included in our series. At the
early stage of the treatment she was hospitalized for
5 weeks.
An analysis of the family situation, which was also
attended by Marjorie’s mother and the children, indi-
cated that Marjorie had notable problems with her
children. Especially the eldest daughter tyrannized
her, and she was quite helpless when faced by her
anger. The older children had also begun to play a
parental role in relation to their mother.
Joint sessions were thereafter arranged by the |
same therapeutic team 4 times at intervals of about |
a month. Through their messages, the family therapy
team made efforts to support Marjorie in her matef-
nal role and to liberate the children from parentifi-
cation. One transactional defence that appeared cen-
tral from the family-dynamic point of view was the
patient’s pathologic projective identification with he!
children. She seemed to project on to them her ow!
suppressed aggressions and then, identifying wit! |
them, to “maintain” in them this intrapsychl
emotion that was originally her own. ’ 1
After the family sessions, the focus of Marjorie |
therapy shifted to individual therapy. It had bet |
formally started as soon as she was admitted, D"
only acquired a real significance when the inte |
actional defences were broken down through t
family sessions.
Marjorie’s medication consisted of 8 mg of P |
phenazine and 50 mg of thioridazine a day. The ¢ |
was later cut down by half. .
The family was invited to a new joint session at




» of our 2-year follow-up. Marjorie had been con-
- iing her individual. therapy. She. clearly held the
pther’s role in relation to her children now. The
pildren’s psychologic individuation had advanced
4nd they 0O longer displayed the kind of transaction-
3 glly based problems of aggression that coloured the
jnitial situation in the therapeu.txc process. Both
Marjorie and the children increasingly directed their
' gttention to new fields of interest and relationships
outside the home. A similar developmental process
had taken place in Marjorie’s relationship with her
mother, who had become more distant, but thereby
also less conflicting. Marjorie’s attitude towards life
and her mental world were, however, still character-
ized by timidity and wariness, and she still heard
voices from time to time, though she understood
them to be her own internal experiences. Socially,
she had been supported through vocational
counselling.

Family therapy and individual therapy here make
up a continuum, which shows the implementation of
need-adapted therapeutic procedures from the point
of view of the patient and the whole family. The most
essential outcome of the family intervention, which
was important to all the family members, was the
preliminary break-down of the pathogenic trans-
actional defence mechanisms as unnecessary, which
simultaneously created both the necessary and suf-
ficient intrapsychic prerequisites for the patients’s
individual therapy.

Results

The results of our treatment are presented prelimi-
narily in Table 2. We compare the prognosis of our
patients, as evaluated in a follow-up survey con-
ducted 2 years after admission, with a series of
patients of the schizophrenia group first admitted
from the same Turku catchment area in 1976-1977
(2). The prognostic factors consist of disappearance
of manifest psychotic symptoms (both “positive”
and “negative”), avoidance of disability pension, and

Table 2. Comparison of the outcome of 2 series of schizophrenic patients

Two-year follow-up

1976-1977" 198319842

19 months 12 months
Prognostic factor {n=154) {n = 2)
No psychotic symptoms (%) 41 68
No need of disabiity pension (%) 62 n
Hospital days per patient
first year 83 46
second year 36 9

" Typical schizophrenia according to Langfeldt et al. {3); yearly incidence 22 per 100,000.
Intensified family-centred approach, DSM-1 criteria for schizophvenic psychosis and schizphreniform psychosis;
Yearly incidence 19 per 100,000.
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the number of inpatient days per patient during the
first and second follow-up year.

Two reservations should be made concerning the
validity of the comparison. First, the diagnostic crite-
ria of the 2 series are not exactly the same. The
1976-1977 series was originally larger, consisting of
100 patients, who were divided into 4 diagnostic
categories: typical schizophrenias, schizophreniform
psychoses, schizoaffective psychosis and borderline
schizophrenias. The classification was in accor-
dance with the Scandinavian tradition initiated by
Langfeldt (38) as applied in Finland (39). The
patients with typical schizophrenia were differen-
tiated from the others in that they (3):

besides a schizophrenic-type thought disorder (in practice, the
criterion for inclusion in the whole series), had some other
characteristic and distinct schizophrenic symptoms which had
set about without any toxic or organic precipitating factors and
indicated a tendency to persistence. We paid particular attention
to the presence of eight nuclear symptoms of schizophrenia:
autism, schizophrenic thought disorder, hebephrenic affective
disorder (“blunting” of affect), schizophrenic auditory hallucino-
sis, physical delusions of being influenced, massive psychologic
delusions of being influenced, typical catatonic symptoms
(stupor or excitement), and sensations of depersonalization -
and/or derealization when the patient’s consciousness is clear.

We considered that only the category of typical
schizophrenics in the previous series corresponded
in the severity of the disorder to the more recent
series with the DSM-III diagnoses. The schizophre-
niform psychoses in the earlier series corresponded
to brief reactive psychoses in the DSM-III classifi-
cation, and the borderline schizophrenias did not
meet the criteria of schizophrenia and schizophreni-
form psychosis in the new diagnostic classification
either. .

However, it seems to us that the series still corre-
spond well for diagnostic borderlines. Both are com-
posed of the new patients showing typical schizo-
phrenic symptoms and admitted for treatment in the
same catchment area within 2 specified time limits,
the admission criteria being the same. The corre-
spondence is substantiated by the admission inci-
dences per year (22 and 19 per 100,000 population,
respectively).

Another reservation has to do with the greater
drop-out rate noted in the later follow-up investi-
gation: in the new series we were only able to reach
personally 25 patients of the original sample of 31.
The corresponding figure in the previous series was
54 of 56. However, according to other information
obtained, none of the drop-out patients had been
hospitalized again. Two patients of the 1976-1977
series and 1 patient of the 1983-1984 series had
committed suicide.

Bearing these reservations in mind, we can see
that the difference in the prognosis in favour of the
latter series is quite obvious. With regard to both the
psychotic symptoms and the disability pensions, the
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aumber of patients with a poor prognosis was 20%,
lower in the latter group. The difference is even more
distinct with regard to the need of hospital care. Only
5 of our 1983-1984 patients had inpatient days
during the second follow-up year, and only one of
them was hospitalized at the end of this follow-up
period.

As regards the therapeutic procedures carried out,
the latter series is particularly characterized by an
emphasis on interactional modes of treatment as a
consequence of the system-oriented family therapy
training that had been started in the mean time. The
{nitial family-centred interventions were implement-
ed in 27 of the 31 cases in the latter series, but only
sporadically and notin a system-oriemed way in the
former series. Conjoint family therapies of at least 3
sessions were given to 229, of the typical schizo-
phrenic patients of the former series during the
follow-up period and 70%, of the latter series. The
number of “intensive” individual psychotherapies,
however, was somewhat more lower in the latter
series; about 20%, of the patients being given inten-
sive individual therapy a8 compared with 309, in the
former.

The opinions of the therapists and therapeutic
teams implementing the treatments on the effects of
the new therapeutic appro ach are in accordance with
what has been presented above. They observed that
the intensive family-centred approach applied im-
mediately after the patient’s admission seemed to
result in a more rapid alleviation of the symptoms
than previously and, especially, a diminishing need
for hospital care. On the other hand, the number of
patients with a relatively short time between the
onset of symptoms and the admission for treatment
was somewhat greater in the latter series than in the
former.

We consider our good prognostic results prelimi-
nary, because the series is relatively small and a
follow-up period of 2 years short to justify any far-
going conclusions at this stage. The treatment period
of many patients was relatively limited and the per-
manence of the good outcome cannot be de-
monstrated yet.

Discussion

This report should betakenasa description of a pilot
project of a type of action research aiming at an
improvement of the treatment of schizophrenic psy-
choses in the community psychiatric field following
an integrative approach emphasizing psychothera-
peutic and system-centred treatment modes. A
more qualified estimation of the prognostic results
achieved by the need-adapted approach should be
postponed to a time when the results of the investi-
gations comparing a district-wide implementation of
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this approach with the prognosis of patients in oth
districts carrying out more conventional therapey
orientation are available. Within the Finnish N§
project, covering 6 catchment areas, psychotherz:
peutic treatment approaching the neEd'adaDt::l
orientation was associated with a good hold on i
(40) and with gainful employment during the secon
follow-up year according to a multivariable analysig
(28). The results of the Turku series, in which the |
recommended need-adapted approach was devel. -
oped most fully, compared well with those of the
other districts, but the question of real prognostic
differences between the districts was left unanswered
because of the possible influence of other
background factors.

Any assessment of the results at this stage is also
hampered by alack of sufficient resources for a more

- satisfactory accomplishment of the treatment prac.

tices. Especially the quantity of intensive long-term
individual psychotherapies implemented in our
series failed to correspond to the estimated need.
However, we agree with Ugelstad (41), who postu-
lated some 10 years ago that the establishment of a
psychotherapeutic approachto schizophrenia within
the framework of community psychiatry is not
unrealistic, even given the relatively low annual inci-
dence of this disorder. The conditions necessary for
this kind of work are primarily a matter of qualitative
rather than quantitative resources.
The arrangements and presuppositions of our
approach in the treatment of new and recurrent psy-
choses of the schizophrenic group were dealt with
more extensively in the treatment model report ofthe
Finnish state-wide schizophrenia project, published
in English in 1990 (5). The project group was led by
Alanen and the developmental work related to the
innovation of the treatment of new schizophrenic
patients by Rukkolainen & Lehtinen. ‘
A 5-year follow-up of the earlier series indicatec
that the prognosis of the patients had slightly im
proved compared with the 2-year follow-up. We dt.
not know yet whether we can expect a similar deve
opment in our new series or not. A greater numbt
of patients than in the older series discontinued the .
treatment at a relatively early stage. We can estima
the long-term results of our approach more C0 ﬁ
clusively as soon as the results of the 5-year follow-! .
in our newer series have been analysed. ‘
In our opinion, the most significant qualitati
resource is formed by acute psychosis teams (AP
which are able to make family- and environme :
oriented (i.e. systemic) situational analyses of .
psychotic patients admitted for treatment. Theest!
lishment of such teams in districts was include!
the recommendations of the state-wide proj
Apart from the initial clarifying analysis, ust
leading to a family-centred crisis intervention, t'




1 tments and their follow-up as well as serve as
ansultants in critical §ituati9ns. The AIfT s.hould be
3 ed of 4 persons, including a psychlat.rlst and a
.ial worker, 1-2 of the members having family
fherapeutic training. o

The experiences elsewhere in Finland (42, 43)
ave indicated that the establishment of APTs re-
sulted in a marked reduction of the need for hospital
care of neW psychotxp patients. This is in accordance
with our own experiences.

Another important qualitative resource is formed
by adequate therapeqtic gnd supervisory staff for the
implementation of individual, group and family
therapies. In Finland, multiprofessional psycho-
therapy training programmes (2.5-5 years) are now
arranged by both university centres for complemen-
tary training and various private training centres and
associations.

With regard to the organizational functions, our
approach presupposes abandoning rigidly hierarchi-
cal power relations, at least at the basic clinical level
of the treatment. Sufficiently versatile care and con-
I tribution of the workers’ individual talents are there-

by guaranteed. Supervisory activities should become
! an inseparable part of the therapeutic work. Pro-
motion of cooperation and a division of tasks
between the different working units of a given catch-
ment area (including the APT) are of central impor-
tance.
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