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Introduction

CHARLES D. GARVIN
LORRAINE M. GUTIÉRREZ

MAEDA J. GALINSKY

A BROAD VIEW

In this book we portray what we see as the critical dimensions of social work with groups,
and we take a broad view of this domain of social work. We see it as encompassing any and
all of the types of groups in which social workers participate as part of their professional ac-
tivities, either as members or facilitators. This view of group work consequently incorpo-
rates groups that individuals join to enhance their functioning, enrich their lives, ameliorate
problems experienced by organizations and communities, produce social change, and pro-
mote social justice.

There are currently no books that fully portray this range of group work. This is un-
doubtedly due to the space constraints imposed on texts, as well as to the limitations of
books with a single author or only a few authors. A handbook such as this one, with multi-
ple authors, is required to fill this void. Such a handbook should be a valuable resource to
scholars and practitioners who seek knowledge about any and all aspects of group work, in-
cluding the knowledge base, the nature of existing models, the practice of group work in dif-
ferent contexts, and the ways in which knowledge of group work can be extended through
research.

We do not believe that a single model of practice can encompass this range, and, there-
fore, we have commissioned chapters that explicate different models of practice. Chapters
that discuss various practice settings also draw on a wide array of practice models.

There has been a good deal of debate as to what constitutes social work with groups
and how this practice differs from the way other professionals, such as those in counseling
and clinical psychology, perform this service. We believe that there is considerable similarity
in the ways different human service professions do group work. We do not wish to define
each profession’s practice but only to assert what we regard as being social work with
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groups. We are also mindful of a long tradition of referring to social work with groups as
social group work, and some writers have referred to contemporary practice that stems from
this tradition as mainstream practice (Papell & Rothman, 1980). We believe, however, that
social workers, because of the many ways in which they are asked to provide group services,
have had to develop many different group modalities.

Our position is that social work practice with groups first and foremost conforms to
the ethical guidelines of the profession, and this principle is expanded on in great detail in
Chapter 5, inasmuch as there are issues that are unique to ethical practice with groups.
There are additional boundaries to social work practice with groups. One is that this prac-
tice places a strong emphasis on the importance of the quality of interactions among the
members. These interactions should be characterized by mutual respect and the recognition
of the value of each individual to the group. Whenever appropriate to the purpose of the
group, this quality includes the principle of mutual aid, which sees members as helping one
another. This principle draws on a vision of a democratic society in which individuals come
to understand their interdependence.

Professional social workers who work with groups consequently seek to carry these
ideas out in the groups they facilitate or in which they participate as members. Some groups,
such as task groups, may not draw on the mutual aid concept so much when members are
committed to accomplishing some purpose external to the group. In any case, however,
group workers must be mindful of group processes, especially those that pertain to the qual-
ity of relationships among members, as well as of how groups evolve over time.

Group work takes place in all the types of settings in which social workers work. This
is a result of the fact that humans are interdependent beings and can benefit from working
with others in groups to attain their goals.1 At times, however, they may choose not to do
so. Others with whom they are compatible may not be available; a person may fear the con-
sequences of others knowing about some aspect of his or her life that creates extreme vul-
nerability; or the person’s behavior may be such that at a given time working in a group may
place other group members in some jeopardy. Whether some problem situations best lend
themselves to a search for solutions in a group is a matter not yet fully resolved (Toseland &
Siporin, 1986).

In planning this book, we sought to cover the following area: (1) the knowledge base
for practice; (2) the variations in group work that are related to the cultures found in vari-
ous parts of the world; (3) the value and philosophical premises of group work; (4) the ma-
jor models of practice; (5) the ways practice differs when the purposes for creating groups
varies and when it is conducted in different types of practice settings; (6) the varied use of
groups employed to further organizational or community purposes; (7) the issues faced by
researchers and evaluators related to group work; and (8) the ways in which technological
advances can be employed by groups.

Consequently, we have organized the book into several parts related to these areas. Part
I presents the intellectual contexts of group work in the social sciences, as well as in the
realm of values, including the all-important value placed on empowerment. We have in-
cluded two chapters on the social science base. Chapter 1 focuses on content from group dy-
namics; Chapter 2 takes a systems and environmental context perspective. Chapter 3 pro-
vides a global perspective on group work and indicates that social work with groups is a
major activity in every society in the world, albeit there are differences in how group work is
perceived because of the various cultures and social and political conditions present in soci-
eties.
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Part II presents two of the major models driving contemporary practice theory. One, re-
ferred to as the “mutual aid” model, focuses on the processes that occur among group mem-
bers. The other, referred to as a “cognitive-behavioral model,” focuses on the way that
member behaviors and thoughts are altered by individual and group processes so as to at-
tain desired outcomes. There are other models of practice, and these are referred to in chap-
ters in this book devoted to various settings and purposes. The two models presented at this
point, however, seemed to us to represent clearly different approaches to group work that
require practitioners to think about their work in substantially different ways.

Part III discusses three types of groups that may be found in many settings but that re-
quire different sets of practice principles. These are support and self-help groups,
psychoeducational groups, and groups for the prevention of individual problems.

Part IV describes the specifics of group work practice in some of the major social wel-
fare service areas. These include group work focused on physical and mental health, on in-
voluntary clients, on children and families, on child welfare, on substance abuse, on older
adults, and on the reduction of intergroup conflicts.

Part V presents groups formed to support organizational and community-oriented
goals. These include community collaboration, popular education, social action, relief of
poverty, improvement in team functioning, empowerment of consumers, and accomplish-
ment of tasks.

Part VI presents chapters on group work research and evaluation methods. Included in
this section are chapters on measurement and design. Part VII is devoted to the emerging im-
portance of the use of technology in group work.

CHAPTER STRUCTURE

We believe that effective group work requires the practitioner to draw on many sources of
knowledge about how humans interact in groups. These sources include psychology and so-
ciology—particularly the overlap of these disciplines, namely, social psychology. In addition,
however, economists, political scientists, and anthropologists have contributed to our under-
standing of the context and meaning of groups. Other professions, such as nursing, psychia-
try, and public health, also work with groups and add to our conceptualization (or compre-
hension) of ways of helping in groups. The authors in this book, therefore, were asked to
selectively draw on all these sources of knowledge.

We also believe that evidence of effectiveness of group work practices is vital to improv-
ing group work. Thus progress in group work or, for that matter, in any form of profes-
sional practice is rooted both in the wisdom of its practitioners as they reflect on their pro-
fessional actions and in the careful collection of data about the impact of the practice on
members and their environments. These data can be in the form of either qualitative or
quantitative information or both. Consequently, we asked all the authors in this handbook
to attend to these areas of research as they relate to their foci.

This emphasis is closely related to a development in many professions referred to as
“evidence-based practice.” This approach affirms the idea that the practitioner should ex-
amine studies of the effectiveness of a particular intervention when utilizing it. A number of
social work scholars have examined the utility of this type of practice, and we hope this
book will extend the application of such practice to group work (Fraser, 2003; Gambrill,
1999, 2003).
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Since the pioneering work of writers such as Grace Coyle, Gertrude Wilson, Gladys
Ryland, Hy Weiner, and Alan Klein, group workers have been concerned with helping group
members become more effective in challenging oppressive environments. The modern-day
term related to this is empowerment, and we have asked the contributors to attend to this is-
sue and have also devoted a full chapter to this subject.

Last, and perhaps of the greatest importance, we emphasized to the authors that all
practice must take into account human differences related to culture, race, ethnicity, gender,
and physical and mental abilities, as well as other sources of human variation, and how
these are used to privilege some and oppress others, and have also asked them to discuss
how these issues affect their domains. We chose this way of dealing with this set of issues
rather than commissioning separate chapters on diversity that would, of necessity, be too
general. We believe that this issue is so central to good group work practice that it should be
attended to in all of the chapters, with the greater degree of specificity that can be attained
in this way.

In summary, we asked the authors to prepare chapters based on the most advanced
ideas and research about the topic. We also asked them to incorporate a vision of the devel-
opments they anticipate will occur with respect to theoretical issues, as well as in the social
sciences and other fields of knowledge, in the years ahead. We emphasized that the issues of
diversity and social justice were very important to this book. We then supplied the following
general outline for them to follow, although we recognized that the chapters would vary
based on the nature of their content:

1. Overview of the chapter
2. Description of the purpose of group work in the context of the chapter
3. Interventions
4. Empirical evidence and theoretical base
5. Examples
6. Future directions

FUTURE CHALLENGES TO GROUP WORK

We planned in this volume not only to report what is already known but also to stimulate
the future development of the theory and practice of social work with groups. One of the
most important ways in which this must happen is through the development of practice the-
ory and practice research, and we believe that these are inextricable.

Practice Theory

The recent focus on evidence-based practice in social work discussed previously—practice
grounded in the best available research evidence and integrated with practitioner wisdom
and consumer preferences—illustrates one promising approach to greater specificity. Our
practice theory in social group work has tended to be broad; we have applied a number of
principles to a wide variety of situations. We have drawn from social science theory, as al-
ready stated, about group norms, group goals, group development, and other aspects of
group dynamics, and we have utilized group work concepts such as group composition, mu-
tual aid, and programming. We have also considered system levels and the interactions
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among them such as group–agency–environmental interactions. Although this approach has
served us well up to a point, we now recognize the need to create specific practice theory
and precise practice principles. In this process, we can use the rapidly increasing number of
descriptive accounts of group work with specific populations and the slowly growing body
of empirical literature from studies of process and outcomes.

An important aspect of our ability to meet this challenge is the increasing recognition
and acceptance among group workers of the need for theoretical specificity and more pre-
cise practice principles—the recognition that there is not one all-purpose theory to which ev-
ery group worker must adhere, no one overarching or “mainstream” model of practice.
Group problem solving in a task group is not the same as individual psychological or behav-
ioral change in a therapeutic group. Group work with an open-ended group is not the same
as group work with a closed group. Group work on the computer is not the same as group
work face-to-face. And community empowerment and social action groups are not the
same, for example, as support groups in a hospital setting. We are more frequently asking
such questions as: What works with different populations? What interventions should be
used to achieve different purposes—whether, for example, to provide support, to complete
organizational tasks, or to enable interpersonal change? What kinds of more standardized
practice principles can we develop for a particular problem or task? How do we modify or
develop new practice principles for different group formats, such as open-ended groups or
groups with a set agenda? How does the context affect the delivery of group services?

Writers on group work are beginning to give more explicit directions to group workers.
They are also developing practice manuals that are based on social science and on practice
theory and research. These manuals give social group workers an overview of the latest in-
formation on the topic of the manual, delineate goals and objectives for each of a series of
topical sessions, suggest content and activities to help achieve the objectives, and supply
evaluation tools. As many authors in this book point out, however, these resources must not
be used rigidly but in ways that recognize how members of one group differ from those of
another and how members set in motion processes that must be respected. In other words,
any structured approach to practice must be used with full recognition of the importance of
worker sensitivity to the wishes and inputs of members of every group.

As we work to improve our practice theory and to strive for increased specificity, we
again encounter a series of issues and their associated tasks. Topics here include the degree
of flexibility of the group work practice principles, the necessity to keep practice guidelines
up to date, and the call for culturally competent practice.

The first issue concerns the degree of flexibility promoted in the use of practice
guidelines. Specificity is a desirable quality and practitioners need to be sufficiently di-
rected by accumulated knowledge; prescriptiveness can be a virtue. We may aim for the
kinds of practice guidelines that represent statements to help practitioner and patient deci-
sions about appropriate interventions in specific situations. In view of the lack of data,
and because it is always imperative that group workers understand the distinctive qualities
of each group, practitioners will have to continue to make choices and exercise judgment,
to assess unique individual and group factors, and to build on their own experience. Fur-
thermore, evidence-based practice requires that client choice is a primary consideration
for action.

Because of the complexity of human behavior and the many ways in which practice sit-
uations vary, we may not ever be able to create precise directives that fit most narrowly de-
fined practice situations. Thus there is an art to the application of practice guidelines. In es-
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sence, as we work to create clear directives for practice that can serve as a guide to group
workers, we also need to be aware of the flexibility required for their usage in the real world
of meeting client and group goals.

Group workers must engage in critical thinking. They must have a broad theoretical
perspective, be aware of specific practice principles already developed from research evi-
dence, thoughtfully consider the uniqueness of a particular practice situation, take into ac-
count their own practice experience with similar situations, and incorporate client wishes
for intervention. Furthermore, in novel situations, such as technology-based practice, group
workers need to be able to determine whether practice principles apply or need to be modi-
fied to fit the particular individual and group conditions that they face.

A major challenge to group work in the coming years will be to make appropriate use
of technology, and we have included a full chapter on this subject. Group work has been a
practice modality that helps people draw from each other’s strengths through face-to-face
interactions. We now have the opportunity to broaden the scope of that helping interaction
with the aid of advances in technology. We have all seen our world change and reshape itself
with new and improved forms of technology. We can foresee the enormous promise of tech-
nology as it becomes an integral part of group work practice.

A second important issue for the development of practice theory is the need to keep
our practice guidelines current. Ideally, a book such as this will be revised every few
years. Each time that we construct practice principles, we must use the knowledge then
available. We have to continually update our practice theory with new findings from
research in the social sciences, in social work, and in related practice disciplines—as, for
example, findings on the nature of computer group interactions from social work and
clinical psychology. Evidence-based practice is built on this foundation of current knowl-
edge.

We have tried to show throughout this introductory statement that we need a body of
empirically tested knowledge to develop practice principles. We do not have sufficient em-
pirical research on group work to support a strong foundation for evidence-based practice.
Clearly, we need to conduct more and better research. We are getting increased support
from funding sources, including governmental agencies, and recently a number of centers
and institutes have been established at schools of social work.

A third critical issue involves the impetus to cultural competence, the attention of group
work to racial and ethnic diversity in practice theory. The recent census data have under-
scored the diversity in our current society. We are beginning to focus more on this area of
cultural competence through workshops and academic courses. Although group workers
have always had the mission to be inclusive and respectful of all racial and ethnic groups
and to promote intercultural understanding, we need to articulate more clearly concepts
that apply to diversity. We need to be more specific in addressing cultural factors that affect
particular racial and ethnic populations. For example, familism and cultural assimilation are
two concepts currently in use to examine diverse populations. In group work, we also need
to consider the complexities of heterogeneous racial and ethnic composition as people meet
together. Practice principles for cultural competence must be built on an empirical founda-
tion as we gather data from and about diverse ethnic and racial groups. Practice wisdom is
critical given that people’s identities are not determined by any one attribute, such as gender
or ethnicity, but are an amalgam of many different attributes, including age, physical ability,
and social class. Evidence about one group must be put into perspective by the group
worker with each new group. Thus the ways people seek to give and take help in groups are
complex and not easily understood.
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Practice Research

We must begin to create a strong empirical foundation for group work practice. We must,
consequently, increase our productivity and our ability to conduct research relevant to the
practice of group work. Four issues on which we must simultaneously work are: (1) the
training of researchers, (2) the development of appropriate research methodology, (3) the
nurturing of a research–practice partnership, and (4) the translation of research findings
into practice language. The scope of this research agenda calls for a broad range of ap-
proaches, including qualitative and quantitative methods, ethnography, experimental re-
search, and action research.

We need to build a cadre of trained researchers who are interested in studying group work
processes and outcomes. Although our capacity is growing, still, at the current time, our abili-
ties are limited. We need to increase the number of persons interested in doing research on so-
cial group work practice, and we need to foster an interest in intervention research, so that our
findings are more directly applicable to the practice world. We need to create a climate in which
an interest in testing and refining practice principles is valued and rewarded.

The second task in the empirical area relates to research methodology—design and
measurement issues—and several chapters in this handbook relate to these issues. We need
to promote research designs that capture real-life practice situations and that also give us an
accurate assessment of effectiveness. We need to go beyond practitioner descriptions and
free-flowing subjective evaluations to well-developed ethnographies and well-formulated
evaluations. We need to listen to those who are sophisticated about intervention research
and to carry out more systematically conducted pilot studies. We then need to conduct stud-
ies in which we rigorously test our interventions in several sites, but few enough so that in-
tervention and data collection can be carefully monitored. We need to train researchers in
both quantitative and qualitative methods of data collection, researchers who can decide
which method or combination of methods to use to answer the research question at hand.
We need to use comparison and wait-list groups when we cannot randomly assign partici-
pants to a control group condition, and we must devise and be open to new variations in re-
search designs.

Measurement tools to study both group processes and outcomes are also of method-
ological importance. We do not have enough validated measures that adequately capture the
processes that occur in our group interventions, processes such as cohesion and supportive
interactions. We also need to develop more valid and reliable measures of individual and
group outcomes. Although the currently published measures may fit or approximate out-
comes that are related to our goals of service, these measures often do not pinpoint the spe-
cifically stated goals of our interventions.

A third issue for empirical research in social group work is that of the extent and types
of collaboration between practitioners and researchers. Practice research must be relevant to
practitioners. The best way to begin to make this happen is to use methods from action re-
search to involve practitioners in all phases of the research process. They need to be involved
in the choice of research questions, in the selection of research sites and of research method-
ology, in the conduct of the interventions, in the evaluation of process and outcome, and in
the interpretation of findings for practice. In essence, we need to draw on group workers’
knowledge, skill, and experience. Practitioners, too, have the responsibility for creating a
hospitable climate for intervention research by participating in the research, following the
agreed-upon plan, cooperating in the collection of data, engaging in interpretation of data,
and, of course, using the findings in their group work practice.
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Finally, researchers need to be able to translate the findings of their research into the
language of the world of practice. Involving practitioners, they need to be able to interpret
the findings, translate them into practice principles, and disseminate these principles. Re-
searchers often complain that practitioners do not pay attention to research and that they do
not read the literature. It is essential that we articulate the implications for practice of our
research findings and publish and teach practice principles in a usable form.

Although the traditional focus of intervention research has been in clinical settings,
these suggestions are equally applicable to groups in organizations and communities. The
use of groups for purposes of community action and organizational functioning is signifi-
cant. The chapters on work with organizations and communities provide some examples of
how multiple case studies, ethnography, and other qualitative methods can be used to study
and understand these forms of group work. An important challenge for our field is to con-
tinue to develop research-based group methods for work on the organizational and commu-
nity levels.

The reverse is also true—that researchers may not adequately appreciate what has been
termed “practice wisdom.” This represents information that practitioners convey to each
other about what they have done and “what works.” Through these means, a set of group
work practice principles have evolved out of practice, and we have a great deal of respect for
these principles.

To summarize, the areas of challenge we have addressed and to which we hope this vol-
ume contributes are (1) the challenge of using technology for group work practice, (2) the
challenge of creating more specific group work practice theory, and (3) the challenge of in-
creasing the empirical base of group work practice.

We believe that those of us in practice and those of us in research can work together to
meet these challenges. We can flourish in an environment that supports both the group work
practitioner and the social work researcher, that respects the worlds of practice and of aca-
demia, that encourages interchange, and that values what each person has to bring to the
common pursuit of effective group work practice. We need a perspective of mutual esteem
and cooperation. We must draw on the legacy of luminaries, such as the authors of the
chapters in this book. With a spirited devotion to practice and to research, we believe that
group work can meet the challenges we face in building a practice theory anchored in re-
search and open to new and exciting possibilities for expanding services.

NOTE

1. We are not restricting ourselves here to groups for individual problem solving but also refer here to
all groups, including committees, task forces, and so on.
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Part I

Theoretical and
Philosophical Foundations

Group workers draw from a number of theoretical and philosophical frameworks in
developing their practice principles. It would take a volume in itself to present all of these in
depth. We have chosen, therefore, to highlight the main components of these frameworks in
enough detail for the reader to understand these foundations and to assess the adequacy of
practice paradigms in terms of their attention to relevant theories, propositions, empirical
findings, and concepts.

The first two chapters of this book present theoretical material from somewhat differ-
ent standpoints. Chapter 1 presents important information from the field of group dynam-
ics. This chapter discusses many of the theories that are used to understand the processes
and other conditions that occur within groups, such as group development, the ways mem-
bers influence one another, communication patterns, and various group structures. Chapter
2 seeks to place the group within the broader sphere of the organizations and other systems
that surround the group. This kind of understanding is necessary, as all groups influence
their social environments and are, in turn, influenced by them.

The next three chapters in this section present important value-related and other philo-
sophical considerations that group workers should heed. One chapter on ethics and values of
importance to group work portrays the ethical principles that distinguished social work
practice with groups throughout its history (Chapter 5). This chapter also considers issues that
were not anticipated by group work pioneers, issues that grow out of such contemporary
phenomena as the current legal environment and the use of modern technological inventions.
A very important contemporary principle is that group work should be empowering, as
members take on the challenge of changing oppressive conditions. We, therefore, commis-
sioned a chapter exclusively devoted to empowerment issues in group work (Chapter 4).

We recognized that knowledge and philosophy are very much responsive to the locale
and the concomitant cultural context in which group work is practiced. Consequently, we
have included a chapter that examines group work practice and education as it occurs
around the world and that portrays some of the similarities and differences in group work in
different nations with different needs, languages, and cultures (Chapter 3).
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Chapter 1

Group Dynamics

RONALD W. TOSELAND
LANI V. JONES
ZVI D. GELLIS

This chapter focuses on group dynamics. We review group dynamics in five domains
and examine group dynamics within the context of group development.

There are many theories about the development of group dynamics, but fundamental to
all of them is the notion of groups as social systems. A system is composed of elements in in-
teraction. When group members interact with each other, they form a social system, with at-
tendant group dynamic processes. Group dynamics are the forces that emerge and take
shape as members interact with each other over the life of a group. These dynamic forces are
the product of both the here-and-now interactions of group members and what members
bring to the group from the larger social environment.

THE IMPORTANCE OF GROUP DYNAMICS

An understanding of group dynamics is essential for effective practice with any type of task
or treatment group. Failure to pay careful attention to group dynamics can lead to unpro-
ductive meetings and dissatisfied members. In extreme cases, such as the mass suicide at
Jonestown, group dynamics gone awry can have serious consequences for individual mem-
bers or the group as a whole (Galinsky & Schopler, 1977; Smokowski, Rose, & Bacallao,
2001; Smokowski, Rose, Todar, & Reardon, 1999). Moreover, with the increasing multicul-
tural diversification of this society, these dynamics are likely to remain a major concern for
group workers (Jones, 2000). Groups that do not consider racial, ethnic, and cultural vari-
ables may present significant consequences for racially and ethnically diverse members.
Therefore, throughout this chapter we consider the impact of racial, ethnic, and cultural
variables on group dynamics.

To practice effectively with groups, social workers should be able to (1) understand
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group dynamic processes as they emerge during the ongoing interaction of group members,
(2) consider the impact of these dynamics on members from different racial/ethnic and so-
cioeconomic backgrounds, (3) assess the impact of emerging dynamics on current and future
group functioning, and (4) guide the development of group dynamics that facilitate member
participation and satisfaction while simultaneously enabling the group to achieve its goals.

CONCEPTUALIZING GROUP DYNAMICS

Group dynamics can be conceptualized as falling within the following five domains: (1)
communication processes and interaction patterns, (2) interpersonal attraction and cohe-
sion, (3) social integration and influence, (4) power and control, and (5) culture. A concep-
tual framework of group dynamics is an important heuristic device for workers seeking to
assess and understand how any group works. A conceptual framework enables workers to
identify and understand group dynamics as they emerge during interaction. Since the 1940s,
many scholars have attempted to conceptualize and categorize group dynamics. Some of the
most notable include Bales and colleagues (Bales, 1950; Bales, Cohen, & Williamson,
1979), Cartwright and Zander (1968), Forsyth (1999), Hare, Blumberg, Davies, and Kent
(1995, 1996), Lewin (1951), McGrath (1984), Nixon (1979), Olmstead (1959), and Par-
sons (1951). The conceptualization of group dynamics presented in this chapter is based on
the work of Toseland and Rivas (2001), but it also draws heavily on the work of these schol-
ars. The chapter gives special attention to racial and ethnic variations so that group work
practitioners can develop and lead effective multicultural groups. Because group dynamics
are not static over the life of the group, they change as the group develops; thus this chapter
also includes a section on models of group development.

COMMUNICATION PROCESSES AND INTERACTION PATTERNS

Communication processes and interaction patterns are fundamental group dynamics. They
are the components of social interactions that influence the behavior and attitudes of group
members. As a process, communication involves the transmission of a message from a
sender to a receiver. According to Toseland and Rivas (2001), communication includes (1)
the encoding of perceptions, thoughts, and feelings into language and other symbols by a
sender; (2) the transmission of language and symbols verbally, nonverbally, or virtually; and
(3) the decoding of the message by the receiver.

Communication can be verbal, nonverbal, or virtual. Face-to-face group members ex-
perience both verbal and nonverbal communications, whereas members of telephone groups
experience only verbal communications, and members of computer groups experience only
virtual communication. Communication can also be synchronous (i.e., back and forth in
real time) or asynchronous. Asynchronous communications occur in computer groups when
members may respond to messages long after they are posted.

Whenever group members are communicating, they are sending messages that have
meanings. Effective leaders listen hard for the meaning in messages. In face-to-face groups,
members are always communicating, because even if they are not communicating verbally,
their nonverbal behavior is observable and communicating something. In telephone and
computer groups, nonverbal communication is absent. The greater anonymity due to the
lack of face-to-face contact in telephone and computer groups has important implications
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for the way members communicate in these groups. For example, it has been pointed out
that salience of race and socioeconomic issues is reduced and greater privacy is afforded to
stigmatized individuals (Schopler, Abell, & Galinsky, 1998; Smokowski, Galinsky, &
Harlow, 2001). A discussion of telephone and computer groups can be found in Toseland
and Rivas (2001).

Although meaning is communicated in every message, it is important for workers to be
aware that problems in sending or receiving messages and transmission problems can distort
or obfuscate the intended meaning of messages. For example, the sender of a message may
be unclear or ambiguous. The receiver of a message can suffer from selective perception or
completely block out a message. Communication can also be distorted in transmission.
Noise and other distractions within or outside of the meeting room (or on computers or tele-
phones) can cause distortions.

Language barriers can sometimes interfere with effective communication in groups.
Language often reflects social attitudes. It shapes thoughts and attitudes and guides thinking
patterns and the expression of ideas. The roles that language plays in human interaction
within the context of human diversity can encourage or discourage individual efforts and
can influence whether groups and communities attain optimal health and well-being (Ander-
son & Carter, 2003). The use of standard English to communicate may unfairly discriminate
against those from bilingual backgrounds. In particular, the bilingual backgrounds of many
Asian Americans, Latinos, and Native Americans may lead to misunderstanding or alien-
ation (Sue & Sue, 1999). For example, Gray-Little & Kaplan (2000) point out that white
Americans had a significantly higher rate of verbal participation in groups than did Asian
Americans, Native Americans, and Mexican Americans of similar educational background.
Because higher levels of participation may reduce attrition, yield greater changes in self-
esteem, and reduce questions about the value of involvement in groups, lower levels of
verbal participation raise troubling questions about therapeutic outcomes for minority
members of multicultural groups. When English is a second language, care should be taken
to insure that members are able to understand what is being said in the group. In addition to
accents and dialects that can sometimes interfere with clear communication, the meanings of
many words are culturally defined. Thus care should be taken to clarify the meaning of mes-
sages in groups with members from different cultural and racial/ethnic backgrounds.

The most effective way to ensure that the meaning of the sender is understood by the
receiver is for the receiver to provide feedback about that meaning he or she understood.
Thus statements such as “Did I understand you correctly?” or “Let me make sure I under-
stand what you are saying” help to prevent distortions in communication. Toseland and
Rivas (2001) suggest that effective feedback should (1) describe the content of the communi-
cation as it is perceived by the member, (2) be given to the member who sent the message as
soon as the message has been received, and (3) be expressed in a tentative manner so that it
is clear that the feedback is intended to clarify the original message rather than confront or
attack the sender.

Interaction patterns are also fundamental group dynamic processes. Some common in-
teraction patterns include (1) the maypole, in which the leader is the central figure and most
communication occurs from member to leader or leader to member; (2) the round robin, in
which members take turns talking; (3) the hot seat, which features extended interaction be-
tween the leader and a member; and (4) the free-floating pattern, in which all members
freely communicate. Although much of the group dynamics literature on interaction pat-
terns focuses on the degree of centralization of communication, in most therapeutic social
work groups, group-centered rather than leader-centered interaction patterns are valued be-
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cause they help to insure the full participation of all members. It has been pointed out that,
even in task groups such as teams, reciprocal interdependence often warrants decentralized
communication networks (Stewart, Manz, & Sims, 1999).

Interaction patterns are affected by members’ proclivity to communicate. Some mem-
bers are more outgoing than others and take more opportunities to communicate. Interac-
tion patterns are also affected by verbal and nonverbal cues. Praise and other supportive
comments, eye contact, and other expressions of interest tend to elicit more communication.
The status and power relationships within the group also affect interaction patterns. Higher
status members tend to communicate more than lower status members. Interpersonal attrac-
tion and the emotional bonds that form between members also influence interaction pat-
terns. For example, members of subgroups tend to interact more with each other than with
other group members. The size of the group also affects interaction. In general, the smaller
the group, the more chance there is for each member to communicate. Physical arrange-
ments can also have an important impact on interaction patterns. Many factors, such as
how chairs are arranged, whether a conference table is used, the size of the room, and
whether the environment is comfortable and private should be considered.

Workers may want to reduce communications from talkative members or encourage re-
served members to talk. Pointing out interaction patterns is often sufficient to bring about
change, but other methods may also be used. For example, reserved group members may
benefit from go-rounds because they are expected to speak when it is their turn. Selective at-
tention, clues, and reinforcement also can be used to change interaction patterns. By ac-
knowledging and praising selected communications, workers can draw out reserved mem-
bers. By directing communication to others, workers can reduce the communication of
dominant members. Giving members specific roles or tasks, changing seating arrangements,
and asking members to break into subgroups are other methods that can be used to change
interaction patterns.

Subgroup formation occurs naturally in all groups, because members do not all interact
with equal valence. Interpersonal attraction, emotional bonds, and interest alliances are
stronger among some members than others. Subgroups can take the form of dyads, triads,
or cliques. Also, there can be isolates, who are not attached to subgroups, and scapegoats,
who receive negative attention and criticism from the group. Subgroups usually are not a
problem in groups unless such a strong alliance is formed among subgroup members that it
threatens to supersede their allegiance to the group as a whole.

An important process in group work is changing the way individuals accept and inter-
act with each other. This change can be accomplished by helping members to increase their
personal honesty and to become more aware of their own attitudes and feelings toward peo-
ple who are different from them. Groups can be structured so that minority members feel
comfortable without having their values ignored, minimized, or challenged. Developing
norms that celebrate and embrace diversity are one way to accomplish this objective (Han
& Vasquez, 1995).

INTERPERSONAL ATTRACTION AND COHESION

Interpersonal attraction contributes to subgroup formation and to the level of cohesion of
the group as a whole. Several factors contribute to interpersonal attraction. Proximity in-
creases interaction among people, which, in turn, often increases attraction. Therefore, just
the physical act of meeting together helps to form bonds among members. However, prox-
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imity alone is usually not sufficient for interpersonal attraction to occur. In research done al-
most half a century ago, Newcomb (1960, 1961, 1963) showed that interpersonal attraction
is fostered by similarity (i.e., we tend to like people who are similar to us). We can also be
attracted to people who are dissimilar to us if they complement our personal qualities in
some way (Forsyth, 1999).

Other factors also contribute to interpersonal attraction—for example, acceptance and
approval. Thus, group members who are accepting and positive and those who praise others
for their contributions tend to be viewed as interpersonally attractive. Reciprocity also fre-
quently operates in these situations, so that positive accepting behavior begets positive, ac-
cepting responses.

Compatibility in member expectations also tends to promote interpersonal attraction.
Members are often attracted to those who engage in group interactions that meet their ex-
pectations. For example, if high disclosure is expected, a member who discloses deeply is
more likely to be found to be interpersonally attractive than a member who is reserved. Sim-
ilarly, members who fulfill the unmet needs of others in the group will also frequently be
found to be interpersonally attractive. For example, if the group desires a strong leader, the
member who demonstrates strong leadership capacities is generally viewed as interperson-
ally attractive by the other members of the group.

Group cohesion is the sum of all the forces that are exerted on members to remain in
the group (Festinger, 1950). Interpersonal attraction is just one of the building blocks of
group cohesion. In addition to interpersonal attraction, other factors contributing to cohe-
sion include (1) satisfaction of members’ needs for affiliation, recognition, and security; (2)
resources and prestige that members believe will be garnered through group participation;
(3) expectations about the beneficial consequences of the work of the group; and (4) positive
comparison of the group with previous group experiences (Cartwright, 1968).

Groups satisfy members’ needs for affiliation, recognition, and security in many ways.
Individuals who are lonely or isolated, for example, often find that groups provide opportu-
nities for socialization that are unavailable to them in other contexts. People are also at-
tracted to groups that recognize their accomplishments, that foster their sense of compe-
tence, and that build their self-esteem. Similarly, when members’ contributions are valued
and when they feel that they are well liked by the other members of the group, they are more
likely to place a high value on participating in the group. For example, leaders may provide
an overwhelmed African American single father with culturally relevant parenting informa-
tion or referrals. Here, the sharing of relevant cultural information validates unique multi-
cultural parenting needs, informs mutuality, and reinforces cohesion of the group.

Access to resources and prestige also tends to make groups cohesive. Groups that give
members access to resources they might not otherwise have are attractive. Members may de-
velop new contacts with high-status members who might also help them outside of the
group. Being a part of a group that has the power to make important decisions can raise
member’s status and prestige within the sponsoring organization. Cohesion is enhanced
when members feel that they are working on important issues that they can influence. Con-
versely, when members feel that their input is being ignored or that it is ineffectual, they are
not likely to feel strongly connected to the group or the people in it.

Members tend to compare their experiences in a group with their experiences in
other groups. When studying cohesion in groups, Thibaut and Kelley (1959) found that
members’ continued desire to stay in a group was based on the satisfaction derived from
participating in the group compared with other alternatives, what they called the “com-
parison level for alternatives.” Thus members who are satisfied with a group and who do
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not think that they will be more satisfied participating elsewhere will tend to remain com-
mitted to the group.

Members’ reasons for being attracted to a group affect how they act in it. For example,
members who are attracted to a group primarily because of the prestige it brings to them are
not likely to initiate controversial or difficult topics that might affect their status in it. Simi-
larly, members who join a group primarily for the opportunity it provides for social interac-
tion tend to engage in more off-task conversations than those who join a group because of
the important work it is charged to accomplish.

The level of cohesion in a group also influences members’ behaviors in many different
ways. After reviewing the clinical and research literature, Toseland and Rivas (2001) noted
that high levels of cohesion have been associated with many beneficial group-member be-
haviors, such as greater (1) perseverance toward group goals, (2) willingness to take respon-
sibility for group functioning, (3) willingness to express feelings, (4) willingness to listen,
and (5) ability to use feedback and evaluations.

High levels of group cohesion have also been associated with positive outcomes. These
include (1) greater satisfaction with the group experience; (2) higher levels of goal attain-
ment by individual group members and the group as a whole; (3) greater commitment to the
sponsoring organization; (4) increases in members’ feelings of self-confidence, self-esteem,
and personal adjustment; and (5) higher levels of meeting attendance and an increased
length of participation.

Despite the many beneficial aspects of high levels of group cohesion, it can also have
some negative consequences. For example, high levels of cohesion can lead to dependence
on the group. This can be a particular problem in support and therapy groups in which
members have severe mental health or substance abuse problems and poor self-images. Co-
hesion can also lead to a level of conformity that detracts from the work of the group. For
example, members may remain silent rather than share helpful information, ideas, and
thoughts because they believe these may be contrary to what the majority wants to hear.

Conformity can become pathological when members’ fears of losing status or being
ostracized prevent them from voicing innovative but unpopular ideas or from raising the
possibility that negative consequences may result from actions being contemplated by the
group. Janis (1972, 1982), for example, noted that pathological cohesion is one ingredient
of groupthink. The members’ striving for unanimity and acceptance within the group can
become so great that it overrides their motivation to think independently and to realistically
appraise alternative courses of action (Janis 1972, 1982). Thus, while promoting group co-
hesion, workers should strive to preserve members’ individuality. Workers can do this by
guiding groups to develop norms that encourage the free and open expression of ideas and
opinions and that value the expression of divergent opinions and ideas.

SOCIAL INTEGRATION AND INFLUENCE

Social integration refers to how members fit together and are accepted in the group. Norms,
roles, and status are group dynamics that promote social integration by influencing how
members behave. These dynamic processes set out members’ places within the group. They
lend order and familiarity to group processes, helping to make individual member’s behav-
iors predictable and comfortable for all. Norms, roles, and status help groups to avoid ex-
cessive conflict and unpredictability, which can, in turn, lead to chaos and the disintegration
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of the group. Groups cannot function effectively without a fairly high level of social integra-
tion of members. Social integration helps to build unanimity about the purposes and goals
of the group, helping the group move forward in an orderly and efficient manner to accom-
plish work and achieve its goals.

Many years ago, Deutsch and Gerard (1955) postulated two forms of social influence:
normative influence and informational influence. Normative influence is the desire to meet
other people’s expectations and to be accepted by others. Informational influence is accept-
ing and being persuaded by information provided by others.

Too much conformity and compliance, resulting from the strong social influences of
norms, roles, and status hierarchies, can also lead to groupthink. This can have negative
consequences for group productivity because members’ individual creative and intellectual
contributions are suppressed. At the same time, a certain amount of predictability, confor-
mity, and compliance is necessary to enable members to work together to achieve the goals
of the group. Thus it is important for group workers to understand and manage the norms,
roles, and status hierarchies that are associated with social integration and influence so that
a balance can be achieved between too little and too much conformity.

Norms are shared beliefs and expectations about appropriate ways to behave in social
situations, such as a group (Toseland & Rivas, 2001). Norms are rules about what consti-
tutes valued, preferred, and acceptable behavior within the group. Norms can be overt and
explicit or covert and implicit. A group leader who states that the group will begin and end
on time and then follows through on that rule each week is developing an explicit group
norm in an overt fashion. In contrast, a covert, implicit norm might develop for members of
a couples group to avoid any discussion of their sexual satisfaction with their partner or of
infidelity. The norm is “we don’t talk about those kinds of things in this group.”

Norms also vary by the extent to which they are perceived to be binding on all mem-
bers of the group. When a norm is highly binding, violating it often means severe sanction.
Norms also vary by degree of salience for individual members. Some members may perceive
norms whereas others may not perceive them at all, and some members may perceive that a
particular norm is more binding than other members do.

Norms develop slowly in the group as members experience what is valued and pre-
ferred behavior through group interaction. Therefore, it is important for workers to be cog-
nizant of the development of norms, especially in the beginning, and to help the group avoid
developing norms that will reduce member satisfaction or prevent the group from achieving
its goals. Workers can share perceptions about group norms and suggest ways in which
norms could be changed to promote the growth of the group and its members. Roles are
shared expectations about the functioning of individual members of the group. Whereas
norms are shared expectations about appropriate and valued behavior by all members of the
group, roles define how individual members are expected to perform with respect to the
work of the group. Roles help to insure a division of labor when working on group goals.
Members can take on many different roles in a group. Many years ago, Benne and Sheats
(1948) developed a typology of group roles that included (1) task roles, such as the coordi-
nator and the information seeker; (2) socioemotional roles, such as the encourager and the
harmonizer; and (3) individual roles, such as the aggressor and the help seeker.

Special attention should be given to norm development in culturally diverse groups. Es-
pecially when minority members are significantly underrepresented, conscious and uncon-
scious group dynamics of mainstreaming and devaluation of differences can undermine
needed therapeutic work (Han & Vasquez, 1995). Being the only racial/ethnic minority, gay,
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or female can be isolating and may make it difficult to relate to others in the group. Minor-
ity members may question their own judgment. They may also feel inferior or pressured to
agree with the majority. For these reasons, minority members may derive less benefit from
the group (Fenster, 1996).

It is helpful for the group to have some members who take on roles that facilitate task
accomplishment and other members who take on roles that meet members’ socioemotional
needs. Thus members who keep the group on task, who are empathic, and who inject humor
all help the group develop in a positive fashion. Members who take on other roles, such as
monopolizers, jesters, scapegoats, or aggressors, can be problematic for the effective func-
tioning of the group. Leaders should take the time to analyze the roles that members play in
the group and help members to take on roles that promote social integration and that sup-
port effective group functioning.

Status refers to the ranking of importance of members of the group relative to each
other. Status is determined by the prestige, power, position, and expertise members bring
with them to the group and by the contributions members make to the work of the group.
Because a group member’s status is measured in relationship to other members, it may
change when other members join or leave the group. Status is also determined by the situa-
tion. Members’ status may change depending on the extent of their contributions to various
aspects of the work of a group. For example, when a group is focused on health issues, the
status of a group member who happens to be a nurse may increase.

Status hierarchies have a good deal of influence on social integration within groups. For
example, low-status members are the least likely to conform to group norms and to perform
up to role expectations because they have less to lose by deviating from expected behavior.
Therefore, low-status members have the potential to be disruptive of productive group pro-
cesses. The leader should provide opportunities for low-status members to contribute to the
group so that they can become more socially integrated and achieve a higher status. Me-
dium-status members tend to conform to norms and roles so that they can retain their status
or achieve a higher status. High-status members generally conform to norms and role expec-
tations when they are establishing their position, but they have more freedom to deviate
from established norms once their high-status positions are established. Thus high-status
members can be an important force in changing norms that are counterproductive for
achieving group goals.

Norms, roles, and status are important components of the social influence that
groups have on members. The well-known early studies by Sherif (1936), Newcomb
(1943), and Asch (1952, 1955, 1957) clearly demonstrated that the views of individual
group members are influenced by majority opinion. Members with minority points of
view, however, can also influence the majority. In a series of experiments, Moscovici and
colleagues, for example, showed that a small number of vocal and persistent confederates
were able to have some influence on the views of the majority who held differing opin-
ions (see, e.g., Moscovici, 1985, 1994; Moscovici & Lage, 1976; Moscovici, Lage, &
Naffrechoux, 1969).

Forsyth (1999) has pointed out that those with minority opinions are more likely to be
heard if they (1) offer compelling and consistent arguments, (2) are assertive about the im-
portance of listening to their opinion, (3) appear confident rather than rigid or close-
minded, (4) are flexible and able to grant small concessions to the majority, and (5) confront
majorities that are not certain about their positions. Therefore, members with minority
opinions can have an important voice when their arguments are well reasoned and persua-
sive, especially in groups in which open-mindedness is a valued norm.
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POWER AND CONTROL

Power and control are often uncomfortable subjects for social workers, who frequently pre-
fer to talk about their work in terms of empowerment, facilitation, mediation, mutual aid,
partnership, or relationship building. Despite this, the power of the designated leader of a
group is undeniable. There are at least two types of power, attributed power and actual
power. Attributed power comes from the perception of people within and outside the group
about the worker’s ability to be an effective leader. Attributed power comes from such
sources as professional status, education, organizational position experience, boundaries be-
tween worker and member roles, fees paid for group participation, and so forth. Actual
power refers to a worker’s resources for changing conditions within and outside the group.

French and Raven’s (1959) classic analysis suggests that leaders can draw on seven
power bases: (1) connection power—the ability to draw on the resources of influential peo-
ple and organizations; (2) expert power—having the knowledge to help the group achieve a
particular goal; (3) information power—possessing information that is needed by the group;
(4) legitimate power—holding an official position and the authority, rights, and privileges
that go with that position; (5) reference power—being liked and admired by group mem-
bers; (6) reward power—the ability to offer social or tangible rewards; and (7) coercive
power—the ability to sanction, punish, or deny access to resources, rewards, and privileges.

The power and control of group leaders are especially visible in early group meetings,
when members direct most of their communications to the leader rather than to each other.
Still, the power of leaders should not be underestimated at any point in the life of a group.
In a series of laboratory experiments, Milgram (1974) showed that people will follow orders
given by authority figures even after they are given cues that following orders might cause
harm. Although questions have been raised about the validity of Milgram’s experiments
(Forsyth, 1999), a good deal of evidence from other research supports his pioneering find-
ings.

Attention should also be paid to the roles of power and powerlessness in multicultural
groups. In the multicultural encounter, leaders must be aware of how they manage feelings,
perceptions, and attitudes about power and authority in relation to their own group status.
A lack of personal and group understanding of power dynamics on the part of the leader
can affect group process and outcome. This absence may provoke certain feelings of alien-
ation and anxiety for minority group members and send a message that they are not compe-
tent to join in the group process. It is important that group leaders not only develop self-
awareness but also promote empowerment and self-empathy to reduce the internalization of
feelings of a devalued and powerless ethnic identity for all members (Hopps & Pinder-
hughes, 1999; Jones, 2000).

A certain amount of power and control is needed in groups to maintain orderly and ef-
ficient group meetings and motivated members. Leaders, for example, can use power and
control constructively by helping the members to overcome motivational problems. Mem-
bers can lose motivation for many reasons, but three of the better known reasons are social
loafing, free riding, and the sucker effect (Levi, 2001). “Social loafing” is a term used to de-
scribe a reduction in individual motivation and contributions when working in a group
rather than alone (Latané, Williams, & Harkins, 1979). Those who think their contribu-
tions are not important and who know they will receive their share of the rewards regardless
of their level of input have been called “free riders” (Sweeney, 1973).

There is also the ”sucker effect,” in which good performers slack off so as not to be
taken advantage of by those who are less talented or less motivated (Johnson & Johnson,
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2000). Leaders can set up incentive systems and use other power and control mechanisms to
help avoid these motivational problems. For example, social loafing and free riding can be
avoided or undone by increasing a member’s personal stake in the group. To do this, leaders
can help members to perceive the meaningfulness of the task, how they will personally bene-
fit from being actively engaged, and how their active engagement will benefit others.
Making the group smaller, clarifying group rules, setting high standards, being a role model,
helping members to believe that their fellow group members are capable and willing to con-
tribute, and helping the group as a whole to feel that it is efficacious are some other ways to
reduce social loafing and free riding.

Power and control are often associated with the designated leader, but to insure the ac-
tive involvement and commitment of members, it is essential for designated leaders to share
power and control as the group progresses. This principle recognizes that members also can
have power and control over each other. Toseland and Rivas (2001) suggest that this can be
done by (1) encouraging member-to-member rather than member-to-leader communica-
tions, (2) insuring that members have input into the agenda for group meetings and the di-
rection the group will go in future meetings, (3) supporting indigenous group leaders as their
attempts at leadership emerge during group interaction, and (4) encouraging attempts at
mutual sharing and mutual aid among group members. Members can also be empowered by
encouraging them to take on leadership roles in subgroups that work on specific tasks be-
tween meetings, by recognizing their special skills and talents, and by praising and reward-
ing them for their active involvement in the work of the group.

Early studies of group leadership emphasized the benefits of democratic leadership as
compared with autocratic and laissez-faire leadership (Lewin & Lippitt, 1938; Lewin,
Lippitt, & White, 1939). Over the years, leadership studies have become more sophisticated.
Transactional models of leadership that emphasize rewards, punishments, cost–benefit
ratios, and the coercive power of the “carrot and the stick” were developed. These models
have largely been replaced with charismatic and transformational leadership models (Bass,
1995; Conger & Kanungo, 1998; House & Aditya, 1997; Shamir, House, & Arthur, 1993).
The components of transformational leadership include (1) vision, (2) inspiration, (3) role
modeling, (4) intellectual stimulation, (5) meaning-making, (6) appeals to higher order
needs, (7) empowerment, (8) setting of high expectations, and (9) fostering collective iden-
tity (Conger, 1999).

Transformational leadership models emphasize the role of the leader as a charismatic
role model who helps members to overcome self-interest and perceive larger group and or-
ganizational goals ( Alimo-Metcalfe & Alban-Metcalfe, 2001; Bass, 1985; Bass & Avolio,
1994). Transformational leaders encourage member autonomy and individuality in pursuing
group and organizational goals. They encourage members to question assumptions, to ap-
proach problems and old solutions in new ways, to reframe problems as opportunities, and
to be creative and innovative problem solvers (Alimo-Metcalfe & Alban-Metcalfe, 2001).
Transformational leaders use their power bases, but they do so while inspiring members
with visionary leadership as to what is possible and appealing to members’ altruistic motives
to transcend their own self-interests for the good of the group and the organizational spon-
sor (Bass & Avolio, 1994). They are focused on inspiring and empowering members rather
than on inducing compliance (Conger, 1999). A recent study of 47 work groups suggests
that transformational leadership is associated with empowerment of members, cohesiveness,
and perceived group effectiveness (Jung & Sosik, 2002). Other literature suggests that the
most effective leaders are charismatic individuals who promote safe, welcoming group envi-
ronments that avoid the extremes of aggressive confrontation of members or passive abdica-
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tion of leadership to aggressive group members (Kivlighan & Tarrant, 2001; Smokowski,
Rose, & Bacallo, 2001).

CULTURE

The culture of a group is defined by the values, beliefs, customs, traditions, and preferred
ways of doing business that are implicitly understood and shared by all group members.
Deeply held beliefs and assumptions that define a group culture emerge through interaction
over time. The values, preferences, and interpersonal styles of individual members that come
from their ethnic, cultural, and racial heritage, previous life experiences, and genetic disposi-
tion have to be blended together before a group culture develops. As members meet, they ex-
plore their value systems and interpersonal styles, searching for a common ground on which
to relate to each other. Valuing members from diverse backgrounds involves facilitating an
exploration of their ethnic and racial heritages and experiences, their attitudes about them-
selves, and how these attitudes and feelings affect their functioning. It also involves leaders’
actively generating a set of group norms that are consonant with the cultural values and per-
spectives of all group members (Tsui & Schultz, 1988). As a result of this process, a com-
mon set of assumptions, values, and preferred ways of doing business emerge, forming the
group’s culture.

Levi (2001) views culture as having three levels of depth. On the surface level are sym-
bols and rituals that display the culture of the group. At a deeper level, culture is displayed
in the styles and approaches that group members use when interacting with each other. For
example, the way conflict or competition is handled in a group says much about its culture.
The deepest level of culture consists of core ideologies, values, and beliefs held in common
by members of the group (Levi, 2001).

The culture of a group is also determined, in part, by the sponsoring organization, the
community, and the larger society. Groups take on some of the dominant values and traits of
these larger social systems. The influence of these systems depends on the nature and extent
of their interactions with the group. When a group is dependent on an organization for its
sanction and its resources, it is particularly likely to take on the dominant culture of the or-
ganization. For example, a team or a governance committee is more likely to take on the
culture of an organization than is a self-help group sponsored by the same organization.
Similarly, a sports team sponsored by a neighborhood community center is more likely to
take on the cultural values of the larger society than is a gang that meets in a private loca-
tion.

Multicultural differences are also salient interpersonal factors that have significance for
the group culture. Traditionally, group processes have reflected the European and American
values of individualism, independence, competiveness, and achievement. These values are
different from the values of humility and modesty that are dominant in some other cultures.
A potential consequence is the worker’s insensitivity to group members with other racial/
ethnic backgrounds. This insensitivity has the potential to negatively affect group dynamic
processes in the whole group.

Racially and ethnically diverse groups tend to have their own cultural attributes, values,
and experiences because of their unique histories. Cultural experiences of group survival, so-
cial hierarchy, inclusiveness, and ethnic identification influence the way members interact
with one another in the group. Members’ expectations and goals in a multicultural group
vary widely. They significantly influence the dynamics of the group (Hopps & Pinderhughes,
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1999; Matsukawa, 2001). To be effective with all group members, the group leader should
be sensitive to racial/ethnic and socioeconomic differences, should understand the effect of
these differences on group dynamics, and should translate this knowledge into culturally
sensitive modes of program development and service delivery (Davis, Galinsky, & Schopler,
1995).

A distinct culture tends to emerge more quickly in groups that are homogeneous. When
members share similar values and life experiences, their unique perspectives blend more
quickly than in groups with diverse membership. For example, a caregiver support group
made up of the spouses of frail veterans tends to form a distinct culture more quickly than
does a caregiver support group made up of both spouses and adult children who are caring
for frail older persons who have not all shared military service. Conversely, heterogeneous
groups include multiple opportunities to provide and receive diverse feedback (Merta,
1995), to develop more knowledge and understanding of oneself and others (Avila & Avila,
1988), and to develop the skills needed to relate to people with different backgrounds
(Fenster, 1996). However, if facilitated inappropriately, heterogeneous multicultural groups
run the risk of reenacting oppressive dynamics of invalidation, disempowerment, lack of
empathy, and mutuality (Han & Vasquez, 1995). Therefore, it is important that group lead-
ers be informed, attuned, and adept at processing the roles of race, culture, ethnicity, and
power (Pinderhughes, 1989).

Once a culture has developed, members who endorse and share in the group culture feel
at home, but those who do not feel isolated and alienated. For the isolated member, the
group is not a very satisfying experience. Isolated members are more likely to leave the
group because it does not meet their socioemotional needs. Feeling misunderstood and left
out is demoralizing and depressing. More extreme feelings of alienation can lead to rebel-
lious, acting-out behavior. For subgroups that are not part of the dominant culture, feelings
of isolation are often equated with feelings of oppression. Subgroups that feel repressed are
likely to rebel in various ways against the norms, roles, and status hierarchies that have been
established in the group. By providing individual attention to isolated members and by stim-
ulating all members to consider values that transcend individual differences, leaders can fos-
ter the full participation and integration of all group members into the life of a group.

GROUP DEVELOPMENT

As groups develop over time, group dynamic processes evolve. Many attempts have been made
to conceptualize these changes in stage models of group development. There is, for example,
the well-known model by Tuckman (1963): (1) forming, (2) storming, (3) norming, and
(4) performing. There is also the widely used model by Garland, Jones, and Kolodny (1976):
(1) preaffiliation, (2) power and control, (3) intimacy, (4) differentiation, and (5) separation.
For a more complete list of some of these models, see Toseland and Rivas (2001).

Beginning stages of group development are characterized by the formation of group dy-
namics. At first, members interact tentatively, establishing norms, roles, and status hierar-
chies, and a group culture slowly emerges through interaction. Before cohesion can develop,
social integration of members must occur. At first, the interaction is tentative and cautious,
with little conflict. Then, as members become more comfortable and emboldened, conflict
and resistance can occur. Members want to become a part of the group but at the same time
maintain their own identity and independence. While becoming socially integrated, mem-
bers explore and test roles, and they challenge developing norms and status hierarchies. En-
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countering some conflict is normal, and dealing with it is an important skill for a group
worker. Conflict resolution strategies can be found in many sources (see, for example,
Forsyth, 1999, or Toseland & Rivas, 2001). For instance, if racism is perceived in the early
stages of group development, cross-cultural issues can be frightening to explore. Anxiety ex-
perienced by group members often fosters stereotypical thinking and ego states that are rep-
resentative of less mature development. Group members often look to the group leader to
resolve the group’s discomfort. In this case, group leaders should promote interpersonal
skills in ways that build mutual connection and create norms that facilitate an exploration
of these difficult issues.

The middle stages of groups are characterized by an emphasis on work. Energy devoted
to developing cohesive group functioning and comfortable norms and productive roles in
earlier group meetings gives way to productive interaction during the middle stage of the life
of a group. Words such as intimacy, performance, and problem solving are frequently used
in models of group development to convey the emphasis in the middle stage on work and
goal achievement.

The ending stages of group development focus on the completion of remaining tasks.
Evaluations of the work of the group are conducted, and ending ceremonies are planned.
Task groups finish their business, make decisions, and produce the results of their efforts.
Therapeutic groups help members to reduce their emotional attachment to the group. They
also focus on methods for maintaining positive changes made during the group after the
group ends. While accomplishing these tasks, norms and roles may change, and the group’s
culture matures.

Stage models of group development are helpful in providing guidance to workers about
what might occur as a group develops. At the same time, each group is unique. Many fac-
tors affect a group’s development. Structural characteristics, such as whether a group is time
limited or has an open or closed membership, have an important impact on development
(Galinsky & Schopler, 1989). Similarly, the capabilities of group members and the support
of the sponsoring organization can also affect group development. Therefore, workers
should not assume that all groups follow the same developmental pattern. Stage models of
group development are good heuristic devices for understanding how group dynamics may
evolve over time, but the actual unfolding of group dynamics in a particular group can only
be ascertained by careful observation or by using one or more of the measures described in
the following section.

MEASURING GROUP DYNAMICS

The measurement of group dynamics is essential in understanding the behavior of individu-
als and of the group as a whole. Over the past two decades, several reviews have critically
examined group process and outcome instruments (Delucia-Waack, 1997; Fuhriman &
Barlow, 1994; Fuhriman & Packard, 1986). These instruments have been described as use-
ful in analyzing group therapy processes, group climate and therapeutic dimensions, and
interactions among group members. In this section, we present a brief sample of group
dynamics measures to acquaint group leaders and researchers with currently available stan-
dardized procedures for understanding group process. Our selected descriptions are in-
tended to be introductory, thus permitting readers to choose measures, review them in fur-
ther detail, and apply the most suitable instrument for their group work needs.

Forsyth (1999) describes a variety of observational methods available to the group
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work practitioner. Some practical measurement methods that involve observing and record-
ing of individual and group behaviors include participant observation and structured obser-
vational measures. One useful measurement system is interactional process analysis (IPA),
developed by Bales (1950). IPA is a structured coding system for classifying behaviors
among group members and is delineated by task and socioemotional activities. Forsyth
(1999) notes that IPA is valuable because it reports the frequency of occurrences of behavior
of group members and “makes possible comparisons across categories, group members, and
even different groups” (p. 33).

Group cohesion, engagement, and level of trust can be measured with the Group Cli-
mate Questionnaire (MacKenzie, 1983), a brief 12-item measure consisting of three scales:
Engagement, Differentiation, and Individuation. The Group Cohesiveness Scale (Budman,
Soldz, Demby, Davis, & Merry, 1993) explores group connectedness and openness to self-
disclosure and consists of six subscales (Withdrawal, Interest, Trust, Cooperation, Ex-
pressed Caring, and Focus) and one global scale (Cohesiveness). Another recently developed
instrument is the Groupwork Engagement Measure (Macgowan, 1997, 2000). It consists of
a 37-item scale comprosed of seven dimensions: group member attendance, contributions,
relations to members and to worker, contracting, and working on own and other members’
problems.

There are also tools to measure therapeutic group factors and group session outcomes.
The Therapeutic Factor Scale (Butler & Fuhriman, 1983), for example, examines the exis-
tence of therapeutic factors across group sessions. It is based on the work of Yalom (1995),
a leading scholar in group psychotherapy. Important group therapeutic factors delineated in
this model include catharsis, insight, interpersonal learning, and cohesion, all essential di-
mensions of group dynamics. Other scales for measuring group outcomes include the Group
Sessions Rating Scale (Getter, Litt, Kadden, & Cooney, 1992), practical for assessing the use
of various therapeutic interventions by both group members and facilitators of counseling
and psychoeducational groups; the Individual Group Member Interpersonal Process Scale
(Soldz, Budman, Davis, & Demby, 1993), for analyzing group interactions along 21 group
process dimensions; and the Interpersonal Relations Checklist (Shadish, 1986), a 66-item
self- or observer-related behavioral checklist that assesses group members’ knowledge and
skills in understanding emotions, thoughts, and behaviors.

A variety of comprehensive scales measure a range of group dynamic processes simulta-
neously. These include the Group Emotionality Rating System (GERS; Karterud & Foss,
1989), the Hill Interaction Matrix (HIM; Hill, 1977), the Member–Leader Scoring System
(Mann, Gibbard, & Hartman, 1967), the Hostility/Support Scale (Beck, 1983), the Client
and Therapist Experiencing Scales (Klein, Mathieu-Coughlan, & Kiesler, 1986), and the Sys-
tematic Multiple Level Observation of Groups Scale better known as SYMLOG (Bales et al.,
1979). The GERS is a coding system for group functioning based on the work of Bion
(1961). GERS includes five rated group dimensions of emotionality: Fight, Flight, Depend-
ency, Pairing, and Neutral. The GERS is a conceptually driven rating system with high reli-
ability and validity, though its utility is questionable in deriving a detailed process analysis
of one session when used alone. It has been recommended in combination with qualitative
methods such as hermeneutics.

The HIM is a behavioral coding scheme that measures the therapeutic quality of ex-
changes among group members (Hill, 1965). The HIM comprises four process instruments,
including the HIM-SS (statement by statement), HIM-A and B (predicting an individual’s be-
havior in a group), and HIM-G (examining group interaction). Another group dynamics as-
sessment package, the Member–Leader Scoring System, is used to code the verbal interac-
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tions of group leaders and members in small groups. It has been used to understand the
leader-to-member and member-to-leader exchanges in therapy, educational, and training
groups (Cytrynbaum & Hallberg, 1993). The main focus of this group process system is on
how group members relate to authority.

The Hostility/Support Scale is a group process analysis measure designed to assess
whether statements made in the course of group interaction are negative or supportive to-
ward the person being addressed. The instrument was developed to identify changes from
group periods of tension, criticism, and conflict to ones of mutual support and encourage-
ment in psychotherapy groups. In conjunction with the Hostility/Support Scale, the Client
and Therapist Experiencing Scales measure both therapist and group member exchanges, in-
cluding engagement and involvement in the group process and facilitative responses made
by group therapists toward group members.

A well-known group dynamics assessment system is SYMLOG, a measurement method
for assessing norms, roles, and other dimensions of group as a whole (Bales, 1980; Bales et
al., 1979). This measurement system allows for graphical representation and quantification
of group observation data. SYMLOG can be used as a self-report measure or as an observa-
tional measure. Polley, Hare, and Stone (1988) have developed a group practitioner’s hand-
book with examples of applications of SYMLOG for educational and therapy settings. For a
more comprehensive discussion of methods to measure group dynamics, see the previously
described review articles or books by Forsyth (1999) and Toseland and Rivas (2001).

CONCLUSION

In this chapter, we have presented a conceptual framework to help guide, organize, and re-
fine thinking about group dynamics in social work practice with treatment and task groups.
We have conceptualized these dynamics as falling into five domains: (1) communication pro-
cesses and interaction patterns, (2) interpersonal attraction and cohesion, (3) social integra-
tion and influence, (4) power and control, and (5) the overall group culture.

Although an understanding of group dynamics is essential for effective practice with in-
dividuals and communities, it is our belief that focused attention to the dynamic processes
that occur in groups is what distinguishes group work from other forms of social work prac-
tice. In the case of treatment groups, it is also important to remain cognizant that group
work is not just working with a collection of individuals within a group context.

We hope that this chapter has highlighted the power that group dynamics have to
change the lives of people. Neglecting the therapeutic power of group dynamics greatly di-
minishes the ability of the worker to help members achieve their goals. Similarly, task
groups, such as committees, teams, and boards of directors, are not merely collections of in-
dividuals. The synergy that is created when people come together to work in these groups
transcends the collection of individual efforts. The group takes on a life of its own, and the
group dynamic processes that result have an impact far beyond what the collection of indi-
viduals working alone could accomplish by themselves.

Looking to the future, we believe that more attention will be paid to group dynamics in
virtual groups. It is becoming easier and less costly for people to meet over the telephone us-
ing teleconferencing capabilities and through chat rooms, bulletin boards, and other forms
of computer-mediated groups. (See Meier, Chapter 28, this volume, for detailed information
on this subject.) Because there are no visual cues in telephone or computer groups, and be-
cause communication may be asynchronous in computer groups, dynamic processes are
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somewhat different in these groups than in face-to-face groups. Although some work has al-
ready been done to elucidate the dynamic processes in virtual groups, more work is needed
as these groups continue to become more popular in our culture.

It is clear that culture, ethnicity, and race affect the dynamic processes that develop and
evolve in groups. In this increasingly multicultural society, it is imperative to examine in
greater depth the impact of culture, ethnicity, and race on the groups in which we all partici-
pate. This priority is in keeping with a long and rich tradition within social group work
practice of bringing together and fostering understanding and mutual respect among people
from different backgrounds.
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Chapter 2

An Ecological–Systems
Perspective

JOHN E. TROPMAN

This chapter looks at the issues of ecological influence on groups and group practice.
For these purposes, all kinds of groups might be considered, from therapeutic groups to per-
forming groups to teams, among others (Andrews, 2001; Forte, 1994; Garvin, 1997;
Toleman & Molidor, 1994).

AN ECOLOGICAL PERSPECTIVE

An ecological perspective uses group context—in particular, group characteristics, compe-
tencies, conditions, and change—to look at a group ecosystem. (I will say more about these
five C’s later.)

Originally a biological term, the “ecological” perspective is one that considers the re-
lationship between a species and its environment. In a seashore ecosystem, for example,
one might look at the crab population, what it affects, and what affects it. Social ecology
came to mean the application of that biological term to human social interaction. Many
environmental groups are specifically concerned about the relationship of humans to our
world resources. More specifically, an ecological perspective in social work means looking
at the interdependencies of a client or client system and other social systems in its envi-
ronment.

Structural Influence

An ecology of groups considers the influences that extragroup variables have on group
activity. Some of these variables are structural and deal with the influences that the posi-
tion of the group has vis-à-vis other groups. Groups are, of course, embedded in larger
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and concurrent institutions and hence experience influence from their sociostructural loca-
tion. The fact, for example, that we are members of so many groups creates the potential
and the actuality of conflict between and among groups, which is one kind of ecological
influence.

Sociocultural Influence

Other influences are cultural in nature and deal with the impact of extragroup beliefs and
values on the structure and culture of the group itself. For example, groups within a social
agency are influenced by the policy of that agency. That is structural influence. Groups
within that same agency are also influenced by the values, beliefs, and norms of that agency.
That is cultural influence. Those same intra-agency groups may experience influence from
other groups in the community, as well as from the culture of the community. These, too, are
ecological influences.

A SYSTEMS PERSPECTIVE

A systems perspective looks at the overall group as a real structure. Although it is made up
of individual members at any point in time, the group is in (a) reality sui generis and has a
history and evolution different from its current members or participants. By “in reality,” I
mean to emphasize that, although the group is in part the product of the elements that com-
pose it and in part driven by the larger systems in which it nests (see Table 2.1), the group
has a reality of its own that cannot be explained by its composition or context. (It is the con-
text, or extragroup influences and resources, to be discussed momentarily, that form the
crux of the ecological perspective.)

These realities of interaction and product can be productive or destructive, healthy or
unhealthy. For example, in gangs, killing and vandalism may be the unhealthy product of
group interaction, and group practitioners (gang workers) may be inserted into membership
to change the nature of the interaction that leads to these unhealthy outcomes.

All systems, groups included of course, typically contain processes of flow, exchange,
and transformation over time. Flow refers to influences such as resources, information, per-
spective, and energy that enter into or impinge on the group. Flow calls our attention, first,
to the input phase, when resources enter the system; second, to their processing over time
within the group system; and, third, to the output phase (which is usually input into another
system).

Systems that deal with people are called people processing systems, and, if the goal is to
change the people, we might call them people changing systems (Street, Vinter, & Perrow,
1966). Exchange refers to the use of the previously mentioned influences to attain some sys-
tem goal.1 Transformation addresses the change that resources and the system undergo as
exchange takes place and calls attention to the product of the system. In people processing
systems, we call this outcome (a changed state).

Many agencies talk about outputs instead, such as number of group meetings held and
number of times people attended the group, among other things. It is important to remem-
ber that outputs are a system measure rather than a result. In other words, if an agency has
group meetings about anger management, its report that 14 sessions were held is an output.
That number does not tell us anything about outcomes—did the group members actually get
better at anger management?
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THE FIVE C’S PERSPECTIVE ON GROUP PRACTICE

As systems themselves embedded in an ecology of other, larger systems, groups have at least
five properties that group practitioners can use to describe and change them and on which
system influences may have an impact, intentional or random. These properties include
group characteristics, group competencies, group conditions, group change, and group con-
text. Let us consider each.

Group Characteristics

The property of group characteristics involves variables such as group composition (gender,
race, ethnicity, age, other memberships, etc.). It also involves temperament of groups. Some
groups are more task oriented and minimize process; others are more process oriented and
have trouble getting to task. Some groups like to interact with participants outside the
group; others value only the members. Group practitioners may influence groups by adjust-
ing, changing, or working with issues of composition.

Group Competencies

Generally speaking, groups have competencies (knowledge plus skills) for dealing with cer-
tain kinds of issues, problems, and tasks. All groups do not have the same kinds of skills.
For example, a cancer support group may be excellent at dealing with issues of cancer but
not other kinds of issues. A string quartet may do well with Haydn but not Brahms. A foot-
ball team may execute pass plays well but not running plays. Decision-making groups may
do well with some kinds of decisions but not others. Group practitioners may need to teach
members skills the members do not have or assist them in unlearning skills that the group is
overapplying (as in the phrase, when you are a hammer, everything is a nail!).2

Group Conditions

Conditions address issues of group structure and culture. Structure refers to the way in
which the group is organized, both formally and informally (though informal structure
comes close to culture). The group may have a formal structure, with officers and other
appointed, assigned, or elected roles, or it may be more loosely structured, with rotating
roles. (In my grandson Jared’s co-op play school, for example, he gets to be the leader
when his mom or dad are on for their “day”; mom or dad are helpers, and they better
not forget it.)

Group culture addresses the norms and values of how the group works. Norms are
group behavioral guidelines. Values—ideas to which feeling is attached—are concepts held
to be vital by the group. For example, some groups encourage open participation, in which
members or participants say what they think as they wish, whereas in others, newer mem-
bers (or older ones) may speak first; there may be other rules of participation. How a group
handles criticism of members is another issue. Some cultures allow very direct criticism,
whereas others prefer more muted disagreement.

Group values are also important. Most groups like members or participants to be com-
mitted to the same kinds of things. Groups are entitled to have their values, but they must
also recognize diversity and respect the values of others—both group members who hold
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different values and other groups that have different values. Group practitioners often work
with the structure and culture of groups to assist the group in its functioning.

Group Change

Group change has several foci. One refers to the development of a group over time, as in the
stages of group development identified by one writer (Bruce Tuckman)3 as “forming, storm-
ing, norming, and performing” (Schopler & Galinsky, 1995, p. 10).

Group goals are another area in which change can occur. Groups can pick goals to pur-
sue and achieve (both outcomes and outputs). They may be formalized in a strategic plan, or
they may be less formal than that. In production groups, whose very purpose is to create
some result—such as a decision, a piece of music, or a meal—change occurs as information,
musical ideas, or ingredients that move into the group at the input stage are transformed
and come out of the group as a finished product.

In throughput, the inputs are combined and remade or assembled into a final output,
such as a decision, a performance, or a meal. This example further illustrates the difference
between outputs and outcomes. In this case, the output goal is the decision, the perfor-
mance, or the meal. However, another goal for the outcome is to produce a good decision, a
good performance, or a good meal. Even further, a more encompassing goal might be to
have the good decision implemented, to have the audience enjoy the good performance, and
to have the diners enjoy the good meal.

To assist groups in achieving these outputs and outcomes, group practitioners may alter
change processes (velocity, sequence, handling, etc.) to create different outputs or outcomes.
For example, processes of becoming a group member may take too long and need to be
shortened; alternatively, termination or processes of “unbecoming” a group member may
take too long. Each of these issues might be addressed by a group practitioner.

Group Context

Groups exist and are embedded in milieus. Four types of contexts are important: other
groups, organizational contexts, community contexts, and societal contexts. Of course,
there are world contexts for some groups, but I touch on that only briefly. Each of these en-
tities, systems in themselves, is part of an ecology that shapes and steers groups in ways that
the group does not always understand or appreciate. It is this focus that is the core of the
chapter.

AN ECOLOGICAL–SYSTEMS PERSPECTIVE FOR GROUP PRACTICE

As a way of approaching the issue of group ecology and assisting us to focus on this system
model, we consider the following six levels: the person, the group (our focus here), the orga-
nization, the community, the society, and the world. Each system level or client system has
two elements: the source of problems or issues and the target of intervention. That is, prob-
lems can occur at the individual, the group, the organization, the community, the society, or
the world levels. Each problem or issue may be dealt with at a variety of levels, or several at
once.

Direct intervention means that the problem is addressed at the level at which it is mani-
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fest (e.g., individual-level problems are addressed at the individual level). But that is not the
only choice, as Table 2.1 makes clear.

Compositional intervention is possible. This approach is called “compositional” be-
cause it looks “below” the system levels at which the problem occurs and seeks to change
subsystem components.

When a problem occurs at the group level, group practitioners may seek to intervene at
the individual level. When a problem occurs in an organization, practitioners may wish to
intervene at the group or individual level, and so on.

Some examples may help. If an individual has a problem or issue and the practitioner
intervenes at that level (individual adjustment and change), that would be a direct strategy.
So, if an individual is depressed and is individually treated, that would be a direct strategy. If
that individual joins a group with others who have similar issues, that would be downward
system influence (cell 7). If a problem exists at a group level (e.g., “Queen Bee” junior high
girls abusing “Wannabe” other girls in the school, then working with both groups directly
would be a direct intervention (cell 8). An attempt to change policies in the school and to in-
crease acceptance of diversity would be an organizational intervention (cell 14). An attempt
to change culture in the community of the school, to involve parents, and so forth, would be
a community intervention (cell 20).

Alternatively, contextual strategies are also appropriate (Tropman & Richards-Schuster,
2000). Here, the group practitioner might focus on systems that encompass the target sys-
tem. Hence, if a problem occurs at the group level, the practitioner may wish to work at the
organizational, community, societal, or world level in which the group is embedded. Ecolog-
ically speaking, this is the focus of this chapter. What might be the influences of organiza-
tional location, community location, societal location, or world location on the group and
group practice in question?

Table 2.2 gives a completely described set of the intersections at which influence can
occur. Each of the superordinate systems can influence the group and group practice, as
well. Groups exist, and group practice occurs, in organizational, community, societal, and
world contexts. Each context may influence groups and group practice, and groups and
group practice may experience influence from one or all of those systems.
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TABLE 2.1. Relationships among Six System Levels as Sources of Problems/Issues and Targets
of Intervention

Source system level
for problem/issue
(independent variable)

“Target” system (dependent variable)

Individual Group Organization Community Society World

Individual D(1) Usi(2) Usi(3) Usi(4) Usi(5) Usi(6)

Group Dsi(7) D(8) Usi(9) Usi(10) Usi(11) Usi(12)

Organization Dsi(13) Dsi(14) D(15) Usi(16) Usi(17) Usi(18)

Community Dsi(19) Dsi(20) Dsi(21) D(22) Usi(23) Usi(24)

Society Dsi(25) Dsi(26) Dsi(27) Dsi(28) D(29) Usi(30)

World Dsi(31) Dsi(32) Dsi(33) Dsi(34) Dsi(35) D(36)

Note. Target system, the system that is the target of change (effect); source system, the system that is the source of
the impetus for change; D, direct system connection—that is, the target and source system are on the same level
[D(1, 8, 15, 22, 29, and 36)]; hence, a group problem of issue has a group-level intervention; Usi, upward system
influence (compositional), where interventions through the components of a system level are used to change the sys-
tem level; Dsi, downward system influence (contextual), where supraordinate systems influence their components;
Dsi, downward influence on groups, the subject matter of this chapter [Dsi (14, 20, 26, and 32)].



Obviously, every influence “cell” cannot be considered here—there are 40 of them, not
counting, of course, the possibility of multiple influences just mentioned. But readers can see
the flow and add examples themselves as well. The sheer size and complexity of the ecology,
however, explains why workers might be tempted to give little more than lip service to the
ecological perspective. There is a lot to think about. For our purposes here, we can see that
each system level “above” the group has a structure and a culture (or really many structures
and cultures). These structures and cultures can and do influence the C’s that I discussed be-
fore (group characteristics, group competencies, group conditions, group change, and group
context). They can also influence the things that the group practitioner needs.

But as a start, let’s look at cells 1, 2, 3, 4, and 5 in Table 2.2. For example, in cell 1, an
agency (organizational context for a group) might influence whom the group values as a mem-
ber (e.g., domestic violence victims but not domestic violence perpetrators), and they might ac-
tually restrict membership as well. In cell 2, agency policy and practice influence what skills
they teach group participants (e.g., fight vs. flight skills for victims). In cell 3, the agency also
influences elements of group structure (when the group can meet, how often) and group cul-
ture (appropriate norms and values). Cell 4 represents the influence of an agency on forming
and disbanding the group. The group, of course, reciprocally influences these things as well.
Similar examples of influence come from the community, the society, and the world.

The concept of “influence” is not all of a piece, either. Let us assume that contextual in-
fluences fall into two large categories: structural and cultural forces. In other words, context
can influence groups and group practice through values and beliefs (and other “soft” con-
trols) or through rules, regulations, and other physical structures (and other “hard” con-
trols). Either or both can operate to influence both groups themselves and group practice.

As mentioned before, structural elements are the “hard” side of society—laws, regula-
tions, money, equipment, population, workers, members, and so forth. In general, these are
the things that Karl Marx and B. F. Skinner (Cowling, 1999; Nye, 1996) felt to be domi-
nant. On the other hand, the “soft” side of systems—cultures and subcultures—deals with
attitudes, norms, beliefs, and values, which are harder to see and track. In general, these are
the kinds of variables that Max Weber and Sigmund Freud (Nye, 1996; Tropman, 2002;
Weber, 1956) thought mattered.

THE FLOW OF INFLUENCE

Group Characteristics

Groups are limited by whom they can draw on as members and participants. This influence
obtains both in terms of numbers and types of people. Apart from “raw” numbers, ecologi-
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TABLE 2.2. Illustrative Grid of the Influence of “Suprasystem” Structure and Culture on Group Variables
and Practice

Context
Group
characteristics

Group
competencies

Group
conditions Group change Group practice

Organizational 1 2 3 4 5

Community 6 7 8 9 10

Societal 11 12 13 14 15

World 16 17 18 19 20



cal influences create openings for and barriers to group membership. Years ago, for exam-
ple, when Boy Scout troops were primarily organized within a church/synagogue frame-
work, the troops used to favor membership of those from their own faith and suggested that
potential members from other faiths join their own faith-based troop.

Communities also influence groups through racial, ethnic, and religious segregation
(usually housing based) and accepted prejudicial norms and values. Communities also exist
within regions that vary greatly in size and diversity. In America, there are the New England
or Yankee community, the somewhat broader eastern community, the midwestern commu-
nity, the southern (and perhaps southwestern) community, the West, and of course, the Far
West, including California, Oregon, and Washington. The Washington community includes
Vancouver, which sees itself more connected to the Pacific Rim than to Canada. Each of
these regions has structures and values that can sometimes lay dormant for years, appearing
suddenly and unexpectedly on certain occasions, like a giant Internet pop-up advertisement.
These structures and values influence group characteristics (not only in the Boy Scouts, but
in all kinds of groups, including boards of directors, self-help groups, camping groups, char-
acter-building groups, therapeutic groups, etc.).

Looking at societal influences, “macro values” of a state certainly influence group par-
ticipation. American society, for example, is well known for its participative, voluntaristic
orientation, something that makes voluntary organizations more a part of the American
landscape than is true elsewhere in the world (De Tocqueville, 1835/1945). On the other
hand, there is evidence that this participative trend is declining. Harvard political scientist
Robert Putnam (2000), in his book Bowling Alone, has pointed out that in many sectors,
volunteer participation in community groups is declining.

But perhaps this trend is not so surprising after all. For, on the one hand, America is
known for its volunteerism; on the other hand, it is also known for its individualism. Cul-
ture in the West celebrates the mountain man much more than the wagon train. And even in
social work itself, group work has had a harder time than social casework, which focuses
more on the individual. And then there are world elements that affect group membership
and characteristics.

For all of its problems, the United States seems to be the place people worldwide want
to come to. It is both a testimony to that observation and a huge sadness that people are lit-
erally dying to get to America. But the number of ethnicities and religions in the United
States is staggering. Group practice needs not only to be aware of these trends and situations
but also to develop the cultural competence to work with the greatest diversity of group
members.

Group Competencies

Competence can be defined as knowledge plus skill. Involved in the competent group are
raw and synthesized knowledge, as well as the ability to reorganize and apply that knowl-
edge to group task and process issues. Groups and individuals seem to do best when they are
at the intersection of challenge and skill, as suggested in Figure 2.1.

When a group’s challenge exceeds its skill, the group becomes anxious and frenetic
(A4); when a group’s skill exceeds its challenge, the group becomes bored (A2). When chal-
lenge and skill are in harmony (A1, A3), groups are in the flow channel and performing
well. Group practitioners need, overall, to work at increasing both the challenges and the
skills (competencies) of groups, because neither groups nor individuals remain static. They
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are either moving up the flow channel or to one or the other side. Most typical is that skills
increase faster than challenges, thus leading to group and member boredom (Csikszentmihalyi,
1991).

Moving up involves a “staircase” of competence, from the novice to the beginner to the
journeyperson to the expert to the master. Simply stated, the novice is one who is just begin-
ning and paying a lot of attention to rules. Performance is slow and jerky. The beginner is
one who has learned the basics and is not attending to patterns not mentioned in rules. At
the end of the beginner phase, rule fade begins—that situation in which we begin to operate
more automatically. Performance is quicker and smoother.

The journeyperson is one for whom rule fade has become mostly complete, and perfor-
mance is standard in terms of speed and smoothness. The expert is one who knows many of
the nuances and special features. Performance is rapid and sure. The master is one whose
performance seems effortless and unerring, as well as innovative and creative.

The flow chart displayed in Figure 2.1 illustrates this progress. For example, in terms of
location in the flow channel, the novice could be at 22, perhaps, the beginner at 33, the
journeyperson at 44, the expert at 66, and the master at 99.

These differences can of course be applied to members or participants of the group.
Group practitioners have to work skillfully to integrate memberships of different levels of
personal competency. These designations can be applied to the group itself. Indeed, groups,
teams, and boards are rated along these lines. For example, teams with lots of individual ex-
perts and masters do not necessarily perform well as a unit.

Context influences and affects both challenge and skill. Challenge usually comes from
context, though in its raw form, challenge can arrive in undifferentiated pulses of varying
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FIGURE 2.1. Going with the flow: Why the complexity of consciousness increases as a result of flow
experiences. Adapted from Csikszentmihalyi (1991, p. 74). Copyright 1991 by HarperCollins.
Adapted by permission.



amounts. It therefore needs to be managed (organized, structured) so as to be sufficiently
stimulating yet not overwhelming when the pulses are large and “boosted” when the pulses
are low.

Context influences the supply of competence in groups in several ways. From an orga-
nizational perspective, teams that have a complement of experts and masters and that func-
tion well are desirable assignments, rewards in themselves from employees of the organiza-
tion (Ancona, Kochan, Van Maanen, Scully, & Westney, 1999). However, there are only so
many experts and masters, so the organizational allocation of these resources is always an
issue.4 Organizations also, conversely, may find the suggestions of “top teams” irritating
and weird. Organizations in general tend to the pedestrian rather than the innovative, in
spite of lots of talk about organizational innovation.

One of the hallmarks of the very competent group is that it may pursue the “road not
taken,” which usually threatens existing procedures and patterns of influence in the organi-
zation. Similar perspectives prevail with respect to community, societal, and world influ-
ences. The very skills of the top team may cause these perspectives to be threatening to com-
munity, societal, or world interests.

Musical groups and sports teams do not necessarily have the same problems as organi-
zational groups and teams. In both cases, their working interaction is episodic and time lim-
ited. Further, there are fairly well accepted standards of performance. Oddly, then, it is eas-
ier for top-performing musical or sports groups to gain acceptance. Coaches and maestros
may, in a way, be thought of as group practitioners, as well as subject matter experts.

With respect to competency, the goal of the group practitioner is to blend different
competency levels as needed to assist the group to grow in competency as a group over time
and to integrate the performance of groups with very competent members (experts and mas-
ters) such that their performance can be greater than the sum of the parts—not, as is so of-
ten the case, less.

One final point about competency needs stressing. Groups have a real potential to per-
form many tasks better than individuals, if they are run right (Hackman, 1990, pp. 479ff.).5

There is always subject matter knowledge of the engineering problem, the therapeutic prob-
lem, the musical piece, or the pass play.

However, there is one mechanism that all groups use at some point in their work: the
meeting. Skills in effective meeting structure are essential for group practitioners and groups
themselves. As readers know, the meeting is one area of American society (and the world,
for that matter) that seems to have a universally problematic reputation. Group practitio-
ners can help their groups through practicing and teaching excellent meeting management
skills (Tropman, 2003).

Group Conditions

Groups must live in an organizational, community, societal, and world milieu. They must
find some way to relate or connect to that milieu for their own survival and prosperity. And
it is likely to be the case that the following proposition applies: Fissures and cleavages that
separate and affect the organization, community, society, and world are likely to affect the
groups within those entities. More particularly, I offer the following principles:

• Principle 1—the principle of structural isomorphism. Specifically, I argue that the
structure of the group will be optimized by the group to fit or articulate with the
structures of its important organizational, community, societal, and world connec-
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tions. If the external environment is complex, then the structure of the group is likely
to be complex as well. Otherwise it will have difficulty dealing with the environment
on which it depends.

• Principle 2—the principle of substantive isomorphism. Specifically, the substantive
nature of the group’s organization will tend to match that of its environment.6 Hence,
if the group needs resources from, say, the United Way, it will tend to have someone
(or a subcommittee) affect that connection.

• Principle 3—the principle of values. In general, groups will move toward adopting
the same values held by those on whom they depend for resources. (Resources here
can mean space to meet, cash for programs, members, staff, or simple permission to
exist, among others.)7

Of course, it is not as simple as this. Some groups will take the opposite tack and be-
come specifically counterstructural or countercultural, or they will seek other environmental
locations in which their behaviors and values will be welcomed. The group practitioner here
needs to be aware of the issues of “resource dependency” and assist the group in developing
appropriate intragroup structures and values, within ethical limits, that will optimize its in-
teractions with extragroup environments.

Group Change

Groups, like other forms of social organization, tend to avoid change. When change occurs,
it is usually problematic. Some changes, as in the forming, storming, norming, and perform-
ing stages, are built into the group structure itself and seem to be natural elements in group
development. For this kind of change, group practitioners need to assist groups in awareness
of the cycle and the need to move through it. To move through it, the group must not be-
come stuck in one cycle or endlessly repeat the cycle each time the group convenes. Of
course, this work is made more difficult because new members who are “off cycle” are con-
tinually entering the group.

Another kind of change is suggested by the flow chart in Figure 2.1. As I mentioned,
groups are in a dynamic field, not a static one, a point Csikszentmihalyi (1991) stresses. Be-
ing “in the flow channel” requires that the group continually undertake more complex
tasks—move up the staircase of competence, as it were. The dynamism of the developmental
situation means that groups cannot stand still. They either move “up” the flow channel or
move into anxiety or boredom.

Thus the values and structures of any group need, at minimum, small adjustments over
time. If done proactively, these adjustments (transactional change or evolution) allow the
group to remain current and “ahead of the curve.” The general rule is that the environment
(mentioned in the previous section) is slowly changing all the time. For groups, the rule is
that the rate of change within the group should be slightly greater than the rate of change in
the environment, or the group may begin, slowly, to die.8

But slow changes are not always the answer. Sometimes social groups need to make
fundamental shifts in their purpose and mission. We call this kind of change “transforma-
tional” change or revolution (Tichy & Devanna, 1986). It may be a board changing the pur-
pose of the agency, a string quartet taking on a whole new repertoire, a therapeutic group
altering its fundamental focus, or other changes. These are among the most difficult changes
to make, and groups often do not negotiate them successfully.

One particular kind of transformational change that is very common and very difficult
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deserves mention here. It is the transition from “group” to “organization.” I think it is fair
to say that most social agencies started as small groups of concerned volunteers. For a while,
they operated as a group, then they became a “quasi-organization” with a small/limited
budget and a “working board” (usually the founders who have renamed themselves as a
board and gotten a few more friends to help).

At some point, however, the quasi-organization needs to move into formal organiza-
tional status. It often gets grants, a budget, and a professional executive. It is at this point
that the camaraderie of the founding period seems to disappear. Founding group members
are often “fired” from the organization (Flamholtz & Randle, 2000). Transformational
change does mean that different members win and lose. Often, though, groups are not able
to take this step and remain in a sort of perpetual adolescence, with a problematic blend of
informal funding structures and more formal group structures.

The role of the group practitioner here is to work with the group as a whole and with
the individual members to assist in appropriate transitions. Often that means that founders
must move on.

Group Context

The “flow” approach—and indeed my approach in this chapter—suggests that context in-
fluences groups, and no one would seriously disagree. It is important to note, though, that
groups influence context as well. A touching article about a hospitalized terminally ill child
in a family group reveals that “Hannah” would not let a large team of residents examine
her. Rather, they had to come in smaller groups of two or, at the most, three. Also, they had
to tell the 3-year-old Hannah their “real” names—Dr. Tony was the first. Soon all the doc-
tors knew Hannah’s routine and abided by it. Shortly after that, they applied her precepts to
all their work with children, to great success. Though Hannah died, her “upward influence”
affected her context (and a medical context at that) in a powerful and helpful way
(Housden, 2002).

CONCLUSION

Obviously, the contextual influences are many and varied. The purpose of this discussion
is one of sensitization and awareness enhancement. There is a system in which groups ex-
ist that has elements of flow, exchange, and transformation. We can look as well at the
way that the five C’s—characteristics, competencies, conditions, change, and context—
affect group structure and culture. It needs to be understood as well—and group practi-
tioners know this intuitively—that structure and culture, which need to support each
other, do not change at the same rate and hence are the focus separately of group practice
efforts.

An ecological approach to group practice tries to be somewhat more specific about con-
text, which is, after all, rather large. I have outlined here a “periodic table” of sorts, which
at least specifies the structure of influence. Group practitioners can use it as a sort of check-
list when they are working with groups to get a more detailed perspective on the kinds of in-
fluences that an ecological perspective might provide. All too often the ecological perspec-
tive is used as a synonym for “everything and anything out there” that might “be
important.” The purpose of this work is to provide greater specification.
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NOTES

1. “Effect” implies an intended use of influences; one might also note that “influences” affect systems
operations and goals.

2. Typically, one teaches skills to individual members. Conceptually, though, it is possible to think of
teaching the group a skill, especially when the group needs to perform qua group, as in a sports
team or musical ensemble.

3. See http://www.businessballs.com/tuckmanformingstormingnormingperforming.htm.
4. It is also worth noting that organizations are frequently bad at identifying the experts they do have

and often misidentify “compliance” as “expertise.”
5. Hackman (1990) identifies several different types of work groups, including top management

groups, one-shot project groups, professional support groups, performing groups, human service
groups (taking care of people), customer service groups, and production groups, among others.

6. Conant and Ashby (1970) had a similar idea, though I was unaware of it until recently. They offer
the “Law of Requisite Variety,” which states that organizations (we could say groups) should be as
“messy” as the surrounding environment.

7. Another example of this approach is called the “stakeholder model” in organizational work. See
Ancona et al. (1999), Figure 9.3, and the associated discussion in that volume.

8. This phenomenon has come to be called the “boiled frog” effect. If you put a frog in cold water and
slowly heat it, the frog does not notice that it is getting hotter and boils to death. When the “just
noticeable difference” in environmental change outside the group is small, groups do not notice it
(Tichy & Devanna, 1986).
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Chapter 3

Social Group Work
in a Global Context

NAZNEEN S. MAYADAS
REBECCA SMITH

DOREEN ELLIOTT

The purpose of this chapter is to identify the international component and global is-
sues in social group work and to raise the question, Is social group work socially con-
structed? If so, are there any global commonalities? Is it possible to have an international
conception of social group work? Thus historical developments in social group work are
briefly reviewed, the importance of the cultural context is discussed, and findings from re-
views of the literature are presented. The chapter further reports findings from a worldwide
study of group work in social work education. The results of this study are discussed in the
context of professional imperialism, international knowledge transfer, and electronic com-
munication.

INTERNATIONAL INFLUENCES
IN THE DEVELOPMENT OF SOCIAL GROUP WORK

Social group work, as we know it today, had its origins in international influences and ex-
changes. Canon Samuel Barnett founded the first Settlement House based on principles of
community, participation, and democracy at Toynbee Hall in London, England, in 1885.
That same year, the first transatlantic visitor, a theological student from the United States,
arrived, followed by many, including Jane Addams, who first visited in 1887. Visits were re-
ciprocated, and Henrietta Barnett, wife of Canon Barnett, was appointed president of the
United States Federation of University Settlements in 1920 (Reinders, 1982). It is ironic that,
despite the inconvenience and expense of travel and communication at the time, there was
much more interaction and mutual transatlantic influence in those early days, maybe even
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more than at the present time. The settlement movement grew out of the dire social condi-
tions created by industrialization, and, in contrast to the Charity Organization Society, it
was identified with a social rather than an individual response to those conditions, thus pro-
viding a beginning for the development of group work. The settlement house movement, on
the one hand, leaned toward social reform and, on the other, utilized the power of the group
to provide education, training, and skills of daily living directed toward emancipation of the
poor (in England) and new undereducated immigrants (in the United States). This emphasis
on social reform and human empowerment changed in the second decade of the 20th cen-
tury, when the emphasis moved toward recreational and service programs, with an activity
orientation geared to serve the troops returning from World War I. Later, the second wave of
international influence on group work saw the impact of psychoanalysis from Europe, and
social group work extended itself to incorporate group treatment and therapy in its already
extensive modus operandi (Coyle, 1948; Konopka, 1949; Shaffer & Galinsky, 1989). This
development was reinforced by the mental health needs of soldiers in Britain and the United
States returning from World War II and the limited resources for treatment. New models of
group work emerged in psychiatry and influenced social group work to become treatment
oriented (Bion, 1961; Foulkes & Anthony, 1957). Refugees from a Europe challenged by the
rise of national socialism, such as Gisela Konopka and Fritz Redl, made seminal contribu-
tions to the development of group work with children and adolescents. Thus the early his-
tory of social group work reflects two strands of development: activity-, recreation-, and
education-oriented groups, reflected in the work of the settlement houses and organizations
such as the YMCA; and the mental health and treatment focus coming from the medical/
psychiatric service delivery sector.

A GLOBAL PERSPECTIVE ON SOCIAL GROUP WORK TODAY

In seeking a global context for social group work, one has but to take cognizance of the sin-
gle common thread that binds all humankind, the gregarious nature of the human race,
which, from the very inception of the species, has led humans to organize themselves in
groups and collectivities. This tendency in humans to gravitate toward living, functioning,
and interacting in groups, from dyads to clans, reinforces the concept of groups as the natu-
ral and desirable habitat of humankind. If groups serve as the cradle of social strength, hu-
man growth, and development, then it stands to reason that groups must provide some
gains to humans. To understand what these gains are, attributes of groups—such as roles,
functions, structure, and process—have been identified, examined, and utilized in an orga-
nized and systematic way to maximize human well-being and, in turn, the well-being of the
society in which they live. That all people interact and function in and through groups in a
given society is a universally recognized condition; that these interactions may differ from
one region to another is determined by the cultural context of the interaction (Okum, Fried,
& Okum, 1999).

This contextual difference has been researched by North American proponents of social
group work. The disciplines of sociology and social psychology have undertaken extensive
studies of groups and the various processes associated with group activities, group phases
and development, structure, and goals (Cartwright & Zander, 1968; Forsyth, 1999). The
applied science/art of social work has utilized and adapted these findings to develop both
professional interventions and methods of social group work in work with task, process,
and educational groups (Coyle, 1959; Forsythe, 1999; Garvin, 1997; Hartford, 1972;
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Northen, 1988; Vinter, 1967; Wilson & Ryland, 1949). The question arises, Are these struc-
tures, processes, functions, roles, and skills—identified by this substantial body of North
American social work literature—equally evident and recognizable in other countries?

Whereas group work in Western industrialized countries essentially takes the form of
small group interventions in task and process groups, in many countries of the global south
(i.e., less industrialized and less technologically advanced countries), it takes on different
ideologies that relate to larger systems and that may be more politically radical. For exam-
ple, conscientization and liberation theology have influenced practice in South America
(Friere, 1973). Social development incorporates economic and social factors in the attempt
to empower constituencies and communities to participate in decision making with the goal
of structural change (Elliott & Mayadas, 1996; Estes, 1992; Mayadas & Elliott, 1995;
Midgley, 1995). There are other forms of social group work that are age old and that have
evolved naturally; for example, the village-level local councils in India (panchayats), which
are based on the ideology of internal political self-governance within the context of the
country’s central government. Other ideologies that use basic group work strategies and that
are applied globally are community organization and community development (Regan &
Lee, 1992). With so many worldwide applications of social group work, one may well raise
the question of whether social group work is a socially constructed concept of the Western
world.

CULTURAL CONTEXT AND GROUP WORK

Can one surmise that there is a culture-specific orientation to groups held by respective soci-
eties around the world? This stance might best be determined by viewing, on a continuum,
the relationship of individuals to groups and vice versa, on which at the one extreme, the lo-
cus of social control lies with the person, and at the other, the group is regarded as the unit
of social control.

A doctrine of individualism suggests that the cultural milieu in societies tends to attrib-
ute primary significance to the individual vis à vis the group. Individuals function within the
context of the group but maintain their social identities. The individuation of the person
supersedes the power of the group identity. Groups within this orientation are entities de-
signed to enhance individual well-being. For example, in the North American and European
tradition the methodology and interventions of social group work are specifically designed
for the betterment of the individual, whether the goal is therapeutic change, social enhance-
ment, interpersonal competence, skill acquisition, or self-help and support (Edwards & Ed-
wards, 1984). Similarly, task and decision-making groups are designed to increase organiza-
tional efficiency through concerted group effort to improve service delivery to clients,
customers, and patrons. Groups in individual cultures serve as instruments of change for
human well-being. Individual-oriented cultures are, by and large, associated with Western
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industrialized and technologically advanced nations, in which the competitive philosophy of
self-enhancement has already disintegrated the bonding of natural groups (extended fami-
lies, close communities, and agrarian households in which individuals, of necessity, had
depended on the group for survival). With the decrease in dependency on the natural group,
the need for groups as an integral part of the human environment has become only more ev-
ident and has taken the shape of professional services through the medium of planned group
interventions. Because groups are admittedly acknowledged as a medium of change in indi-
vidualistic societies, the role of the group worker, at any level of task or process groups, re-
mains overt, clearly delineated, mutually acknowledged, and directly focused on the tech-
niques and knowledge that are recognized as the expertise needed to achieve the desired
outcome. This lack of role ambiguity and presence of task clarity leads to brevity of time
expended on the task and results in relatively uncomplicated and open communication pat-
terns, attributes of social interaction that are valued by the individual-oriented society.

The group-oriented society, on the other hand, focuses on the group maintaining social
control through the group ego, to which individuals surrender their respective identities. In-
dividual differences are minimized, if not ignored, and personal preferences, values, attrib-
utes, and characteristics are relegated to a persona non grata status (Chu & Sue, 1984).
Assertion of individuality is seen as an act of sedition against the group, the ultimate price
for which could be total ostracism. Thus, within cultures in which the group is sacrosanct
and the individual merely a cog in the wheel, “outsiders” such as professional social work-
ers are viewed with suspicion as interlopers and their presence regarded as an intrusion.
Group-oriented cultures behave as closed systems with esoteric norms, traditions, rituals,
and values that all members of the group must adhere to or lose face with the group (Sue &
Sue, 1999). Most countries of the global south profess a group ego. Japan, even though
technologically an advanced nation that beare greater resemblance to the global north in its
material productivity, shares the concept of group ego with its more traditional neighbors.
The group-oriented cultures primarily value the group and individuals only to the extent to
which they conform and abnegate their own interests in the overarching interest of the
group.

On the surface, it would appear that in cultures in which the concept of group is so
deeply imbedded and in which social control has been with the group since the beginning of
history, the techniques of social group work would be easily incorporated and applied to-
ward desired social and behavioral change. However, the experience of professional group
workers has demonstrated otherwise (Okum et al., 1999; Pearson, 1991). The direct meth-
ods of interventions associated with social group work from its professional inception, prac-
ticed in individual-oriented low-context cultures, are questioned and rejected. Sharing per-
sonal concerns with strangers is seen as betrayal of the group. The integrity of the group
requires “trust.” Why should one place one’s faith in strangers who advocate the “unnatu-
ral” formation of groups as decision makers and change agents when the community has, in
its opinion, managed society for centuries through its own deeply embedded group structure
(Lee, Juan, & Hom, 1984)? The universal practice of group work as it is understood in the
global north, if applied to the global south, is fraught with difficulties and requires an inor-
dinate amount of expended time. It may take a year, or perhaps more, for a high-context
culture to allow the “strangers” to share their views and for the community to actually lis-
ten. This prolonged testing period, so alien to the service provider educated in the global
north, ends in frustration, failure, and a stalemate situation (Mistry & Brown, 1997).

Although no one culture would fall into the extreme on either end of the individual–
group continuum, the natural proclivity of cultures to lean toward one or the other affects
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the nature of group work interventions if cultural disparity exists between clients and pro-
fessionals. Put another way, successful group work interventions on a global level are
shaped by and are contingent on how well these interventions dovetail with the cultural ex-
pectations of the country.

GROUP WORK AND INTERNATIONAL INFLUENCES

To cope with cultural variance, a global perspective is necessary for professionals to be sen-
sitively alert to differences and aware of the repercussions of these differences on practice. A
global perspective removes the cobwebs and dispels the mirage, showing us that, although
the assumptions we hold regarding universal truth or ethical behavior or a problematic situ-
ation may indeed be justifiable for us, they may have very different connotations for other
cultures. Moreover, service delivery systems in various parts of the world are differently de-
signed and constructed according to their own perceived needs; hence, methods of practice,
to be effective, also need to match the existing service systems of a given culture.

As Garvin (1984) has stated, group work is significantly influenced by its contexts, in-
cluding political and economic structure, social norms, and the service delivery systems
within which the social work profession operates. One would expect, therefore, that signifi-
cant differences would be evident in the practice of social group work across the world. For
example, in countries in which social workers are mainly government or local government
employees, such as the United Kingdom, the role of mandatory social work may play a
larger part. This may occur not only in the form of social control of certain populations,
such as delinquents, but also in the statutory requirement of that government body to pro-
vide certain services for some populations, for example, home-based services.

Another illustration of the political influences on group work practice is shown by
Brown (1990), who argues that group work is based on principles of shared responsibility,
collective solutions to problems, mutual aid, and empowerment. As a consequence of the
conservative trend in British politics during the administrations of Prime Ministers Margaret
Thatcher and John Major, group work was polarized into social control and social action.
Hence during that period group work with offenders, child abusers, substance abusers, and
delinquents became more evident, while at the same time there was a reactive and opposite
polarity of social action groups, in which members focused on goals external to the group at
the expense of internal dynamics. The cooperative movement in Canada for profit sharing
and distribution of everyday goods and the kibbutz movement, a social experiment in group
living in Israel, are further examples of group work reflecting political arrangements in a dif-
ferent way. These examples also reflect the social construction of social group work
(Shapiro, 1990).

Forte (1994) undertook a content analysis of the journal articles on group work from
four countries: Israel, Great Britain, Canada, and Australia. In total in this study, 271 pub-
lished articles represented 17 countries outside the United States. The rank order of coun-
tries in terms of productivity was Canada, Great Britain, Australia, and Israel. Family and
clinical welfare settings represented 21% of the articles, with corrections (12%) and mental
health (11%) preceding medical social work (6.6%) and geriatrics (6.3%). Most authors
were social workers.

Regarding content of the international literature on social group work, Forte’s (1994)
study confirmed the findings of earlier analyses by Silverman (1966) and Feldman (1987)
that the majority of articles (39.1% in the Forte, 1994, study) were not researched based but
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were descriptions of practice with only elementary data analysis; 47.1% of the research arti-
cles used descriptive statistics, and a further 26.5% used only simple bivariate analysis.

Forte (1994) asserts that these articles did not build on previous literature, nor did they
use qualitative or quantitative research methods to document and evaluate practice. This
presents an area of concern noted by Forte, as it suggests little contribution to the knowl-
edge base of social group work. Only 12.6% of articles were considered to be in the re-
search and survey category, and 19.9% were in the innovations in practice theory category.
No experimental or single-subject designs were reported. However, the descriptive accounts
of international group work give a good picture of the state of the art. They showed that the
international groups bore some similarities to and some differences from group work in the
United States as reported by Tolman (1989). Similarities included weekly meetings, a prefer-
ence for closed-ended groups, length of meetings, and a comparable number of sessions.
Forte (1994) further noted that differences occurred in the theory base preferred by interna-
tional group workers, who favored self-help, group psychotherapy, feminist theory, and so-
cial goals as theoretical models among a very broad range reported. International groups did
not focus primarily on services to children. These groups focused on adults and the elderly,
as well as adolescents. Leading areas of focus were problems with family, aging, and health.
Forte (1994) points out that the range seemed broader than the range of American group
work reported by Tolman (1989).

In summary, Forte reports that Australia published more research-based articles, that
Canadian group work was based on more traditional theoretical roles, and that British
group work represented newer models (e.g., Mullender & Ward, 1991). For Britain, Can-
ada, Israel, and Australia, the major focus of group work was on adults.

Rice (1999) compared group work in the United States and Australia with a survey of
students in 12 schools of social work and practitioners in 30 agencies in Australia and with
a survey of 230 family and field coordinators in the United States. Models of group work
practice reported were, in the same rank order for both countries: (1) education and
psychoeducation, (2) therapeutic and personal growth-oriented groups, (3) problem-solving
and task groups, and (4) skills training groups. Rice reports that there was a stronger em-
phasis on educational and psychoeducational groups in Australia, although the rank order
in the two countries was the same.

CURRENT STATUS OF GROUP WORK ACROSS THE GLOBE:
AN EMPIRICAL STUDY

Today there are numerous conceptualizations of social group work; however, if commonali-
ties were to be extrapolated from these and presented in one integrated framework, they
would consist of a comprehensive understanding of group dynamics, a recognition of pro-
cesses and interventions as they shape the group structure, a systemic perspective for the
analysis of all social exchanges within the group, and, finally, evaluation of group interven-
tion outcome (Garvin, 1997; Schopler & Galinsky, 1995; Toseland & Rivas, 2001). These
principles are common to all orientations of social group work in the United States and in
those parts of the globe where American social group work has been exported, but are they
also prevalent in countries in which group work may have had a different origin? This re-
search question prompted a survey of schools of social work across the globe to assess the
current situation with regard to international social group work. A recent survey of social
group work content in doctoral programs in the United States suggested that social group
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work has a low priority in the doctoral curricula of Canadian and U.S. schools of social
work (Mayadas, Smith, & Elliott, 2001). Low availability of social group work courses and
low enrollment in them, as well as low priority status ascribed to social group work, was ev-
ident in the majority of the responding programs. These findings raised concern that social
work educators were not being prepared to teach group work. Yet, in the field of practice,
social workers are consistently confronted with work in groups, such as committees, task
groups, peer groups, cliques, and coalitions. The focus on a study of group work in social
work education as opposed to practice was based on the rationale that if group work was to
have any place in social work practice in a particular country, then it must start with aca-
demic training and education of professionals. The assumptions of the researchers were that
group-oriented cultures would place a greater curriculum emphasis on the study of task and
support groups, whereas individual-oriented cultures would emphasize both but might lean
more toward process groups.

This international study is a follow-up study of the North American survey to see if the
same factors existed internationally. Other, specific goals of the study are to explore whether
social group work:

• Is included in the curricula of professional schools at the master’s level
• Is ranked equally with other social work intervention methods in the curriculum
• Forms a major concentration of study in the program
• Has identifiable models of group work used in teaching
• Has specific teaching methods associated with its education and training

Methodology

A survey was sent to 443 schools in 32 countries that are listed as members of the Interna-
tional Association of Schools of Social Work. A Spanish version was sent to Spanish-speaking
countries; the remainder were in English. One hundred thirty-five surveys (response rate
30.5%) were returned, representing schools from Africa, Asia, Australia, Europe, North
America, and South America.

The survey instrument consisted of 30 items. Demographic data on the schools, the so-
cial work programs, and the social work faculty were obtained. Information on group work
included courses offered in group work, group work content in other social work courses,
the main focus of group work content, theoretical orientation, group work in the practicum,
and group work as a component of thesis and/or dissertation.

Findings

Of the 135 schools responding to the survey, 37% were in Europe, 35.6% were in North
America, 10.4% were in Asia, 6.7% were in Africa, 5.9% were in South America, and 4.4%
were in Australia (Table 3.1). The majority of the responding schools (82.6%) were in urban
settings, with 12.1% being located in suburban areas and 5.3% in rural areas. Most of the
responding social work programs were located in larger universities: 52.6% had enrollments
of 8,000 students or more; 25.2% had enrollments between 1,000 and 8,000 students; and
14.8% had enrollments of fewer than 1,000 students.

These 135 institutions with social work programs represent 41,495 social work stu-
dents and 2,497 social work faculty members, a 16:1 student-to-faculty ratio. Thirty percent
of the institutions required a doctoral degree for teaching, 56% required the master’s in so-
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cial work (MSW) and 14% accepted other social science degrees. The requirement for a
PhD was most prevalent in North America, whereas the MSW was most prevalent in Eu-
rope as the terminal degree for teaching.

The degrees awarded by the reporting institutions varied. Doctoral degrees were
awarded by 38.5% of the schools, MSW degrees were awarded by 63.7%, bachelor’s in so-
cial work (BSW) degrees were awarded by 61.5%, and 15.6% of the schools awarded other
degrees or certificates in the field of social work. In reference to part-time social work pro-
grams, 29.6% of doctoral programs, 43.7% of MSW programs, 28.1% of BSW programs,
and 11.9% of other social work education programs could be completed on a part-time
basis. Australia reported the largest number of part-time programs in all categories.

The 135 responding schools reported that 174 social work faculty members were
trained instructors and were teaching in group work courses. As noted previously, the total
number of social work faculty represented was 2,497. Therefore, only 7% of social work
faculty in this study are group work specialists.

The area of expertise among group work faculty varied. Of the faculty teaching group
work, 39.2% have expertise in direct practice or clinical work, 36.5% list group work as
their primary area of expertise, 22.7% focus on administration or community practice, and
1.6% have an “other” orientation, not specified.

Of the 174 group work faculty members, 47.7% have more than 10 years of experi-
ence, 28.7% have 6–10 years of experience, 21.8% have 1–5 years of experience, and
17.2% have less than 1 year of experience (Table 3.2). The correlation between faculty
trained in group work and faculty experienced in group work is statistically significant (p =
.001). Only 7% of faculty are trained in group work, and the majority of these are long-time
faculty members, indicating an expected decline in the number of trained group work fac-
ulty members as the more experienced retire.

The survey revealed that social group work is taught both as a separate course and as
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TABLE 3.1. Universities Responding to Survey

Location of responding schools n %

Africa 9 6.7

Asia 14 10.4

Australia 6 4.4

Europe 50 37.0

North America 48 35.6

South America 8 5.9

Total 135 100

TABLE 3.2. Group Work Faculty Experience in Group
Work Practice

Years of experience n %

0–1 3 17.2

1–5 38 21.8

6–10 50 28.7

10+ 83 47.7



content in generic courses. The 135 schools reported 131 separate group work courses (Ta-
ble 3.3). North America was the only area reporting more than one course in some schools.
South America and Asia reported one course per school. The remaining locations reported
fewer courses in group work. Because group work courses may be taught in other depart-
ments, enrollment in those courses was investigated; 54.9% of the schools reported that stu-
dents were not allowed to enroll in group work courses in departments other than social
work, with Europe accounting for 45% of the “no” responses. Students in 45.1% of the
schools were allowed to take group work courses outside of the social work department,
with North America accounting for 62% of the “yes” responses. In addition to the special-
ized group work courses, the 135 schools reported 158 generic courses with group work
content. The majority of these courses were at the undergraduate level, 40.5%, with 38.0%
being offered at the graduate level, 9.5% at the postgraduate level, and 12.0% at the certifi-
cate level.

Both graduate and undergraduate programs placed equal emphasis on specialized
group work courses, with 41.2% of programs in each case having specialized courses in
social group work. At the postgraduate level, only 5.3% of programs had specialized
courses. At other levels, such as certification and continuing education, 12.2% of programs
had specialized group training.

Schools were asked to identify the main focus of the group work content in their
courses. A compilation of study data resulted in a group work approach for each of the geo-
graphical areas relating to focus of content. Eight foci of group work content included ther-
apy, support, self-development, education, research, administration, community practice,
and social action. The schools were asked to prioritize group work content in their pro-
grams as high, low, or not a priority (Table 3.4). The highest rankings were from South
America and Africa, with 87.5% of schools listing a high priority. This was followed by
Europe at 68.1%, North America at 53.0%, and Asia and Australia at 50.0%, with an over-
all ranking of group work as a high priority at 62.7%.

Summary of Main Findings

The main findings of the study may be summarized as follows:

• Only 7% of social work faculty in universities worldwide are considered to be social
group work specialists.

• Of these social group work specialists, 36.5% list social group work as their primary
area of expertise.
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TABLE 3.3 Group Work Courses Offered by Location

Location Number of schools Number of group courses

Africa 9 10

Asia 14 14

Australia 6 5

Europe 50 38

North America 48 56

South America 8 8

Total 135 131



• Those who are identified as group work faculty are well experienced: 76.4% have
more than 6 years experience, with 47.7% having more than 10 years of experience.

• South America and Africa were foremost in listing group work courses as high prior-
ity.

• Global approaches to group work were, with the exception of South America, fo-
cused on those that seem to emphasize individual needs, such as support, therapy,
and self-development.

Limitations of the Study

This study looks at the worldwide spread of social group work and attempts to investigate
whether social group work has a common language and shared approaches to practice.
Though the survey responses are subjective, they draw attention to possible trends and open
up heuristic possibilities for more rigorous studies. For example, issues for further investiga-
tions would need to address ways of assessing comparability of course content.

A confounding trend in the survey is the consistency with which schools across the
globe gave primary importance to support groups, with only Asian and South American
schools leaning more toward self-development and community practice, respectively. This
finding may be attributed to a limitation of the survey in that terms were not made explicitly
operational and thus may reflect cultural variance in interpretation, according to the coun-
try’s understanding of the language. For example, self-development could be interpreted as
economic self-reliance, a model frequently used in countries of the global south in commu-
nity development projects to empower groups for socioeconomic interdependence and self-
sufficiency. Taking the findings at face value, one could conjecture that, because support
groups most closely approximate one’s social reality—that is, we are attracted to and find
comfort in conditions familiar to us—it stands to reason that this model of social group
work practice has the most widespread appeal. In this model, members who share a com-
mon concern get together either with or without a professional facilitator to pool and evalu-
ate their subjective experiences, provide mutual understanding and consolation through
burden sharing, and allay their apprehension of isolation and despair (Schopler & Galinsky,
1993). When looked at in this context, it is understandable that support groups have a uni-
versal appeal.

A total of 7% of faculty were experienced in and were identified as teachers of social
group work, and 47.7% of these had more than 10 years of experience. These findings sug-
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TABLE 3.4. Foci of Group Work Content, Rank Ordered by Continent

Rank
order Africa Asia Australia Europe

North
America

South
America

Global
model

1 Support Self-dev. Support Support Support Comm. prac. Support

2 Therapy Support Therapy Self-dev. Therapy Soc. act. Comm. prac.

3 Comm. prac. Therapy Educ. Comm. prac. Comm. prac. Res. Self-dev.

4 Self-dev. Comm. prac. Comm. prac. Soc. act. Educ. Self-dev. Therapy

5 Educ. Educ. Soc. act. Educ. Self-dev. Educ. Soc. act.

6 Res. Soc. act. Self-Dev Therapy Soc. act. Support Educ.

7 Soc. act. Admin. Res. Admin. Admin. Admin. Res.

8 Admin. Res. Admin. Res. Res. Therapy Admin.



gest that these individuals represent a small and older cohort of faculty and are consistent
with findings in the North American study, as reported earlier (Mayadas et al., 2001). The
questions that arise from this study are: Are a sufficient number of new faculty being trained
in social group work? Are new faculty being trained adequately, or are they being trained at
all? If they are not being appropriately trained, yet students continue to practice social
group work in their internships and practitioners conduct groups in practice, is social work
education giving way to the apprenticeship/anecdotal model of group work training? This
view might very well seem to be supported by the fact that the group work literature is dom-
inated by anecdotal and descriptive accounts of practice. This apparent crisis in the training
of social group work service providers and educators occurs at a time when, in the Western
world, the cost–benefit issues of insurance companies are insuring the popularity of the
group paradigm.

Table 3.4 lists the rank order of group work approaches prevalent across continents.
The striking similarity in approaches suggests a global linkage in the literature and academic
and scholarly exchange. Most of the approaches are focused on the psychosocial approach,
and it would be safe to say with Midgley (1981) that “professional imperialism” has spread
American literature, values, ethics, and practice models across the globe through a predomi-
nantly one-way transfer of knowledge.

FUTURE TRENDS

What is the future of the international perspective in social group work? As in North Amer-
ica, it seems that there is an imperative for training. As demonstrated by the literature, there
is an imperative for theory building and a move to build research on group work practice, as
social work progresses to evidence-based practice. There is also an imperative for the devel-
opment of indigenous models in different parts of the world that depart from the established
psychosocial model. Finally, the rapid growth in technology has opened new areas of prac-
tice for international social group work. An operational measure of internationalism is the
existence of linkages or channels of communication between groups, organizations and soci-
eties. The term “globalization” demonstrates these linkages through multilevel cross-
national exchanges. Social group work, which has historically been shaped by globalization,
now finds a new dimension with virtual reality added to its international exchange reper-
toire. Web-enhanced, Web-mediated, Web-based groups have proliferated in recent years.
They serve similar functions of support, education, and task to traditional groups. However,
they transcend time and space and make group benefits constantly available to members.
These groups provide assistance and community to those who cannot travel to a meeting
place: women with young children, people who are physically sick, physically challenged
people, and people living in rural areas all benefit from such groups. Many of these groups
are also international in membership: They are truly diverse, not bounded by the barriers of
race, religion, age, class, or nationality. They are focused on their concern and mutual need
for learning and support. For example, many medical groups (for example, the Association
of Cancer Online Resources, www.acor.org), exchange information and support on a world-
wide basis. These groups are not time limited and offer convenience of participation. Re-
search has shown that participation increases with anonymity. Weinberg, Schmale, Uken,
and Wessel (1995) discuss the advantages and disadvantages of computer-mediated support
groups. Although we are moving toward this group work approach, very little is known
about interactions. Mostly, these groups have grown outside the profession of social work
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and with no social group work expertise on the part of list owners/moderators. There is op-
portunity for social service agencies, medical hospital social work departments, and psychi-
atric services to develop such lists as part of their regular service to clients. Group work
skills adapted to operating in a virtual group are required of the leader or the mediator.
Communication without face-to-face interaction is different in nature. Delayed responses
and delayed feedback may present other problems. Access to technology can be a problem
sometimes in some countries. Nevertheless, this is a new field that has great potential for in-
ternational social group work practice and that is wide open for theory development and re-
search.
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Chapter 4

An Empowerment Perspective

MARGOT BRETON

The word “empowerment” is ubiquitous, and it is given drastically different mean-
ings. These meanings range from the extreme left, radical Marxist one—which postulates
that the whole system must be overthrown before the people can be empowered—to the
equally extreme right-wing, trickle-down-economics meaning—which assumes that if we
give more to the rich and powerful, more will trickle down to the poor and disempowered,
who will then become empowered.

There is, however, agreement, in social work and related fields, that empowerment in-
volves both a process and a goal whereby people gain mastery and control over their lives
and become active participants in efforts to influence their environments (Rappaport, 1987).

The process in question is one of consciousness raising, or, more accurately, conscienti-
zation, in which people become aware of (1) the interconnections between issues and the
ways in which personal issues are linked to interpersonal and to political, social, economic,
and cultural issues and (2) how the interconnections between the personal and the political
manifest themselves in specific power arrangements in the world around them. They go
from a naïve consciousness of interconnections to a critical awareness of the workings of
power (Freire, 1970/1993). The goal is to gain access to needed resources through collective
action on the environment. It is important to stress that change at the personal–interper-
sonal level without change at the social–political level does not lead to empowerment (see
Breton, 1994a; DuBois & Miley, 1999; Gutiérrez, 1994; Lee, 2001).

The cognitive and psychological shift resulting from the process of conscientization is a
necessary condition for people to move from being disempowered and having no control
over what happens to them to being empowered—but it is not a sufficient condition. To be-
come empowered, people must act on their cognitive and psychological discoveries, on how
they have come to think and feel about themselves and their world, to try to change that
world (Freire, 1970/1993). “Without exercising the power to act, the awareness of personal
strengths and competence may give people a sense of empowerment (Riger, 1993) and lead
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them to think and feel that they have more power and are more in control—it does not
mean that they have more power and are more in control” (Breton, 2002, p. 26).

Lest the idea of empowerment be diluted into an “everything bucket” (Pernell, 1986, p.
13), it is important to stress that empowerment is directly related to oppression (Ward &
Mullender, 1991). The disempowered are individuals burdened with a stigmatized collective
identity (Solomon, 1976).

This chapter begins by clarifying issues of purpose and of the means of attaining pur-
pose in empowerment-oriented groups. It then analyzes the components of group practice
from an empowerment perspective. Philosophical and conceptual foundations for this prac-
tice are examined next. The concluding section focuses on trends and future directions.

THE PURPOSE OF GROUP WORK
FROM AN EMPOWERMENT PERSPECTIVE

In light of the meaning just given to empowerment, the overall purpose of groups, from an
empowerment perspective, is to change oppressive cognitive, behavioral, social, and politi-
cal structures or conditions that thwart the control people have over their lives, that prevent
them from accessing needed resources, and that keep them from participating in the life of
their community.

Cognitive structures are oppressive when people see themselves and the world in such a
way that they automatically blame themselves for their situations. Fanon (1968), Memmi
(1965), and Freire (1970/1993) discuss the phenomenon of the oppressed internalizing the
opinions oppressors hold of them. Oppressive cognitive structures can also lead individuals
to perceive their situations as inevitable, either the will of God or the result of destiny or
fate. Thus individuals may fail to seek out or to effectively use social services, consequently
being labeled by professionals as “unmotivated,” “resistant,” or “hard to reach” (see
Breton, 1985; Holmes & Saleebey, 1993). Finally, oppressive cognitive structures may lead
individuals to perceive their situations as hopeless and themselves as helpless. Seligman
(1975) notes that as a result of “learned helplessness,” individuals believe that nothing they
do will affect the outcome of events. Oppressive cognitive structures, whatever form they
take, create oppressive behavioral structures (ways of thinking lead to ways of behaving).
Individuals abdicate their competence—they do not make use of their strengths, skills, and
abilities—and give up trying to influence their environment (Breton, 1994b).

Oppressive social structures, which include oppressive institutional and organizational
structures, are the arrangements, sanctioned by society and embodied in policies and proce-
dures that exclude individuals from participating in the decisions that affect their lives and
keep them from accessing the resources they need to have decent lives. Policies and proce-
dures are the result of value orientations. Public policies that affect how society’s resources
are distributed derive from the beliefs held by that society. When those beliefs are colored by
racism, colonialism, sexism, ageism, and other discriminatory and exclusivist ideologies—
such as a market-oriented philosophy that holds that governments should leave social wel-
fare and health matters to the market—the public policies that result will hurt all but the
wealthy and powerful members of that society (see Haynes & Mickelson, 1997).

Organizational and professional policies and procedures are also affected by value ori-
entations. The penchant for paternalism prevalent in social work (Reamer, 1983) has,
among other things, influenced the hierarchical bureaucratic arrangements that characterize
many social work organizations, tending to reduce the independence and professional
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autonomy of social workers. Similarly, valuing the medical paradigm at the expense of so-
cial change paradigms has led to the view of the professional as the expert who knows best
what people need and, consequently, to discounting the opinions and wishes of people, to
neglecting their strengths, and to overlooking their abilities to assess their situations and to
make decisions regarding these situations (see Hartman, 1993; Holmes & Saleebey, 1993;
Weick, 1983). It has also led to the ever-growing popularity of “clinical” practice and the
relative inattention to social justice issues (see Specht & Courtney, 1994).

In democracies, oppressive political structures refer to institutions, policies, and prac-
tices that systematically exclude citizens from participating in the normal responsibilities
and benefits of a free and open society. When, for example, voting arrangements are such
that the poor, or members of other marginalized groups, are unable to exercise their elec-
toral responsibility, those arrangements are oppressive. Practices and policies that deny the
right of individuals and groups to participate in public protests and demonstrations or that
make the exercise of that right onerous constitute another type of oppressive political struc-
tures. A recent study points to the existence of such structures within social work (Andrews
& Reisch, 2002).

To change oppressive cognitive and behavioral structures, a combination of cognitive
restructuring and behavioral unlearning and relearning is required. In empowerment-
oriented groups, this means facilitating a consciousness-raising process aimed at surmount-
ing internal blocks (negative self-evaluations) and at connecting personal and interpersonal
situations to the socioeconomic context. This work must be accompanied by work at the be-
havioral level, that is, opportunities must be provided within the safety of the group for
members to experience new ways of acting and interacting based on their new ways of per-
ceiving themselves and their world.

To change social and political structures requires groups to mobilize and organize to
take collective action. Action aimed at bringing about societal change (surmounting external
blocks) will have a better chance of succeeding if groups do not have to “go it alone.” It
therefore pays to create partnerships between empowerment-oriented groups and communi-
ties and to connect groups to community resources, thereby establishing support, as well as
information networks. Establishing connections with the community is, from an empower-
ment perspective, more than a means of attaining specific social change goals. It provides
group members opportunities to begin to see themselves as members of a community and
eventually to fully participate in the life of that community. In that sense, community work,
whereby people collaborate to build supportive communities for themselves, goes hand-in-
hand with empowerment work (McKenzie, 1999).

Finally, to attain their purpose, empowerment-oriented groups, like all groups, have to
contend with the institutional and organizational structures in which they operate. Empow-
erment work requires ensuring the support of the administrators and managers of social ser-
vices organizations and confronting organizational structures when they prevent groups
from fully participating in decisions that affect them (Bartle, Couchonnal, Canda, & Staker,
2002; Gutiérrez, GlenMaye, & DeLois, 1995).

INTERVENTION/COLLABORATIVE ACTION

From an empowerment perspective, which posits an equalitarian frame of reference, it is
more accurate to conceptualize the work that takes place as collaborative action rather than
“intervention”—the latter conveys the idea that experts intervene or act, while ordinary
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people are intervened with, or acted upon (Breton, 1992). In empowerment work, this col-
laboration takes place from the very beginning, that is, from the planning stage, through the
conscientization stage, the collective action stage, and the postgroup stage of embeddedness
in the community.

Planning

In an empowerment-oriented group, it is imperative that everyone who will be involved in
the group has the opportunity to share the power to define what the group will be about and
what it will do. Before the formal start of a group seeking the empowerment of African
American custodial grandparents, for example, informal discussions to explore topics that
would be interesting and useful to participants were held between potential members and
group leaders (Cox, 2002; Cox, 1988; Gutiérrez, 1990). In other words, the “identification
of needs” component of classic group planning (Kurland, 1978) is seen, in empowerment
work, as the initial occasion for members to have a say, acquire a voice, and name their
world. To share the power to shape the group requires that social workers trust the potential
group members, respect their views, and acknowledge that they know best their own situa-
tion (Mullender & Ward, 1991).

Planning also involves deciding who will be in a group. This can be done in a more or
less democratic fashion, from the worker choosing individuals and inviting them to join a
group to announcing, in one form or another (e.g., ads in local papers, flyers, posters, word
of mouth), that there is an intention to set up a group to holding a public pregroup meeting
to which people can choose to come for the express purpose of sharing ideas about the pro-
spective group. The more democratic the selection of members, the more empowering the
selection process is for the potential members. Participating in that process also establishes
that decision making in the group will be democratic and that group members will be ex-
pected to voice opinions and make responsible choices—liberating behaviors that are neces-
sary components of empowerment.

Sharing ideas about the overall purpose of the group means, from an empowerment
perspective, that workers and potential members recognize that the work of the group will
involve both personal and social change. The specifics of these change goals will develop as
the group develops, but the general notion that the group will involve not only thinking and
talking about issues but also doing something about them has to be acknowledged from the
beginning. The idea of praxis (Freire, 1970/1993) is introduced, even if only in an indirect
and very general way, from the inception of the group, in addition to the idea of social jus-
tice.

In order to make the case for both personal and social change goals, workers must be
clear in their own minds about the values on which empowerment work is based. Social jus-
tice is central to empowerment and needs to be identified as such by everyone. Concern
about just and unjust social conditions has to inform the discussion of what the group will
be about, even though it will do so in a precursory fashion at this stage.

Another point that needs to be touched on is that pursuing social change and social jus-
tice goals entails risk taking of a different nature—more public, involving more wide-range
environmental side effects or externalities—than the usually more private risks attendant to
personal change goals. Workers need to introduce the idea of risk taking as a group norm
that members will have the opportunity to uphold in the group. Publicly recognizing that
aversion to risk taking is a natural motivation (Breton, 1985) can help workers and poten-
tial members alike to confront their reservations about social change efforts (Wohl, 2000).
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At this early stage, workers and potential members will also recognize conflict as a
standard group feature from which they can learn. Confronting and dealing constructively
with the interpersonal conflict bound to occur in the planning stage is a first step in prepar-
ing the group to eventually confront oppressive social structures and policies.

Clarifying the kinds of roles to be expected in an empowerment-oriented group is also
part of the planning stage. As in any mutual-aid group, roles such as enabler and advocate
are shared between all group participants. Remembering that negotiating skills are impor-
tant to empowerment (Garvin, 1997), workers and potential members will take the oppor-
tunity provided in the planning stage to begin to negotiate roles and the meaning of shared
responsibility for role taking.

Empowerment is not something achieved quickly. This means that, from the start, the
organization, the workers, and the potential members recognize that supporting or partici-
pating in an empowerment-oriented group requires a significant commitment in terms of
time. Without that commitment, the group will be set up for failure.

A successful planning stage involves preliminary but careful consideration of all these
issues. This prepares the group to engage productively in the next stages.

Consciousness Raising/Conscientization

In this stage, collaborative action begins with the group engaging as a system of mutual aid.
The mutual-aid dynamic of exchanging personal information or stories is the means through
which members first discover that they can help each other (see Steinberg, 1997). In empow-
erment-oriented groups, the dynamic will also be used deliberately as the medium through
which members either discover that they have voices, acquire voices if opportunities to be
heard have always been denied them, or repossess their voices if they have been silenced.
That is the beginning of discovering that they have a say and that they can influence others.

When the stories exchanged are received with respect and recognized as “legitimate
knowledge” (Weick, 1992, p. 23), opportunities are created to explore and substantiate the
members’ competence and strengths (often simply as survivors, to begin with). Recognizing
that they have something to say that is of genuine interest and help to others and that they
have some degree of competence facilitates the cognitive restructuring process of challenging
their negative self-images and self-evaluations, an initial part of consciousness raising.

To eventually lead to empowerment, however, consciousness raising cannot be concep-
tualized as a strictly personal process of cognitive restructuring whereby views of oneself
and the world change. Consciousness raising must also involve an awareness that negative
views of self are connected to social, economic, and political forces. That awareness is pro-
moted when group members see the common patterns in their individual stories.

Consciousness of the interconnections between issues, though essential, is only a first
step (a “naïve” awakening to reality, as Freire, 1970/1993, points out). It must be followed
by an awareness of both the internal and external blockages that keep people from having
control of their lives and the consequent need for change at the personal, interpersonal, and
sociopolitical levels (Cox, 1991; Du Bois & Miley, 1999; Gutiérrez, 1994; Lee, 2001). In
other words, consciousness raising that leads to empowerment is not only a personal process
of cognitive restructuring but a politicization and liberation process that creates a demand
for sociopolitical or systemic restructuring. That is the essence of conscientization. The dif-
ference between consciousness raising and conscientization may offer a clue as to why a
study would conclude that “even the linkage of personal to political issues . . . has fostered a

62 THEORETICAL AND PHILOSOPHICAL FOUNDATIONS



renewed emphasis on individual rather than collective solutions to social issues (Reisch,
1998)” (Andrews & Reisch, 2002, p. 7).

Going through the conscientization process, members begin to identify themselves as
citizens—political beings—who, in a democracy, have the right and responsibility to partici-
pate on the sociopolitical scene, to be heard, and to influence policies so that they can access
the resources they need. This situates them in a position from which they can move to the
next stage of empowerment work, that of taking collective action to change their situation
of disempowerment.

Social/Collective Action

As Rappaport (1981, p. 13) put it: “Having rights but no resources and no services is a cruel
joke.” This is why empowerment work cannot stop at the stage of conscientization. The
challenge of this next stage is to build on new perceptions of self and society in order to
bring about targeted, specific changes that will permit access to needed resources.

As it is natural for group members and facilitators alike to experience some trepidation
at the idea of getting politically involved, groups must first mobilize and prepare to take ac-
tion. At this point, the “strength-in-us” dynamic of mutual aid can be channeled to act as a
motivator (“we are all in this together”) and as a reality test (“let’s see how we can use our
collective voice”).

Once mobilized, groups decide on the action(s) to be taken. This step is crucial, for tak-
ing action will lead to empowerment only when the people involved in the action have had a
say in deciding what action will be taken and have weighed the costs, in terms of energy,
time, possible conflicts, and consequences of taking a particular action (Breton, 1995;
Garvin, 1991). It is only then that action becomes responsible and autonomous.

As part of evaluating these costs, groups will question whether they have the support of
the communities to which they belong. Creating community alliances is an effective means
of getting that support and of lowering the costs of taking action (Breton, Cox, & Taylor,
2003). It is also a means of creating long-term solidarities between group members and their
communities, which will eventually affect how the newly empowered become embedded in
society.

The types of action taken will depend on the sophistication, skills, and abilities of the
group members. Actions may include taking part in demonstrations; giving interviews to
newspaper, radio, or television reporters; participating in town hall meetings; leading or
coleading seminars; and writing letters to the editor or newspaper articles. These undertak-
ings should also be geared to leading the public and government policy makers (civil ser-
vants and politicians) to begin their own process of conscientization (Breton & Breton,
1997).

To be empowering, any action must be followed by reflection; it must involve what
Freire (1970/1993) calls “praxis,” that is, a constant movement from reflection to action
back to reflection. It is through assessing the results of their action that group members ac-
quire an increasingly critical consciousness of the workings of power in their environment
and society. As Breton (1994a, p. 25), following Freire (1970/1993) and Longres and
McLeod (1980), has argued: “Action without reflection is not autonomous and authentic
action, but rather a reaction to others’ ideas, while reflection without action is, for the
disempowered, mere teasing or provocation, akin to adding insult to injury.”

As they reflect on the action they have taken, groups must decide whether they are sat-
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isfied that they have been heard or whether they need to take more radical action to be
heard. In the latter instance, they will design and adopt strategies that will elicit attention
and “force” the community and politicians to listen. Such strategies often involve some form
of confrontation, as when a group of homeless women and men pitch a tent on a courthouse
lawn (Sacks, 1991).

Having got the attention of the public and policy makers, the group’s action now shifts
to lobbying in an organized fashion and to formulating precise demands for legislation, poli-
cies, and services. Applying focused pressure is a skill that the disempowered need to
develop to become empowered. It will be more easily acquired if members, from the earliest
stages of the group, have learned to formulate as precisely as possible what they want, what
means they are ready to take to get what they want, what costs they are prepared to pay,
and so forth. As the members gain experience in seeing their requests attended to seriously,
and as they begin to participate in earnest in the democratic political process, they become
empowered.

This does not mean that they will obtain everything they demand; participating in the
democratic process does not, nor should it, guarantee this. It does mean, however, that their
actions have the same probability of succeeding as those of other groups in society who are
seeking their fair share of resources.

Embeddedness in the Community

Empowerment-oriented groups, though long-term groups, eventually come to an end. As for
all groups, the end phase is associated with the question of how best to insure that the gains
achieved through the group will endure. Once the group terminates, ex-group members can-
not protect, consolidate, and build on these achievements if they are socially isolated; they
need a supportive environment. They need, just like any empowered person, to be embedded
in a community. Embeddedness is taken here in its original sense of rootedness and interde-
pendence and does not connote the subservience and dependence with which the word be-
came associated when reporters were attached to military units in the 2003 invasion of Iraq.
Being rooted in, or being part of, a community is a safeguard against the social marginaliza-
tion that plagues the disempowered.

All means of becoming embedded in a community require some degree of participation
in the affairs of that community. To consolidate and build on the gains made in empower-
ment-oriented groups, a typical strategy is for ex-members to join or be incorporated into
the organizations that hosted the groups. This may mean that they become employees of the
organizations; that they become volunteers, peer supporters or coleaders of groups; that
they become spokespersons for the organizations at conferences or trainers in educational
programs (Cox, 2002); or that they get elected to boards of directors (Cohen, 1994). An-
other typical strategy is for ex-members to become active in other community institutions or
organizations or make use of community resources, such as community colleges. The affir-
mation and testing of strengths and abilities provided through empowerment-oriented
groups often act as the trigger that releases the energy and courage of ex-members to go
back to school—thus safeguarding themselves against the economic marginalization that so
often goes hand in hand with lack of schooling. Ex-members can also consolidate gains
made at the political level by joining existing lobbies or advocacy organizations. Cox (2002,
p. 52) writes about a grandparent who, having graduated from an empowerment training
group program, spoke up at a public meeting on changes in social services agency priorities

64 THEORETICAL AND PHILOSOPHICAL FOUNDATIONS



and “demanded to be placed on an advisory board so that she could have direct involvement
in policy.”

CONCEPTUAL FOUNDATIONS OF EMPOWERMENT

As Gil (1998, p. 1) has pointed out, “Social workers and social policy professionals have al-
ways been involved with victims of injustice and oppression.” This involvement, however,
has not necessarily translated into confronting injustice and oppression directly. Such con-
frontation, it is fair to say, is not at the core of the practice models most favored by the pro-
fession. It is at the core of empowerment-oriented group practice.

Social Movements

One can trace some of the philosophical bases of empowerment-oriented group work to the
three social movements that were seminal influences on the development of social group
work: the settlement house movement, the progressive education movement, and the recre-
ation movement (Breton, 1990). The first of these movements categorically stood for profes-
sionals throwing their lot with the people they wanted to help, sharing their lives, refusing to
distance themselves from the people, refusing to separate personal issues and problems from
social, economic, and political issues and problems, and getting involved in community and
neighborhood concerns in an immediate and concrete fashion. These professionals “chose to
perceive people not only as individuals but as members of social groups and cultures af-
fected by the social, economic and political conditions in which they live” (Breton, 1990, p.
22). They believed that when these conditions were unjust, the people themselves should get
involved in efforts to change the conditions, and they facilitated that involvement. They
shared the view of contemporary liberation movements that it is not good enough to learn
about different groups and cultures; one has to learn from different groups and cultures.

The progressive education movement was influenced by Dewey’s (1922) philosophical
positions on ideal forms of government and his views on citizenship. It led group workers to
perceive the small group as an experience that prepared members to participate in the demo-
cratic affairs of the community. Providing opportunities for people to learn to become citi-
zens and to learn the importance of citizenship was a central preoccupation of group work
pioneers such as Jane Addams, Mary Parker Follet, Eduard Lindeman, and Grace Coyle
(Shapiro, 1991). Their thinking is relevant to a contemporary practice perspective that is di-
versity based and multicultural. As Shapiro (1991, p. 9) notes, “A distinctive aspect of their
ideas was an emphasis on the role of groups and voluntary associations in a pluralistic soci-
ety. Groups would provide an arena within which individual interests and differences might
be ‘socialized’ (to use Jane Addams’ term) and mediated.”

As the settlement and progressive education movements drew attention to the social
and political self, the recreation movement directed group workers to pay attention to the
whole self. That is a focus that, in its emphasis on the “deep delight available in the mutual
interactions of a democratic and creative group” (Coyle, 1947/1955, p. 96), anticipated the
strengths perspective, for it recognized the innate potential of human beings and their im-
mense capacity for growth when not stigmatized with labels or stuck in sick roles. Groups
were structured “so that the whole person in each member [was] invited to participate, [not
only] the troubled, or broken, or hurt part” (Breton, 1990, p. 27).
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The influence of the conceptual and philosophical premises of the early social move-
ments of the 20th century on empowerment-oriented group work has been followed by that
of contemporary liberation and other social movements. These movements include:

1. The critical/radical practice movement (Galper, 1980; Gil, 1998; Longres, 1996),
which emphasizes institutional and social change and redefines the client–profes-
sional relationship as a partnership and expertise as a shared resource—not the ex-
clusive property of the professionals.

2. The self-help movement, which points up the iatrogenic effects of the helpee’s role
and the obverse beneficial effects of the helper’s role (Gartner & Reissman, 1984;
Reissman, 1990).

3. The feminist movement, with its insights into gendering processes, the workings of
privilege and oppression to the detriment of women, and the conceptualization of
power not as hierarchical but as collective (see Butler & Wintram, 1991; Garvin &
Reed, 1995; Pollio, 2000; Saulnier, 2000; Weick, 1982).

4. The critical consciousness and radical pedagogy movement (Freire, 1970/1993,
1990; Kieffer, 1984), which engages people’s ability to critically perceive their rela-
tionships with the world in which they live, as well as their ability to critically act on
that world, and sees the education process as a dialogue—as opposed to the “bank-
ing notion” of education, in which the ones who know deposit that knowledge into
empty vessels.

5. The multicultural and diversity movement, which calls attention to the special
strengths of ethnic, cultural, and other distinct groups and eschews paternalistic ap-
proaches (McKenzie & Morrissette, 1993; Spencer, Lewis, & Gutiérrez, 2000).

6. The community-building movement, which shifts the emphasis from community
organizing led by professionals to community building led by members of the
community—thereby highlighting both participation and accountability by treating
community members as equal partners in social enterprises (Ewalt, Freeman, &
Poole, 1998; Weil, 1996; Zippay, 1995).

7. The strengths perspective, which is implied in all the above movements (Saleebey,
1997; Weick, Rapps, Sullivan, & Kisthardt, 1989). It is built on the premise that in-
dividuals and communities have strengths and resources. As Swenson (1998, p. 530)
put it succinctly, “Without a strengths perspective, social workers are left with theo-
ries that pathologize, emphasize deficits, and ‘blame the victim.’”

Major Themes

Many common themes emerge from the ethics or moral philosophy that underlies the pre-
ceding social movements, young and old. The themes all relate to empowerment-oriented
group work, for they all ensue from the moral precept to fight oppression and social injus-
tice. Because of space limitations, only a few selected themes are discussed here.

Power

Essential to understanding empowerment is confronting questions such as: Where does
power come from? How is it used by social work professionals and organizations? Can it be
shared?

In their influential work on the sources of social power, French and Raven (1960) iden-
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tify and analyze five of the most common and important bases of power. These are: reward
power, coercive power, legitimate power, referent power, and expert power. Their analysis
can be used to shed light on empowerment-oriented group practice.

The first point to note, because it is relevant to cognitive restructuring and the
consciousness-raising process, is that French and Raven (1960) hypothesize that power is
exerted on a person because that person perceives that the one exerting the power has either
the ability to mediate rewards (reward power); the ability to mediate punishment (coercive
power); the legitimate right to prescribe behavior (legitimate power); or some special knowl-
edge or expertise (expert power). Referent power is based on a person’s identification with
the one exerting power, a psychological mechanism that calls to mind the “oppressor
within” construct.

To signal the importance of perception in power relationships does not imply that con-
sciousness raising (which involves a change in perception) leads to ignoring the real power
that people or organizations possess because they control critical resources or because they
have abilities, knowledge, and socially, politically, or culturally sanctioned statuses and
rights. What consciousness raising does is get people who previously thought of themselves
as powerless to realize that they, too, have power because they, too, control resources and
they, too, have abilities, knowledge, and rights. Through the process of consciousness-
raising, the disempowered broaden their perception of power to include their own hereto-
fore unacknowledged power. In that sense, empowerment is a matter of equalizing or recti-
fying power imbalances. It is not a takeover of power; it does not require disempowering
those who are already empowered; it means sharing that power by becoming empowered.

To argue that the disempowered have resources may seem to contradict the very notion
of oppression unless the distinction is made between positive and negative sources of power
(Wax, 1971). When people have insufficient positive sources of power, such as the ability to
reward, they can use negative sources of power. The main source of negative power is the
ability to withhold consent, support, or participation. Withholding does not imply passive
behavior. It often involves some form of confrontation, such as the use of obstruction to in-
fluence the relative costs of projects (c.f. O’Sullivan, Waugh, & Espeland, 1984).

The second point to be drawn from French and Raven’s (1960) theory relates to refer-
ent power. The importance of understanding and using mutual-aid dynamics in empowerment-
oriented practice has been mentioned previously. What can be derived from the analysis of
the bases of power is that a mutual-aid group per se has the essential elements to become a
significant referent group for its members (Shapiro, 1990; Sherif & Sherif, 1964). When a
reference group is also empowerment oriented and addresses the issue of the “oppressor
within,” it has the opportunity to substitute for that internalized oppressor a group of peers
perceived as equal partners striving and helping each other to gain control over their lives.

Power issues exist in any empowerment-oriented group facilitated by professional so-
cial workers. Hasenfeld (1987), discussing power as an integral and neglected component of
social work practice, argues that the main source of social workers’ power is that they are
members of an organization that controls critical resources and services needed by clients.
Members of empowerment-oriented groups know this, as do the social workers who facili-
tate such groups. The organization can withhold rewards and mete out punishments to
both. But then group members and staff can withhold consent, support, and participation in
the organization’s operations and programs; they have and can use negative power. As this
use of power will probably entail confrontation, the attendant risks must at least be ac-
knowledged, as mentioned earlier, from the beginning of the group.

Self-determination, that hallowed social work construct, is by definition connected to
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power and control issues and therefore is highly relevant to empowerment. Haynes &
Mickelson (1997) have argued that because self-determination is perceived in social work at
the micro, as well as at the macro, level as an absolute, it is largely irrelevant in terms of real
practice and power relationships, both of which involve compromise. To be serious about
empowerment, the social work profession needs to rethink and reevaluate self-determina-
tion so as to make it a truly applicable and honestly applied value.

Social Justice

Philosophers such as Rawls (1971) and Sen (1999) have made major contributions to theo-
ries of social justice, and social work theorists have identified and analyzed core issues in
terms of the application of social justice concepts (see Swenson, 1998; van Soest, 1995).
Heffernan, Shuttlesworth, and Ambrosino’s (2001) proposition that social and economic
justice includes fairness and equity in regard to basic civil and human rights, protections, re-
sources and opportunities, and social benefits encompasses the concerns of empowerment-
oriented group practice. The proposition helps to explain why social justice is being consid-
ered as the organizing value in social work (Wakefield, 1988).

There is a paradox in that consideration, for social policy receives relatively little of the
profession’s attention. “Yet social injustices cannot be dealt with in any significant way
without dealing with the policies that create or exacerbate them, nor can social justice be
pursued effectively without promoting just social policies” (Breton et al., 2003). The para-
dox is related in part to social work history. In the process of becoming a profession, social
work decided in essence to favor psychology and psychiatry as foundational knowledge.
That decision was a costly one, as it resulted in the neglect of sociology, economics, and po-
litical science, which are important to understanding and assessing social and economic pol-
icy and to engaging in policy making.

In order to work effectively toward the implementation of just and equitable social pol-
icies, social workers and members of empowerment-oriented groups need to be able to
contextualize problems in terms of their social and economic origins and their ramifications
in a specific social and economic environment. Contextualizing socioeconomic problems
does not require the ability to use the tools of economics. It does require understanding an
economic approach to problems and being able to make sense of and to criticize interpreta-
tions of raw data on such things as affordable housing or unemployment or poverty in a
given metropolitan area. Inability to contextualize socioeconomic problems—because it
leads to inadequate assessment of these problems and therefore to arbitrary and poorly con-
ceived efforts at policy making—will tend to relegate social justice to the status of a revered
but nonoperationalized value.

Radical Pedagogy

Radical pedagogy has been referred to previously; its importance to empowerment warrants
further elucidation. Paulo Freire (1973/1993), the foremost exponent of this pedagogy, sees
education as the practice of freedom—freedom from the culture of silence in which op-
pressed people live, freedom for people to have their say, freedom to name the world. He re-
jects conventional education, which he identifies as a taming process through which people
learn to conform and are assimilated into the prevailing system.

On the contrary, radical pedagogy presumes that educators enter into a dialogue with
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“educands,” become partners, and act as problem posers, not problem solvers. Freire as-
sumes further that educators must acknowledge and respect the “knowledge of living
experience”—and in this he antedated the narrative approaches so popular today (see White
& Epston, 1990), as well as the strengths perspective. He cautions, however, that that
knowledge is not the only knowledge people have a right to access. It is in this context that
Freire assumes that educators should present their “dream” to people, who all have a voca-
tion to “be more,” to be subjects who act on and transform the structure of oppression.

Based on these assumptions, Freire (1973/1993, p. 55) develops his theory of con-
scientization as a process through which the oppressed, who are “beings for others,” be-
come “beings for themselves” and his complementary theory of praxis, in which reflection
and action belong to the oppressed themselves. As he put it (1973/1993, p. 60), “Liberation
is a praxis: the action and reflection of men and women upon their world in order to trans-
form it.” Freire is uncompromising in his position on the need for both reflection and ac-
tion. Twenty years after writing Pedagogy of the Oppressed, he scathingly observes that
when consciousness raising produces change “only in the interiority of awareness [and] the
world is left untouched,” it produces “nothing but verbiage” (Freire, 1994, p. 104). That
the oppressed must be the agents of their own liberation is the central hypothesis of all liber-
ation theories and ipso facto of empowerment theory.

Liberation Theology

Boff and Boff (1987, p. 3) write: “Liberation theology was born when faith confronted the
injustice done to the poor.” They add (p. 14) that it is “a broad and variegated phenomenon
[which] encompasses a wide range of ways of thinking the faith in the face of oppression” or
simply that it is “faith confronted with oppression” (p. 12). In this theology, the word “lib-
eration” is taken for what it is: “the concept of a historical reality, the reality of the social
emancipation of the oppressed” (Boff & Boff, 1984, p. 81).

Liberation theologians assume that liberation presupposes a commitment to the poor
and oppressed: “Commitment is the first step” (Segundo, 1976, p. 81). Early on, they recog-
nized that this commitment required them to confront a powerful institution and its vested
interests. They also assumed that both a commitment to the oppressed and a challenge to
the institutional status quo meant being ready to use “the mighty weapon” of politics (Boff,
1977/1986, p. 43). They assumed in effect that there can be no liberation theology without a
liberation praxis, that is, without taking actions that lead to the liberation of the poor and
oppressed.

Following Freire—they acknowledge owing much to his pedagogy of the oppressed and
not for the oppressed—they insist that it is the oppressed themselves who must become the
primary agents of their own liberation. Liberation is not occupation: The powerful cannot
occupy or take over from the oppressed the task of becoming enfranchised, liberated, or em-
powered.

Thus the liberation theologians’ challenge to institutional power involves a challenge to
the power of clerics, that is, professionals, to speak for the people. As Boff (1977/1986) ob-
serves, when people have the opportunity to have a say, the monopoly of experts on speech
is over. Insisting that the oppressed speak for themselves assumes that they have resources
that can be mobilized to begin a process of change. An “assistentialist” stance of helping
people in need is to be replaced by a partnership stance of working with people who have
not only needs but also resources and rights. It is not a question of ignoring needs. On the
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contrary, Segundo (1976, p. 41) stresses that liberation theology arises out of “the urgent
problems of real life.” Those problems, however, “are definitely not tackled on a plane of
certain knowledge . . . science [cannot] provide any ready-made option in advance”
(Segundo, 1976, p. 76). Scientists, experts, professionals, are not in possession of incontest-
able knowledge that allows them to speak for the oppressed.

The change advocated by liberation theologians is not reform but transformation of the
system. They assume that reformism, synonymous with timid measures, is insufficient in the
long term and counterproductive in achieving a genuine transformation (see Breton, 1989).
They are aware that the transformation of the system will not necessarily bring about a
richer society but a more just, fraternal, and participatory society (Boff, 1985). Finally, liber-
ation theologians assume and caution that liberation involves long-term work: “a journey of
resistance and struggle, not of facile enthusiasm” (Boff, 1977/1986, p. 43).

Mutual Aid Groups and Organizations

In order to develop a sound theory of empowerment, some assumptions about mutual aid
groups and about organizations must be added to those about power, social justice, educa-
tion, and liberation. It is widely assumed that empowerment is facilitated through member-
ship in an empowerment-oriented mutual aid group housed in a supportive organization
(see Bartle et al., 2002; Gutiérrez et al., 1995 Home, 1991; Lee, 2001; Longres & McLeod,
1980).

In terms of groups, the following assumptions can be made:

1. When a group becomes a system of mutual aid, the power imbalances between pro-
fessional facilitators and group members are significantly reduced because everyone
becomes a helper.

2. There is, in groups, a better chance of seeing how private troubles and public issues
are connected. When private troubles become shared troubles, their structural (i.e.,
nonpersonal) sources can be more easily identified.

3. The realization that one belongs to a particular class comes more naturally in mutual
aid groups, in which one is face-to-face with others who are identified as being “in
the same boat.”

4. The disempowered or disenfranchised need a context in which to realize that they
have a voice and a say, and the optimal context for this is a group in which they
share their stories, debate issues, and make decisions.

5. Although it is possible to create such a context in a one-on-one situation, the out-
come of individuals asserting their voices among a group of peers is that they de-
velop that essential component of empowerment that Kieffer (1984) called “partici-
patory competence”—the ability to participate in a common enterprise.

6. Mutual aid groups facilitate the action phase of empowerment work (Cox, 1991;
Lee, 2001; Shapiro, 1991) through the mutual aid dynamic referred to as “the
strength in us,” which makes it easier for group members to mobilize for and take
action. (See Gitterman, Chapter 6, this volume for a detailed discussion of the mu-
tual aid approach.)

Assumptions about organizations that are relevant to a theory of empowerment can be
derived from the research literature (see Bartle et al., 2002; Gutiérrez et al., 1995). They in-
clude the following:
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1. As empowerment involves sharing power, and therefore challenges established
power structures within organizations, organizational barriers to empowerment are
to be expected.

2. As one of the organizational barriers to empowerment concerns the expectations of
funding sources, organizations have to be ready to work around the rules of funders
(see Bartle et al., 2002).

3. Practitioners who regularly interact with many organizations will hesitate to refer
people to one that is hostile to the empowerment approach or that is simply very
conservative and traditional (because they know it is service users who bear the costs
of inconsistencies in approaches); this will tend to isolate empowerment-oriented or-
ganizations.

4. To fight isolation, empowerment-oriented organizations need to network and sup-
port one another.

5. Three types of organizational support are crucial to empowerment-oriented work:
staff development, a collaborative or team-like approach, and administrative leader-
ship and advocacy (Gutiérrez et al., 1995).

6. Because empowerment looks different in different contexts and even settings
(Rappaport, 1985; Saleebey, 1997), organizations have to be innovative and open as
to the form empowerment will take in their own settings.

FUTURE DIRECTIONS AND CONCLUSION

It is clear from this discussion that changes in the delivery of social work services would help
to consolidate an empowerment approach in group work. In order to put social justice at
the center of group work—addressing social policy issues and engaging in social action as
normal, not exceptional, practice—the boundaries between levels of practice must be
opened up (Breton et al., 2003; Cohen & Mullender, 1999). What Reid (2002) identifies as
a trend toward multilevel intervention or integration needs to develop into a commonplace
reality. This would lead to more systematic engagement of social work groups with the com-
munities in which they operate. In that sense, the trend toward community-based practice
dovetails with an empowerment-oriented group approach in that both stress the importance
of partnerships with and within communities (Ewalt et al., 1998; Weil, 1996; Zippay,
1995). So too does the trend toward mandated collaboration between social services and
communities (Bailey & McNally Koney, 1996).

Another change that is of the essence relates to power-sharing arrangements within
social work organizations. Though conditions for the establishment of empowering orga-
nizational practices have been spelled out and examples documented (Gutiérrez et al.,
1995; Shera, 1995), evidence of power sharing is still scarce. This may be due in part to
the prevailing educational culture within schools of social work, a culture that would
benefit from integrating a strengths perspective and creating an empowering environment
(Breton, 1999).

The trend toward establishing consumer rights in social and mental health services has
helped to foster, and is bound to help maintain, an empowerment perspective in these ser-
vices (Staples, 1999). It is crucial to emphasize that a device such as a bill of rights for group
members must have an enforcement mechanism if it is to be empowering. Without institu-
tional measures guaranteeing its implementation, a bill of rights may make group members
feel empowered or have a sense of empowerment; it will not mean that they have more con-
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trol over what happens to them in a given institution. If it is not enforced, it may lead to dis-
illusionment, disappointment, and further disempowerment.

Finally, the recognition and acceptance of participatory research is an indication of
growing professional respect for the contribution of service users and has the potential,
when used appropriately, to strengthen empowerment-oriented group practice (see Alvarez
& Gutiérrez, 2001; Cox & Parsons, 2000).

This brief look at future directions has been, on the whole, optimistic. It would be mis-
leading, however, not to mention at least one negative trend that is gaining ground in the
social services and that could seriously threaten empowerment-oriented practice. That is the
trend toward managed care and all forms of divestment of public, not-for-profit services
onto the private for-profit sector. It has been stated more than once throughout this chapter
that empowerment is achieved after a usually lengthy process of conscientization that leads
to usually lengthy participation in a collective/social action. Empowerment work is not
suited for short-term intervention that produces quickly reached goals. And it is obviously
not suited to the preservation of the sociopolitical, organizational, or institutional status
quo. Those who want to engage in empowerment-oriented group practice need to come to
terms with these realities.

REFERENCES

Alvarez, A. R., & Gutiérrez, L. M. (2001). Choosing to do participatory research: An example and is-
sues of fit to consider. Journal of Community Practice, 9(1), 1–20.

Andrews, J., & Reisch, M. (2002). The radical voices of social workers: Some lessons for the future.
Journal of Progressive Human Services, 13(1), 5–30.

Bailey, D., & McNally Koney, K. (1996). Interorganizational community-based collaboratives: A stra-
tegic response to shape the social work agenda. Social Work, 41(6), 602–611.

Bartle, E. E., Couchonnal, G., Canda, E. R., & Staker, M. D. (2002). Empowerment as a dynamically
developing concept for practice: Lessons learned from organizational ethnography. Social Work,
47(1), 32–43.

Boff, L. (1985). Church: Charism and power. New York: Crossroad.
Boff, L. (1986). Ecclesiogenesis: The base communities reinvent the Church (R. Barr, Trans.). Mary-

knoll, NY: Orbis Books. (Original work published 1977)
Boff, L., & Boff, C. (1984). Salvation and liberation: In search of a balance between faith and politics.

Maryknoll, NY: Orbis Books.
Boff, L., & Boff, C. (1987). Introducing liberation theology. Maryknoll, NY: Orbis Books.
Breton, M. (1985). Reaching and engaging people: Issues and practice principles. Social Work with

Groups, 8(3), 7–21.
Breton, M. (1989). Liberation theology, group work, and the right of the poor and oppressed to par-

ticipate in the life of the community. Social Work with Groups, 12(3), 5–18.
Breton, M. (1990). Learning from social group work traditions. Social Work with Groups, 13(3), 21–

34.
Breton, M. (1992). Clinical social work: Who is being empowered? In D. F. Fike & B. Rittner (Eds.),

Working from strengths: The essence of group work (pp. 81–85). Miami, FL: Center for Group
Work Studies.

Breton, M. (1994a). On the meaning of empowerment and empowerment-oriented practice. Social
Work with Groups, 17(3), 23–37.

Breton, M. (1994b). Relating competence-promotion and empowerment. Journal of Progressive Hu-
man Services, 5(1), 27–44.

Breton, M. (1995). The potential for social action in groups. Social Work with Groups, 18(2/3), 5–13.
Breton, M. (1999). Sharing power. Journal of Progressive Human Services, 10(1), 33–51.

72 THEORETICAL AND PHILOSOPHICAL FOUNDATIONS



Breton, M. (2002). Empowerment practice in Canada and the United States: Restoring policy issues at
the center of social work. Social Policy Journal, 1(1), 19–34.

Breton, M., & Breton, A. (1997). Democracy and empowerment. In A. Breton, G. Galeotti, P. Salmon,
& R. Wintrobe (Eds.), Understanding democracy: Economic and political perspectives (pp. 176–
195). New York: Cambridge University Press.

Breton, M., Cox, E. O., & Taylor, S. (2003). Social justice, social policy, and social work: Securing the
connection. Social Policy Journal, 2(1), 3–20.

Butler, S., & Wintram, C. (1991). Feminist group work. London: Sage.
Cohen, M. B. (1994). Overcoming obstacles to forming empowerment groups: A consumer advisory

board for homeless clients. Social Work, 39(6), 742–749.
Cohen, M., & Mullender, A. (1999). The personal in the political: Exploring the group work contin-

uum from individual to social change goals. Social Work with Groups, 22(1), 13–31.
Cox, C. B. (2002). Empowering African American custodial grandparents. Social Work, 47(1), 45–54.
Cox, E. O. (1988). Empowerment of the low income elderly through group work. Social Work with

Groups, 14(4), 111–125.
Cox, E. O. (1991). The critical role of social action in empowerment oriented groups. Social Work

with Groups, 14(3/4), 77–90.
Cox, E. O., & Parsons, R. J. (2000). Empowerment-oriented practice: From practice value to practice

model. In P. Allen-Meares & C. Garvin (Eds.), The handbook of social work practice (pp. 113–
129). Thousand Oaks, CA: Sage.

Coyle, G. L. (1955). Group work as a method in recreation. In H. B. Trecker (Ed.), Group work:
Foundations and frontiers (pp. 91–108). New York: Whiteside and William Morrow. (Original
work published 1947)

Dewey, J. (1922). Human nature and conduct. New York: Random House.
Du Bois, B., & Miley, K. K. (1999). Social work: An empowering profession (3rd ed.). Boston: Allyn

& Bacon.
Ewalt, P. L. Freeman, E. M., & Poole, D. L. (Eds.). (1998). Community building: Renewal, well-being,

and shared responsibility. Washington, DC: NASW Press.
Fanon, F. (1968). The wretched of the earth. New York: Grove Press.
Freire, P. (1993a). Education for critical consciousness. New York: Continuum. (Original work pub-

lished 1973)
Freire, P. (1993b). Pedagogy of the oppressed. New York: Continuum. (Original work published

1970)
Freire, P. (1994). Pedagogy of hope: Reliving pedagogy of the oppressed. New York: Continuum.
French, J. R. P., & Raven, B. (1960). The bases of social power. In D. Cartwright & A. Zander

(Eds.), Group dynamics: Research and theory (2nd ed., pp. 607–623). New York: Harper &
Row.

Galper, J. H. (1980). Social work practice: A radical perspective. Englewood Cliffs, NJ: Prentice-Hall.
Gartner, A., & Reissman, F. E. (Eds.). (1984). The self-help revolution. New York: Human Sciences.
Garvin, C. D. (1991). Barriers to effective social action by groups. Social Work with Groups, 14(3/4),

65–76.
Garvin, C. D. (1997). Contemporary group work (3rd ed.). Boston: Allyn & Bacon.
Garvin, C. D., & Reed, B. G. (1995). Sources and visions for feminist group work: Reflective pro-

cesses, social justice, diversity, and connection. In N. Van Den Bergh (Ed.), Feminist visions for
social work (pp. 41–69). Silver Springs, MD: NASW Press.

Gil, D. G. (1998). Confronting injustice and oppression. New York: Columbia University Press.
Gutiérrez, L. M. (1990). Working with women of color: An empowerment perspective. Social Work,

35(2), 149–153.
Gutiérrez, L. M. (1994). Beyond coping: An empowerment perspective on stressful life events. Journal

of Sociology and Social Welfare, 21(3), 201–219.
Gutiérrez, L. M., GlenMaye, L., & DeLois, K. (1995). The organizational context for empowerment

practice: Implications for social work administration. Social Work, 40(2), 249–258.
Hartman, A. (1993). The professional is political. Social Work, 38(4), 365–366, 504.
Hasenfeld, Y. (1987). Power in social work practice. Social Service Review, 61, 469–483.

An Empowerment Perspective 73



Haynes, K. S., & Mickelson, J. S. (1997). Affecting change: Social workers in the political arena (3rd
ed.). White Plains, NY: Longman.

Heffernan, J., Shuttlesworth, G., & Ambrosino, R. (2001). Social work and social welfare. Belmont,
CA: Brooks/Cole.

Holmes, G. E., & Saleebey, D. (1993). Empowerment, the medical model, and the politics of
clienthood. Journal of Progressive Human Services, 4(1), 61–78.

Home, A. (1991). Mobilizing women’s strengths for social change: The group connection. In A. Vinik
& M. Levin (Eds.), Social action in group work (pp. 153–173). New York: Haworth Press.

Kieffer, C. H. (1984). Citizen empowerment: A development perspective. In J. Rappaport, C. Swift, &
R. Hess (Eds.), Studies in empowerment: Steps toward understanding and action (pp. 9–36). New
York: Haworth Press.

Kurland, R. (1978). Planning: The neglected component in group development. Social Work with
Groups, 1(2), 173–178.

Lee, J. A. B. (2001). The empowerment approach to social work: Building the beloved community.
New York: Columbia University Press.

Longres, J. (1996). Radical social work: Is there a future? In P. Raffoul & C. A. McNeece (Eds.), Fu-
ture issues for social work practice (pp. 229–239). Boston: Allyn & Bacon.

Longres, J. F., & McLeod, E. (1980). Consciousness raising and social work practice. Social Case-
work, 61(5), 267–276.

McKenzie, B. (1999). Empowerment in First Nations child and family services: A community-building
process. In W. Shera & L. M. Wells (Eds.), Empowerment practice in social work (pp. 196–219).
Toronto, Ontario, Canada: Canadian Scholars’ Press.

McKenzie, B., & Morrissette, L. (1993). Cultural empowerment and healing for aboriginal youth in
Winnipeg. In A. Mawhiney (Ed.), Rebirth: Political, economic and social development in First
Nations (pp. 117–130). Toronto, Ontario, Canada: Dundurn Press.

Memmi, A. (1965). The colonizer and the colonized. New York: Orion Press.
Mullender, A., & Ward, D. (1991). Self-directed group work: Users take action for empowerment,

London: Whiting & Birch.
O’Sullivan, M. J., Waugh, N., & Espeland, W. (1984). The Fort McDowell Yavapai: From pawns to

powerbrokers. In J. Rappaport, C. Swift, & R. Hess (Eds.), Studies in empowerment: Steps to-
ward understanding and action (pp. 73–97). New York: Haworth Press.

Pernell, R. (1986). Empowerment and social group work. In M. Parnes (Ed.), Innovations in social
group work: Feedback from practice to theory (pp. 107–117). New York: Haworth Press.

Pollio, D. E. (2000). Reconstructing feminist group work. Social Work with Groups, 23(2), 3–18.
Rappaport, J. (1981). In praise of paradox: A social policy of empowerment over prevention. Ameri-

can Journal of Community Psychology, 9(1), 1–25.
Rappaport, J. (1985). The power of empowerment language. Social Policy, 16(2), 15–21.
Rappaport, J. (1987). Terms of empowerment/exemplars of prevention: Toward a theory for commu-

nity psychology. American Journal of Community Psychology, 15, 121–145.
Rawls, J. (1971). A theory of justice. Cambridge, MA: Harvard University Press.
Reamer, F. G. (1983). The concept of paternalism in social work. Social Service Review, 57, 254–271.
Reid, W. J. (2002). Knowledge for direct social work practice: An analysis of trends. Social Service Re-

view, 76(1), 6–33.
Reisch, M. (1998). The socio-political context and social work method, 1890–1950. Social Services

Review, 72(2), 161–181.
Reissman, F. (1990). Restructuring help: A human services paradigm for the 1990s. American Journal

of Community Psychology, 18(2), 221–230.
Riger, S. (1993). What’s wrong with empowerment. American Journal of Community Psychology,

21(3), 279–292.
Sacks, J. (1991). Action and reflection in work with a group of homeless people. Social Work with

Groups, 14(3/4), 187–202.
Saleebey, D. (Ed.). (1997). The strengths perspective in social work practice. New York: Longman.
Saulnier, C. F. (2000). Incorporating feminist theory into social work practice: Group work examples.

Social Work with Groups, 23(1), 5–29.

74 THEORETICAL AND PHILOSOPHICAL FOUNDATIONS



Segundo, J. L. (1976). The liberation of theology (J. Drury, Trans.). Maryknoll, NY: Orbis Books.
Seligman, M. (1975). Helplessness: On depression, development and death. San Francisco: Freeman.
Sen, A. (1999). Development as freedom. New York: Knopf.
Shapiro, B. Z. (1990). The social work group as social microcosm: Frames of reference revisited. So-

cial Work with Groups, 13(2), 5–21.
Shapiro, B. Z. (1991). Social action, the group and society. Social Work with Groups, 14(3/4). 7–21.
Shera, W. (1995). Empowerment for organizations. Administration in Social Work, 19(4), 1–15.
Sherif, M., & Sherif, C. W. (1964). Reference groups. New York: Harper & Row.
Solomon, B. B. (1976). Black empowerment: Social work in oppressed communities. New York: Co-

lumbia University Press.
Specht, H., & Courtney, M. (1994). Unfaithful angels: How social work abandoned its mission. New

York: Free Press.
Spencer, M., Lewis, E., & Gutiérrez, E. (2000). Multicultural perspectives on direct practice in social

work. In P. Allen-Meares & C. Garvin (Eds.), The handbook of social work direct practice (pp.
131–149). Thousand Oaks, CA: Sage.

Staples, L. H. (1999). Consumer empowerment in a mental health system: Stakeholder roles and re-
sponsibilities. In W. Shera & L. M. Wells (Eds.), Empowerment practice in social work (pp. 119–
141). Toronto, Ontario, Canada: Canadian Scholars’ Press.

Steinberg, D. M. (1997). The mutual-aid approach to working with groups: Helping people help each
other. Northvale, NJ: Aronson.

Swenson, C. R. (1998). Clinical social work’s contribution to a social justice perspective. Social Work,
43(6), 527–537.

van Soest, D. (1995). Peace and social justice. In R. L. Edwards (Ed.), Encyclopedia of social work
(19th ed., Vol. 3, pp. 1810–1817). Washington, DC: NASW Press.

Wakefield, J. C. (1988). Psychotherapy, distributive justice, and social work: 1. Distributive justice as a
conceptual framework for social work. Social Service Review, 62, 187–210.

Ward, D., & Mullender, A. (1991). Empowerment and oppression: The indissoluble link. Critical So-
cial Policy, 32, 21–30.

Wax, J. (1971). Power theory in institutional change. Social Service Review, 45(3), 274–288.
Weick, A. (1982). Issues of power in social work practice. In A. Weick & S. T. Vadiver (Eds.), Women,

power, and change (pp. 173–185). Silver Spring, MD: NASW Press.
Weick, A. (1983). Issues in overturning a medical model of social work practice. Social Work, 28(6),

467–471.
Weick, A. (1992). Building a strengths perspective for social work. In D. Saleeby (Ed.), The strengths

perspective in social work practice (pp. 18–26). New York: Longman.
Weick, A., Rapp, C., Sullivan, W. P., & Kisthardt, W. (1989). A strengths perspective for social work

practice. Social Work, 34(4), 350–354.
Weil, M. (1996). Community building: Building community practice. Social Work, 41(5), 481–499.
White, M., & Epston, D. (1990). Narrative means to therapeutic ends. New York: Norton.
Wohl, B. J. (2000). The power of group work with youth: Creating activists of the future. Social Work

with Groups, 22(4), 3–13.
Zippay, A. (1995). The politics of empowerment. Social Work, 40(2), 263–267.

An Empowerment Perspective 75



Chapter 5

Ethics and Values
in Group Work

HELEN NORTHEN

Social workers with groups have a long history of embracing a set of social values.
Only recently, however, has there been an increase of interest in translating these values into
ethical principles that govern the conduct of practitioners in their relationships with individ-
uals and groups. Codes of ethics have been developed by professional organizations, but
they do not specify special applications to work with groups. In this chapter, I attend to se-
lected ethical issues concerning groups: group relationships, multiculturalism, empower-
ment, confidentiality, self-determination, and professional competence. Attention is also
given to ethical dilemmas that require workers to choose from among alternative principles.
Concern with ethics is integrally related to the use of knowledge and skills in practice.

Social group work is defined as a method of social work whose purpose is the enhance-
ment of the psychosocial functioning of individuals and improvement of their environments.
According to findings from a survey by Turner (1979), the term “psychosocial” has been
used since 1930 to refer to the feelings, attitudes, and behaviors of persons in their relation-
ships with others. Coyle (1947) emphasized that the term also refers to the social conditions
and situations in the environment that influence the well-being of people. Enhancement of
functioning includes both prevention and treatment. The small group is the appropriate mo-
dality of practice when a person’s needs can be met through interaction with others, as dis-
tinguished from help in a one-client-to-one-practitioner situation.

Values are abstract propositions about what is right, desirable, or worthwhile. Ethics
are the rules of conduct governing a particular group. According to Loewenberg and
Dolgoff (1988, p. 21), “Ethics are generally defined as that brand of philosophy that con-
cerns itself with human conduct and moral decision making. . . . Morality consists of princi-
ples of conduct which define standards for right behavior.” In a profession, the values are
translated into ethical principles of practice.

The National Association of Social Workers (NASW) has a Code of Ethics (1996) that
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sets forth standards for professional conduct. According to the code, “broad ethical princi-
ples are based on social work’s core values of service, social justice, dignity and worth of the
person, importance of human relationships, integrity, and competence. These principles set
forth ideals to which all social workers should aspire” (p. 1). Little attention, however, was
given to the use of these principles in social work practice with groups. That is true also for
major books on social work, for example, Levy, 1976; Loewenberg and Dolgoff, 1988;
Reamer, 1999; and Rhodes, 1986. These books contain almost no references to group work.

Social workers are bound by the ethical principles set forth in codes of ethics, but, when
working with groups, they need also to understand and differentially apply these principles.
Hartford (1976, p. 60) noted that “ethical commitments based on knowledge are particu-
larly crucial in an area of work where the group can be used so powerfully to modify beliefs
and behavior, for “brain washing,” or even for the destruction of an individual’s self image,
personality, and feelings of competency.” Knowledge of groups can be used for destructive
as well as constructive purposes (Galinsky & Schopler, 1977; Schopler & Galinsky, 1981).
The use of ethical principles is complicated in services to groups, owing to the larger number
of persons involved and the nature and quality of the relationships and communications
among them. The basic values of group work deal with relationships.

BASIC VALUES

Dignity and Worth

A primary value of group work is belief in the inherent worth and dignity of each person. If
this value is accepted, then certain ideas follow about individuals in relation to society. All
persons should be accepted as they are and their special strengths recognized. They should
be treated with respect, regardless of their similarities and differences in relation to other
persons and population groups. They should have freedom to express themselves without
fear of negative sanctions. They should have the right to privacy, with information treated
confidentially unless their informed consent has been obtained.

Social Justice

Social justice is a closely related value. Everybody has the right to civil liberties and equal
opportunity without discrimination as to race, ethnicity, religion, social class, gender, sexual
orientation, health, and capacities. They should have access to resources that are essential to
meet their basic needs. They have the right to self-determination, that is, to make their own
personal decisions and to participate in making group, family, or organizational decisions
within the limits imposed by the individual’s culture and status and with regard for the
rights of others. A delicate balance exists between individual and societal welfare.

Mutual Responsibility

The value of mutual responsibility is based on the conviction that people are interdependent
for survival and fulfillment of their needs. They are capable of helping one another. Mutual
aid is the process whereby the reciprocal relations among people are used for helping each
other (Lee & Swenson, 1994; Steinberg, 1997). As individuals interact with others in the en-
vironment, they both influence and are influenced by each other. That is a democratic con-
cept. Group work builds on this interdependence, a major reason that groups can become
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potent forces for development and change. Each member carries a contributing, as well as a
receiving, role. Stimulation directed to enhancing psychosocial functioning arises from the
network of interpersonal influences in which all members participate. The social worker is
one important influence, but so too is each member of the group (Northen & Kurland,
2001). The worker is responsible for helping members to develop patterns of communica-
tion and norms of behavior that foster mutual aid.

THE IMPORTANCE OF HUMAN RELATIONS

Relationships among individuals are of crucial importance in groups. The ethical principle,
according to the Code of Ethics, is that “Social workers recognize the central importance of
human relationships. They engage people as partners in the helping process, seek to
strengthen relationships among people in a purposeful effort to promote, restore, maintain,
and enhance the well-being of individuals, families, social groups, organizations, and com-
munities” (pp. 3–4). That is what happens in group work. Konopka (1992, p. 109) has elo-
quently reminded us that “all lives are connected to other lives. . . . It is the vital interrela-
tionship of human beings that is the heart of social group work.”

The Professional Relationship

The social worker’s relationships with members and other persons in their behalf is an im-
portant component of practice. It is based on trust and used only for the benefit of clients
(Kutchins, 1991). Practitioners are expected to demonstrate acceptance, empathy, and genu-
ineness in their relationships with the persons they serve. They are expected to respect all
members, regardless of their personal and cultural characteristics, interests, and capacities.
They demonstrate trust through their attitudes and behavior. To be able to do this, the
worker needs reflective self-awareness about his or her biases, prejudices, and moral prefer-
ences. Workers must recognize that each member has a particular psychological meaning for
them; for example, some members may trigger reactions of fear, hostility, affection, or
overprotection (Northen & Kurland 2001, p. 294). Workers need to learn to deal with these
reactions so they do not interfere with the worker–group relationship.

Social workers are authority figures with professional power. They do not use this
power to deceive, exploit, have sexual contacts with, or otherwise harm members. Shaffer
and Galinsky (1989) discuss ways that practitioners may use their power to influence the
emotions or actions of members unfairly. Serious injustice to clients’ autonomy may occur
when they are pressured into making decisions or performing tasks that are against their
values or capacities.

Honesty and openness are crucial in the development of effective worker–group rela-
tionships. Withholding important information from the group creates difficulties in commu-
nication and may be unethical. A frequent example concerns the lack of honesty in inform-
ing members about the agency’s purpose for the group. Social workers may not intend to
deceive, but they may fail to present simply and clearly the purpose for which the group was
formed. They may be fearful of negative responses or that prospective members will decide
not to join the group. When workers present clearly the hoped-for outcomes and the means
for achieving them, members often are relieved, and their interest in the group is enhanced
(Kurland & Salmon, 1998). When there is disparity between the stated and hidden pur-
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poses, trust has been violated. Sneaking in a different purpose is not congruent with the
qualities of acceptance, empathy, and genuineness. It is unethical practice. The principle is,
“if the practitioner cannot say it to clients, then the practitioner has no right to try to do it”
(Northen & Kurland, 2001, p. 179).

Group Relationships

The nature and quality of interpersonal relationships in the group have great impact on the
meaning and value of the group to its members. People are interdependent; they have re-
sponsibilities toward each other. It is a fact that, as John Donne wrote a long time ago, “No
man is an island entire of itself; every man is a piece of the continent, a part of the main.”
More recently, many social workers, particularly those interested in groups, identify with
Ryan’s (1985, p. 338) concern for a “world that would de-emphasize the exaltation of the
individual as some kind of disconnected, omnipotent being and that would accept the reality
that human accomplishments are the result of the actions of many persons working to-
gether.” Falck (1995) is concerned about the focus on individuals, rather than on mutual aid
through which members teach each other to meet their needs through a democratic group
process. As Humphreys (1989) said, “There is something stronger than each of us individu-
ally and that is all of us together.”

As members of groups, people engage in mutual aid, learning to receive from and give
to others to the extent of their capacities and the opportunities that are available to them.
Democratic attitudes, according to Phillips (1957, p. 26) “are not acquired by coercion, but
through experience in democratic process.” And Lindeman (1939, p. 50) wrote that “the
democratic way of life rests firmly upon the assumption that means must be consonant with
ends.” Group work offers an experience in democratic participation in achieving agreed-
upon goals.

Social workers have an ethical responsibility to help members to develop accepting and
mutually helpful relationships. As noted earlier, a democratic philosophy places values on
justice, dignity and worth, and mutual responsibilities. Social workers, then, make efforts to
accept all members, regarding them as being worthy of respect, who come into the group
with their varied customs and traditions based on their religious, ethnic, racial, and social
class identifications. “It is an attitude that transcends tolerance: it is a positive acceptance of
the values and differences among human beings, of their right to be different one from an-
other” (Wilson & Ryland, 1949, p. 88).

Fundamental to group work values is the right of people to be different in a society in
which each person has an equal right to membership and a responsibility for the common
good. Maier (1997, p. 15) wrote that practitioners need to have “a decisive commitment to
values for participatory interaction, mutual aid, and for a strong reliance on membership
power.” When these values are present, relationships tend to be maintained. Members need
opportunities, both to provide and receive support.

The development of a contract—a working agreement with, not for, the group—is a
means for assuring that the relationship between the worker and members will be based on
mutual understanding. It involves both workers and clients in participating in decision mak-
ing that results in mutual commitment and responsibility. It is through the process of con-
tracting that members give their informed consent to participate in the group, with under-
standing of what that entails. Contracts clarify ethical issues and accountability. They
encourage commitment and involvement (Seabury, 1976).
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MULTICULTURALISM

Multiculturalism, according to Chau (1990), is becoming a professional ethic. He said that
“the ethics of cultural pluralism is epitomized by accepting cultural differences and respect-
ing the strengths inherent in these differences. . . . Cultural sensitivity in responding to the
ethnic realities of our clients is the sine qua non for effective group work in multicultural
contexts” (p. 10), and Walker and Staton (2000) agree that multiculturalism is a guiding
principle of “virtuous practice.” It is a belief about how people should be understood and
treated, rather than a category of objective facts. These writers view it as an ethical principle
that directs social work practice, and they discuss how treating multiculturalism as a body
of knowledge, rather than as a value, promotes unintended stereotyping.

Social workers need to respect diversity and simultaneously focus on what human be-
ings have in common. Understanding of shared values enhances respect for diversity, as
Siporin (1982) pointed out. And “unity in diversity” was a major value in the philosophy of
one of the profession’s great founders, Jane Addams.

EMPOWERMENT

Empowerment is both a value and a goal (Hirayama & Hirayama, 1986). In the first so-
cial work book on the subject, Solomon (1976, p. 6) defined it as “a process whereby
persons who belong to a stigmatized social category throughout their lives can be assisted
to develop and increase skills in the exercise of interpersonal influence and the perfor-
mance of valued social roles.” She described groups as opportunity systems that can be
used in a wide variety of efforts to empower clients. She said that work with groups and
communities provides a richer opportunity system for reducing powerlessness than do
one-worker-to-one-client approaches (p. 323). In groups, according to Simon (1994, p. 9),
members derive “a sense of personal and interpersonal power from the collectivity that is
able, to some degree, to reduce the structural power imbalance between the social worker
and his or her clients.” Social workers have an ethical responsibility to assist clients to
achieve appropriate power.

Writing specifically about groups, Pernell (1986) described empowerment as an en-
abling process through which members are provided with the knowledge and opportunity to
achieve their goals. “Power,” she wrote, “is simply the ability or capacity to act or perform
effectively. . . . It is the capacity to influence the forces which affect one’s life space for one’s
own and others’ benefit” (p. 117). She presented information about the potential of social
group work to help members to develop such power. Gutiérrez and Lewis (1999) agreed
with that and reminded readers that power may also be used to block opportunities and to
exclude and control other persons. (See Mayadas, Smith, & Elliott, Chapter 3, this volume,
for a detailed discussion of the idea of empowerment.)

CONFIDENTIALITY AND PRIVACY

Confidentiality refers to the degree of control that people have about the release of informa-
tion about themselves. Members of groups have the right to a reasonable expectation of
confidentiality (Skolnik & Attinson, 1978). The Code of Ethics states that “social workers
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should seek agreements among the parties involved concerning each individual’s right to
confidentiality and obligation to preserve the confidentiality of information shared by oth-
ers.” But implementing the principle is complicated, especially in groups.

Groups vary in their purposes, structures, and composition. The need for strict confi-
dentiality, therefore, varies. For example, confidentiality is seldom an issue in educational
groups with a stable structure and program plan. But it is crucial in therapeutic groups in
which members have sensitive problems and are expected to disclose their feelings, ideas,
and problems. Workers can, by word and deed, demonstrate that they can be trusted to keep
confidential what they know about members, with certain exceptions that are explained to,
and discussed by members. These exceptions include the duty to warn a third party about a
client who is dangerous to self, others, or property when disclosure can prevent the threat-
ened danger (Houston-Vega & Nuehring, 1997; Polowy, 1996). In 1976, the California Su-
preme Court in its Tarasoff decision stated that mental health practitioners have a responsi-
bility to protect victims of violent clients. In a study by Weil and Sanchez (1983), the results
clearly indicated that social workers recognized that responsibility but that they placed
greater weight on professional and personal ethics than on legal mandates. The conclusion
was that “the Tarasoff decision is an instance of good laws supporting responsible profes-
sional practice” (p. 123). The duty to warn other people conflicts with the duty to maintain
confidence.

In groups, confidentiality is not limited to the social worker’s behavior, because mem-
bers acquire information about each other. The worker cannot guarantee that members will
protect each other’s privacy. Respect for privacy and maintenance of confidentiality depends
on the extent to which a norm of confidentiality can be developed within the group. Such a
norm ought to specify the nature, extent, and limits of confidentiality. Members need to de-
cide what kind of information they will keep to themselves and what can be shared with
family and friends (Northen, 1998). After all, if members are having a good experience, it is
natural and appropriate to tell other people about it, without revealing sensitive material
about other members. An issue is how the worker’s interventions can help the members to
protect confidentiality without unduly limiting self-determination.

One important ethical issue concerns the use of records about individuals or the
group that contain sensitive information (Kagle, 1990). In general, members have the
right to know what the records contain about them. One task of the profession is to find
ways to keep essential records that will minimize the risks to each member when records
are released for various purposes. If a record is used to obtain information about an indi-
vidual, as in a team meeting or court hearing, data about other members are revealed.
The same is true of audio or video recordings. Confidentiality is more likely to be pro-
tected if records are kept on each member rather than including that information in a
group record.

Guidelines for promoting confidentiality in groups have been published by Congress
and Lynn (1997) and Rock and Congress (1999). In essence, these include having correct in-
formation about policies and laws, avoiding the imposition of one’s own values on other
people, being explicit in contracting with members on issues of confidentiality, assessing the
level of confidentiality appropriate for the particular group, helping the group to develop a
norm of confidentiality, and exploring the issue in early meetings. The nature of the discus-
sion needs to be appropriate to the type of group and the characteristics of members, includ-
ing their capacities and problems. With groups of children and adolescents, it is often im-
portant to discuss the issue with parents or legal guardians.
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SELF-DETERMINATION

Self-determination has long been viewed as a fundamental social work value. Barker (1991)
defined it as “an ethical principle in social work which recognizes the rights and needs of cli-
ents to be free to make their own choices and decisions” (p. 210). The NASW Code states,
“Social workers respect and promote the right of clients to self-determination and assist cli-
ents in their efforts to identify and clarify their goals” (p. 5). The Code does not, however,
apply the principle to groups.

There are limitations to individuals’ rights to make their own decisions and behave as
they desire. In some cases, certain individuals do not have a choice about attending a group.
Attendance is required, for example, as a condition of probation or by school assignment.
The principle of informed consent is violated. An agent of the community has decided that
help in a group is necessary. The issue of authority needs to be dealt with openly. “The de-
mand that they face the problem is the beginning of the helping process,” according to
Shulman (1992, p. 371). Such members have the right to know the reason for the decision
and to decide how they will participate in the group within the agreements in the group’s
contract.

Siporin (1982) has emphasized, for example, that self-determination deals with rights
to socially responsible self-direction. Ewalt and Makuau (1995) provide evidence that the
values of many cultures emphasize the collective, with individuals taking into account the
welfare of the group in making their decisions. Similarly, Daly, Jennings, Beckett, and
Leashore (1994) note that in African cultures humanity is viewed as a collective, expressed
as shared concern and responsibility for the well-being of all. These value perspectives are in
harmony with the emphasis in group work on interdependence, mutual aid, group problem
solving, and respect for human diversity.

Congress and Lynn (1997) discuss the tension between the rights of members to self-
determination and the need to develop a consensus. The skilled use of the worker’s authority
(power) is required to help the group to explore ideas, goals, and feelings and to set appro-
priate limits. The right of members to make their own choices does not deter the worker
from intervening in ways that Schwartz (1961) called “lending a vision” to the members.
Workers may use the term “self-determination” inappropriately as a rationale for failing to
intervene (Kurland & Salmon, 1990). An example is of a graduate student who was forming
a group for parents of children with special needs. She made a home visit to Mrs. C, whose
son was complaining about his mother’s strictness and was having difficulties in his relation-
ships at the center. The visit was very brief. The student told Mrs. C about the group and in-
vited her to attend. Mrs. C said she was not interested. The student said she should think
about it and left. Mrs. C was not helped to understand how her participation could be of
value both for her and for her son. It was not an informed decision. In reaching a group de-
cision, the choices of individuals need to be modified in order to resolve the conflict and
reach the agreed-upon goals.

The issue of social workers’ power is central to ensuring the rights of members to make
their own choices to the extent possible in a given situation. Long ago, Wilson and Ryland
(1949) recognized the need for different degrees of direction by social workers, depending
on the members’ capacities to make informed decisions. They presented a chart that indi-
cated six degrees of direction by the worker, ranging from controller to enabling observer.
Similarly, and more recently, Rothman, Smith, Nakashima, Peterson, and Mustin (1996)
conducted research that found that practitioners use a range of gradations of direction with
an individual or group. These are: (1) reflective, involving exploration of a problem with an
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individual or group, without offering any direction; (2) suggestive, involving exploration in
which the worker gives a mild or tentative preference for a solution; (3) prescriptive, involv-
ing consideration of a direction in which the worker clearly indicates a specific course of
action; and (4) determinative, involving the use of an independent action by the worker on
behalf of a client or group without their awareness or acquiescence. All four levels of direc-
tion were judged to be ethically suitable, depending on the situation.

Judgment about the appropriate degree of direction by workers requires, in addition to
placing value on the clients’ rights, knowledge about the capacities of clients, stages of
group development, and limits posed by laws and environmental circumstances. Ethical
practice is that in which social workers enable the group to take responsibility for itself as
soon as possible. The right of the group to make its own decisions within its contract is
based on the principle that it is important for people to learn to govern their own lives.
Workers release responsibility to the members as they become able to assume it. Gradually,
most power shifts from the worker to the group. Ethically, social workers do have authority,
with its concomitant responsibility for the welfare of the group.

PROFESSIONAL COMPETENCE

Clients have a right to competent help. They have a right to expect that service will be pro-
vided in a manner that is consistent with ethical principles and standards of practice
(Reamer, 1990). The rule is, “Do only what you know how to do.”

The absence of professional competence, that is, having adequate ability to do some-
thing, is an ethical issue. The NASW Code of Ethics states that “social workers practice
within their areas of competence and develop and enhance their professional expertise” (p.
5). It is unethical to perform a service when one is not competent to do it reasonably well.
According to Levy (1976), practitioners are ethically accountable for what they do, the way
they do it, and the results. They are ultimately responsible for the nature and quality of the
services that they provide. In the final analysis, it is competence that counts. Values, knowl-
edge, and skills need to be translated into effective performance.

The use of any approach to practice needs to be appropriate to the culture, characteris-
tics, problems, and strengths of prospective members. Competent practitioners are aware of
their own personal and cultural values and the ways these are similar to, or different from,
those of their clients, those espoused by the organization that employs them, and those
expressed by dominant segments of the community. They are knowledgeable about profes-
sional ethics and evaluate their own behavior in relation to them. They need to be able to
respond respectfully to people of varied races, religions, ethnic backgrounds, sexual orienta-
tions, and socioeconomic status in a manner that recognizes and affirms their worth. They
appreciate the importance of multiculturalism (Chau, 1990; Davis, 1984; Durst, 1994;
Tsang & Bogo, 1997; Tsui & Schultz, 1988).

Konopka (1978, p. 126) described the tendency of group workers “to grab on” to mod-
els of group work that were developed outside the profession. These include marathons,
Gestalt therapy, behavior modification, and computer counseling. Malekoff (1997) pro-
posed a principle concerning new approaches. He wrote, “Group workers who decide to
adopt approaches that are rising in popularity, whatever these approaches might be, must
not lose sight of the core principles of group work”(p. 41).

Certainly, knowledge about varied models can provide new ideas or techniques to
strengthen practice. Much has been learned, for example, from Carl Rogers’s (1957) re-
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search on the qualities of relationships that positively influence outcomes. That knowledge
has been integrated into most social work approaches to practice. There is need to be clear
about which clients these types of practice are effective with and the value system on which
they are based.

Social workers should determine whether or not they have the skills to make adequate
use of specific approaches that will benefit the group. Being acquainted with theory is not
enough. The theory must be transformed into action. Ethical practice and legal duty require
workers to provide a reasonable standard of service. Social workers with groups should use
interventions that are new to them only after acquiring in-depth understanding of the theory
and being trained and supervised to use them competently (Thyer & Myers, 1999). It is
clear that verbal interventions or activities that deceive members or that harm them are not
ethical. Furthermore, workers may be held liable for the actions of members who violate
ethics (Houston-Vega & Nuehring, 1997). Casualties do occur, and workers are responsible
for preventing them to the extent that is humanly possible. A study by Schopler and
Galinsky (1981) identified reasons that some members were hurt by groups. Smokowski,
Rose, Todar, and Reardon (1999) also studied the dynamics of damaging group experiences.
Being in the casualty group was associated with the members’ perceiving the group leader as
the perpetrator of a stressful event, having an intense emotional reaction to an event, and
being discouraged from pursuing additional help. A key factor was that members perceived
that they were being betrayed and humiliated. The quality of relationships is crucial to good
practice.

ETHICAL DILEMMAS

Ethical dilemmas are perplexing situations that require a practitioner to choose from among
alternative actions. They concern obligations to protect the rights and welfare of clients.
They include issues of social policies, equal opportunity, termination of services, differences
in values, and use of records of members.

A frequent dilemma for group workers is how to adapt or change organizational poli-
cies so that they meet the needs of clients. Through research, Conrad (1988) found that
most ethical conflicts were those between professional values and policies that interfered
with the provision of effective services to clients. In groups, such conflicts are common. An
example is from a group of young adults in which the social worker explained that the
group could meet for up to 8 weeks. One member said, “Oh, no, I was in a group that lasted
only six weeks. We had just gotten to know and not be afraid when ‘pow!’ our leader pulled
the rug from under us and left us out in the cold to live with all of the hang-ups we had
when we first came to the group.” Other members chimed in, protesting that it was unfair
not to have the group last as long as they needed it. Based on preliminary assessment of the
capacities and problems of the members, the worker also did not favor the imposed time
limit. What choices did the worker have in attempting to solve this problem? Based on the
use of the problem-solving process, the worker’s decision might be to advocate for extension
of the time limit with the director; to continue by ignoring agency policy based on a convic-
tion that the needs of clients have priority; to extend the number of sessions per week within
the time limit; or to enable the group to select limited goals that might be achieved within
the time limit,

The basic value of human justice means that equal opportunities should be provided
for individuals to receive appropriate services to meet their needs (NASW, 1986). That
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principle may create a dilemma for workers with groups. The principles of group forma-
tion may limit who is selected for membership from among the individuals who were re-
ferred to or applied for membership and who met the criteria set by the worker or agency
policies (Glassman & Kates, 1986). The dilemma is the conflict between the rights of an
applicant for services and the need for a group’s composition, including its size, to be
suitable to its purposes. A related dilemma is that members of ongoing groups may op-
pose the entry of new members, claiming it is their right to make that decision, thus de-
nying a necessary service to the prospective member. In other situations, some members
may try to force another member out of the group, which would deny the ousted member
the right to be helped and deny the group the opportunity to learn how to deal with con-
flicts in relationships.

A principle of practice is that groups should end when the goals have been achieved or
when it becomes clear that the group is unable to meet the members’ needs. In terminating a
group or one of its members, ethical dilemmas occur. For example, if a majority of members
are ready to leave the group, what happens to those who need more time? What happens
when a worker resigns or has been reassigned to other duties and there is no replacement? In
such instances, members may feel abandoned, sometimes realistically so. Abandonment is a
“legal concept that refers to instances in which a professional is not available to a client
when needed” (Reamer, 1999, p. 151). Numerous malpractice suits have resulted from cli-
ents’ feelings of abandonment before their goals have been achieved (Houston-Vega &
Nuehring, 1997).

One ethical issue for social workers concerns making decisions when differences in val-
ues between worker and members or among members and their families prevent the group
from developing its program. Open discussion is difficult when cultural values include the
belief that personal matters should not be aired in public or that they should remain within
the family. For example, members may need to deal with issues of sexual behavior or birth
control that conflict with beliefs that talking about such issues is taboo.

An example concerns a group of adolescent girls. Lydia entered the room a little late
and announced that she had just seen her doctor and learned that she is pregnant. “I’ll just
have to find a way to get rid of it,” she said. The worker knew that the girls had a need and
were ready to deal with the issues of pregnancy and abortion. She knew also that discussion
of sex was taboo. What can the worker do to resolve the issue? The worker decided to dis-
cuss the dilemma with the group, referring to Lydia’s situation and the need of all girls to
have adequate information. She suggested that discussion in the group could be helpful, but
their parents thought that such matters belonged only at home. The consensus of the mem-
bers was, “we want to do it here.” The worker suggested that she could talk to their parents
or that the group could have a meeting that included the parents and asked for other sugges-
tions. The girls decided to invite their parents to a meeting, and plans for such a meeting
were made. With increased understanding of the members’ interest and their confidence in
the worker’s leadership, the parents consented, and they even felt relieved that, as one said,
“you will help us, too.”

Many other ethical dilemmas face social workers and members of their groups. These
include clients’ access to their records; the release of records to others; conflict between the
duty to aid and personal values over such issues as child abuse, birth control, or sexual mis-
conduct; the duty to report illegal acts; and determining whose needs take priority in con-
flict situations. Dilemmas are resolved through use of the problem-solving process, with
special attention to self-awareness, knowledge of ethical principles and relevant laws, con-
sideration of alternatives, priorities for meeting needs of individual versus group versus
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society, and the use of consultation with experts (Congress & Lynn, 1997; Rock & Con-
gress, 1999).

In studies of values and ethics, Reamer (1999, p. 118) asserts that there are two ma-
jor orientations. The first is grounded in social work’s enduring concern about the simi-
larities and differences in values between social workers and their clients and significant
others. The emphasis is on making ethical decisions and resolving conflicts of values. The
purpose is to enhance ethical practice for the benefit of clients. That is the orientation
used in this chapter.

The second orientation is a defensive one; its focus is on protecting practitioners from
accusations of malpractice. The concern is to avoid liability for violation of laws and regula-
tions. “Malpractice” is defined in Black’s Law Dictionary (Black, 1979, p. 864) as “any
professional misconduct, unreasonable lack of skill or fidelity in professional or fiduciary
duties, evil practice, or illegal or immoral conduct.” All social workers may be subject to the
risks of malpractice and, therefore, need to become acquainted with guides for managing
risks (Houston-Vega & Nuehring, 1997). The best defense against litigation is accurate doc-
umentation of practice decisions and interventions and, above all, competent ethical prac-
tice.

THE FUTURE

Changes in technology that make it possible to hold groups by telephone or computers en-
hances ethical dilemmas for social workers. A review of relevant literature by Schopler,
Abell, and Galinsky (1998) suggests that such groups are beneficial in meeting the needs of a
variety of clients who find it difficult to attend meetings of groups, but there also are disad-
vantages. These include problems in maintaining confidentiality and privacy, lack of equal-
ity of access to the technology, and limits to the extent that adequate ongoing assessment of
individuals and groups can be achieved when one’s understanding is based only on verbal-
ization or written words.

The major ethical issue, however, is one of professional competence. Such work is, ac-
cording to Smokowski et al. (1999), very different in many ways from work with groups in
which the worker and members are together. To use computer or telephone groups success-
fully, both the worker and members need to have adequate knowledge and skills in the use
of technology. They need to understand and adapt to the differences in the composition and
structure of such groups, the variations in communication and problem solving, the frequent
withdrawal of members, and means of evaluating outcomes.

Another major trend in social work is an increase in allegations of malpractice. The
growing body of knowledge about malpractice in social work does not deal with the special
risks involved in practice with groups. Dealing with issues of malpractice is beyond the
scope of this chapter, but group workers need to understand the legal issues involved in mal-
practice (Houston-Vega & Nuehring, 1997). The best defense against litigation is, of course,
ethically competent practice. If social work with groups is to meet the needs of diverse cli-
ents, knowledge of the interrelatedness of ethics with knowledge and skills needs to be accel-
erated.

Dolgoff and Skolnik (1996) reviewed textbooks on group work to discover what atten-
tion was given to the topic of ethics. The conclusion was that “there has been no detailed ex-
amination of ethical dilemmas from a social group work perspective and no assessment of
the pertinence of the NASW Code of Ethics for group work” (p. 100). Similarly, in a study
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of teaching group work, Strozier (1997) found that only a small number of syllabi of courses
on group work included ethics and values as a major topic. Isn’t it strange that, in light of
the early emphasis on democracy in group work, more studies of ethics have not been con-
ducted? Arlien Johnson wrote in 1955 that in the United States the basic concepts of social
work are expressions of a democratic philosophy, including the importance of group effort.
She emphasized that there is a need to formulate standards of “what is good and honorable”
in practice (p. 126). The time is now!

In closing our book (Northen & Kurland, 2001), Roselle Kurland and I quoted Ben
Orcutt (1990, pp. 56–57), who suggested that “competence evolves out of commitment,
curiosity, and the thirst for knowledge—a creative, imaginative search to know.” Social
workers with groups have a responsibility to practice within the realm of the accumulated
theoretical base, tested interventions, and ethical principles.
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Part II

Group Practice Models:
Principal Foundations

Initially, when group work was first conceptualized as a social work practice method,
group workers presumed that they were using a common set of assumptions and seeking
common purposes. As group work evolved, it became clear that group workers were diverg-
ing from one another by conceiving of group purposes in different ways, seeing the group
worker’s role differently, and utilizing somewhat different theories and practice principles.
This is not to imply that theories were completely different. The kinds of social psychologi-
cal terms presented in Chapter 1, for example, are likely to be found in the language of
most, if not all, group workers. Several authors sought to analyze the group work models
that were emerging. Papell and Rothman (1968), for example, described three models they
termed “social goals,” “remedial,” and “reciprocal.” A few years later, Roberts and
Northen (1976), as editors, asked a group of writers whom they believed had created dis-
tinct group work approaches to present their ideas. These writers also met together to dis-
cuss each other’s work, and Roberts and Northen, in their book, performed a comparative
analysis of these approaches.

We chose in this book not to seek to update or repeat the work of Papell and Rothman
or of Roberts and Northen. We believe that practice has become too eclectic to permit a neat
typology of group work models. Rather, we sought to rely on each of our contributors to
portray the models most pertinent to their topics. We did not, on the other hand, choose to
relegate the issue of practice theory differences solely to these authors. We selected two per-
spectives to present in this section that represent different emphases that are often cited. One
influential tradition is referred to as the “mutual aid model.” This material draws heavily on
principles of mutual aid, democratic decision making, and the importance of understanding
the quality of member-to-member interactions, and Chapter 6 presents this set of ideas.

Another influential tradition has emerged from an emphasis on member goal achieve-
ment, the ways members and workers influence each other, and the cognitive-behavioral
concepts that explain member influences and achievements. Chapter 7 explicates these
ideas.

We do not believe that any of the current models of group work practice are mutually
exclusive. Many practitioners draw upon several, even though there are differences in the
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terminology and assumptions of various ways of thinking that may, at times, seem contra-
dictory. Nevertheless, some writers, such as Galinsky and Schopler (1989), have sought to
reconcile differences.

We recognize that there are different emphases in group work in clinical than in macro
settings, and some writers have sought to provide a conceptualization of macro group prac-
tice (Ephross & Vassil, 1988; Fatout & Rose, 1995). This aspect of group work is rapidly
expanding, and for this reason we have undertaken to portray emerging models in Part V
rather than in this part of the book.
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Chapter 6

The Mutual Aid Model

ALEX GITTERMAN

The mutual aid model is embedded in group work’s historic social goals tradition.
William Schwartz, its major proponent, elaborated and refined the social goals’ philosophi-
cal and value base by proposing a bold conception of social work function, phases of help-
ing, mutual aid, and professional methodology. This chapter traces the historical context of
the mutual aid model and Schwartz’s distinctive contributions to its formulation. It presents
his ideas and those of others, particularly in the conceptualization of a unique social work
function, the specification of mutual aid processes, and the identification of specialized
group work methods and skills. The chapter concludes with a practice illustration of mutual
aid at work.

HISTORICAL CONTEXT

The history of group work and the mutual aid model are inextricably interwoven. In con-
trasting group work history to that of casework’s one-on-one approach, Schwartz (1983/
1986) wrote:

A second direction has been to help needy people in their own milieu, surrounded by their peers
and working in an atmosphere of mutual aid. Here the effort is to find, in the people’s own condi-
tions of life, the energy and resources with which they can help each other to act on common
problems. People are brought together for many reasons: to organize themselves for action on
special interest and common concerns; to help each other face difficult problems; to learn new
skills with which to enrich the quality of their lives . . . experiences are communicated among the
members . . . and the worker is surrounded by a host of surrogate helpers, each claiming a share
of the supportive function. The lines of communication are intricate, and the worker’s authority
is diffused in the network of relationships that goes to make up the pattern of mutual aid. This is
the direction we came to know as social group work. (pp. 7–8)
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Social group work emerged from the settlement, recreation, and progressive education
movements (Gitterman, 1979). These movements articulated two primary functions for
small-group experiences. Some leaders emphasized using the small group to socialize mem-
bers, whereas others emphasized using the small group to maintain a democratic society
(Reid, 1991, p. 24).

From the settlements, group work derived its institutional base. Settlement leaders
deeply believed in democratic group processes for the development of responsible citizen-
ship, mutual aid, and collective action (Lee & Swenson, 1994). They divided their attention
between developmental and citizenship experiences and environmental reform. They also
used small-group experiences to build character and teach social skills. Group leaders were
expected to model social values (Addams, 1910, 1930; Wald, 1915).

From the recreation movement, group work gained its interest in the value of play, ac-
tivities, movement, and action. Initially, recreation and play were primarily used to fill lei-
sure time and recreational needs. Later, activities were used to socialize members, build their
“character,” and instill a sense of competence and mastery (Lee, 1931). Camping stressed
the importance of interaction with the natural environment, its appreciation and effective
uses (Lieberman, 1931). The settlement and community center leaders incorporated recre-
ational methods and programs into their services.

From progressive education, group work acquired a heuristic philosophical base
(Dewey, 1916, 1938; Kilpatrick, 1940). Dewey emphasized the use of group process—peer
learning—in the classroom. Dewey believed that participation and experience in democratic
groups was the most effective means for learning and perpetuating democracy. His philoso-
phy of education drew on the democratic ideal, reflecting the inspirations and visions of the
settlements. The writings of Follett (1924, 1926) and Lindeman (1924, 1926) also provided
group work with its philosophical base.

In the late 1930s, the settlement and community center, recreation, and adult education
movements flourished. Practitioners from the various settings identified common interests
and visions and formed the American Association for the Study of Group Work (AASGW).
In its early development, a few distinctive characteristics differentiated group work from
casework. Reid (1991, p. 27), citing Pernell (1986), identifies these differences:

the emphasis on member versus clients; doing with versus doing for; doing versus talking about
doing; activity and others as primary agents in the helping process versus the worker alone as the
primary agent; personal and social development and social contribution as legitimate profes-
sional foci versus a remedial and rehabilitative focus; health and strength versus sickness and
breakdown.

Professional differences in emphases were not limited to casework and group work. Among
group workers, the practice of group work had different meanings and visions. In the 1940s
and 1950s, group work practitioners and educators attempted to define the boundaries and
functions of group work and to develop a conceptual base. The number of schools of social
work with a group work specialization increased and resulted in the “method” becoming
more “generic” and less setting bound.

Using ideas and research findings from sociology, social psychology, and group dy-
namics, a common core knowledge base began to emerge in the group work literature
(Coyle, 1930, 1937). Related to this was an ongoing struggle to make sense of the diverse
and competing demands placed on the burgeoning “method.” Some leaders perceived
group work as a social movement; others defined group work as a field of practice, iden-

94 GROUP PRACTICE MODELS



tifying agencies with a common practice base. Still others began to define group work as
a distinct process and method. To incorporate the varied definitions and interests, the
boundaries and functions of group work were defined quite broadly: (1) the growth and
development of the individual; (2) the development of the group; (3) the development of a
democratic society. The writers searched for the elusive link between the needs of the in-
dividual and the needs of society, individual health and social participation, individual re-
sponsibility and democratic society. To fulfill this elusive but interrelated link, various ed-
ucational, cultural, socialization, and social action functions were elaborated (Papell &
Rothman, 1966). Broad premises and goals were in the foreground; professional method-
ology remained in the background.

In 1946, AASGW members voted to become the American Association of Group
Workers (AAGW), a professional organization. And, in 1956, AAGW was incorporated
into the National Association of Social Workers (NASW). Integration of AAGW with
NASW brought group work fully into the profession. During the same period, group work
practice expanded into clinical settings. These settings required “new psychological insights
and understanding on the part of group workers” (Alissi, 1980, p. 7). As group work prac-
tice became more diverse, the Committee on Practice of the Group Work Section of the
NASW assumed responsibility for developing working definitions and for establishing a
frame of reference for social group work practice. A number of practitioners and educators
were invited to prepare statements on these subjects; 10 were published (Hartford, 1964).
Although participants were unable to agree on a common definition and frame of reference,
the discussions renewed interests and identified critical knowledge gaps—particularly an un-
derdeveloped professional methodology. Group work scholars further advanced the “method’s”
knowledge base, but professional group work methods and skills continued to be underde-
veloped (Coyle, 1947, 1948; Konopka, 1949, 1954; Phillips, 1951; Trecker, 1955, 1956;
Wilson & Ryland, 1949). It is important to note that during this period McCarthyism led to
a general suspicion of group participation (Andrews & Reisch, 1997).

In the early 1960s, the writings of Vinter and Schwartz received wide attention and
interest because of their common concern and commitment to the development of a pro-
fessional methodology. Vinter (1967) moved toward the paradigm used by caseworkers of
social study, diagnosis, and treatment. The group represented a context for the treatment
of individuals with difficulties in social functioning. Vinter’s emphases on individual be-
havioral change and professional methodology supported group work’s integration into
casework agencies and departments and into greater acceptance by the professional com-
munity.

Schwartz, whose approach is a major focus of this chapter (1961, 1962), shared
Vinter’s primary concern for the development of a professional methodology. He proposed a
bold and ambitious paradigm through which he attempted to elaborate and refine the social
goals tradition rather than move toward the casework paradigm (Gitterman, 1979). His
“reciprocal model” is referred to as the “interactional model” and, more recently, as the
“mutual aid model.” The idea of “reciprocal” captures the mutually dependent relationship
that exists among members within a group and between the group and its social environ-
ment.

Schwartz used the term “interactionist approach” to emphasize the interaction be-
tween people and external systems. Schwartz was probably the first to introduce the term
“mutual aid” into social work scholarship and was its major proponent (Steinberg, 1997,
p. 1). Shulman (1986, p. 51) states that of the many scholarly contributions Schwartz
made to social work, “none has been as important as his conceptualization of social work
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groups as enterprises in mutual aid.” Thus this chapter is titled “The Mutual Aid
Model.”

MEDIATING FUNCTION

Schwartz (1961) used systems theory to develop his conception of a mediating function for
the profession of social work. He suggested that the concept of function “implies the exis-
tence of an organic whole, a dynamic system, in which the worker performs certain move-
ments, in relation to the movements of others” (p. 151). He went on to say that a functional
statement must “reflect the activity of the social worker as it affects, and is affected by, the
activity of others within the system . . . to see the system as one within which relations deter-
mine the properties of its parts” (p. 152). Schwartz (1976) further suggested that within the
social system the individual possesses a natural impetus “toward health, growth and belong-
ing” and a similar natural impetus of society to “integrate its parts into a productive and
dynamic whole” (p. 1258). He viewed the existence of a “symbiotic” relationship between
individual and social needs1: “A relationship between the individual and his nurturing group
. . . can be described as symbiotic . . . each needs the other for its own life and growth and
each reaches out to the other with all possible strength at a given moment” (1971b;
p. 1259).

In a highly complex society, the symbiotic relationship becomes obscure, obstructed,
diffuse, and tenuous, as “people are weakened in their reach to the system and the system is
too clumsy to incorporate the people it needs to serve” (Schwartz, 1994, p. 114). Therefore,
the profession of social work is required to deal with all the strains that develop between
people and their social systems: “it works with the individual to use his system and it works
with the systems to reach its people” (Schwartz, 1994, p. 115). The obstacles to reciprocal
individual and societal need fulfillment provide social work with a distinctive professional
function: namely, to mediate the transactions between the group and societal institutions
and between individual members within a group. In other words, groups face two primary
challenges to their elaboration and survival: (1) to deal with external, environmentally in-
duced stressors and (2) to deal with internal, interpersonally induced stressors. Conse-
quently, the worker’s primary function is to help a group and its members to establish and
maintain a favorable interchange with the environment and a mutual aid system among its
members. When successful in these twin challenges and tasks, a group may be said to be in
adaptive balance.

External Mediation

To actualize this conception of a mediating function, social workers represent their groups
and members, as well as their employing organization. They identify with their common
need to engage each other rather than with one over the other. If social workers align them-
selves solely with their group members and disown their employing agencies, they will
diminish their credibility and ability to help group members obtain agency resources. Simi-
larly, if social workers align themselves with the employing agencies and “become” their or-
ganizations, they lose their credibility with group members. The professional task is to rep-
resent the employing organization without becoming or disowning it (Gitterman, 1986).
The focus is on improving the fit between members’ needs and agency services. In doing so,
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“the practitioner is required neither to change the system, nor to change the people, but to
change the ways in which they deal with each other” (Schwartz, 1969, p. 41).

Internal Mediation

In dealing with environmental pressures and internal group processes, members encounter
interpersonal tensions and obstacles. Dysfunctional communication and relationship pat-
terns are generated in the system, hindering mutual aid processes. Withdrawal, factionalism,
alliances, and scapegoating are illustrative of these dysfunctional patterns (Berman-Rossi,
1993; Bogdanoff & Elbaum, 1978; Brown & Mistry, 1994; Galinsky & Schopler, 1994;
Germain & Gitterman, 1996; Gitterman, 1989; Malekoff, 1997; Shulman, 1999; Steinberg,
1996, 1999). To mitigate these maladaptive patterns, the worker must identify the pattern
and encourage members to change their behaviors. Usually, members are reluctant to change
an entrenched and comfortable pattern because it protects them from dealing with painful
material and issues related to interpersonal intimacy. Scapegoating, for example, may stave
off difficulties in the group while promoting difficulties in the scapegoated member (Antsey,
1982; Shulman, 1967). The worker must be direct and persistent in challenging dysfunc-
tional patterns and be comfortable in dealing with avoidance, as well as conflict. By relating
to negative feelings and thoughts, the worker conveys a faith in group members’ abilities to
confront difficult issues. During these difficult discussions, group members require support
and credit for their willingness to struggle and to risk themselves.

PHASES OF HELPING

Schwartz (1971a) placed the mutual aid processes within four interrelated helping phases:
preparation, or “tuning in,” in which the worker prepares him- or herself to move into the
group experience; development of a mutual agreement, or “contract,” in which the worker
helps group members to develop a common focus; the actual “work,” in which members
deal with group tasks and any obstacles that impede mutual aid processes; and termination,
in which members separate and the group ends or the worker leaves.

In the preparation phase, the worker acquires essential organizational sanctions and
supports; formulates group purpose; composes the group (or, at least, considers the implica-
tions of an externally composed group); pays attention to time, size, space, and recruitment
factors; and anticipates members’ possible reactions to the first meeting (Gitterman, 1994;
Kurland, 1978; Northen & Kurland, 2001). In the second phase, contract, the worker helps
members to reach a common agreement about what they will work on and how they plan to
go about it. Essentially, the worker’s task is to help the group develop a clear and mutual
agreement about group purpose and respective responsibilities (Garvin, 1969, 1997;
Germain & Gitterman, 1996; Gitterman, 1986; Kurland & Salmon, 1998; Shulman, 1999;
Toseland & Rivas, 2001). According to Schwartz (1971a), “The contract, openly reflecting
both stakes, provides the frame of reference for the work that follows, and for understand-
ing when the work is in process, when it is being evaded, and when it is finished” (p. 8).

Members require a clear understanding about the group’s purpose in order to evaluate
appropriateness and suitability. Informed members are less likely to fear a hidden agenda
and more likely to be receptive to an offer of help than uninformed members. The worker
must also invite members’ reactions to the offered group services. There are potentially dif-
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fering perceptions among the agency, the worker, and the group members. For example,
children referred by a teacher for being “troublemakers” will resist such an offer of service.
In contrast, a statement that takes into account the youngsters’ perceptions—“I sense that
the school hasn’t been much fun and that you may feel teachers and other kids pick on
you”—will more likely be positively received. Taking into account members’ perspectives on
their life issues encourages mutually supportive behaviors rather than mutually exploitative
behaviors. Group members also need to know that they are meeting with a social worker
and have some idea about what social workers do. Children in a school group, for example,
will use their teachers as role models for expected adult behaviors. With discrepant expecta-
tions, mutual aid can be inhibited.

In the work phase, Schwartz (1971a, p. 16) identified four major tasks for the group
worker:

1. Finding, through negotiation, the common ground between the requirements of the
group members and those of the systems they need to negotiate.

2. Detecting and challenging the obstacles to the work as these obstacles arise.
3. Contributing ideas, facts, and values from his or her own perspective when he or she

thinks that such data may be useful to the members in dealing with the problems un-
der consideration.

4. Defining the requirements and limits of the situation in which the client–worker
system is set.

The subsequent sections of this chapter describe and illustrate the skills required to
carry out these tasks. The ending phase makes specific demands on the group members and
the worker. These demands include dealing with the feelings aroused by the ending, process-
ing various termination phases, planning for the future, and reviewing and evaluating the
group experiences. Like the initial phase and the ongoing phases of practice, the ending
phase requires the worker’s sensitivity and range of professional skills (Germain &
Gitterman, 1996; Irizarry & Appel, 1994; Nadelman, 1994; Shulman, 1999).

MUTUAL AID

Schwartz (1961) perceived the social work group as:

an enterprise in mutual aid, an alliance of individuals who need each other, in varying degrees, to
work on certain common problems. The important fact is that this is a helping system in which
the clients need each other as well as the worker. This need to use each other, to create not one
but many helping relationships, is a vital ingredient of the group process and constituted a com-
mon need over and above the specific task for which the group was formed. (p. 19)

An agency-formed group is comprosed of individuals who come together under the
agency auspices to work on common life issues, interests, and tasks. If members quickly de-
velop a sense of common purpose, they will begin to share common experiences and con-
cerns. Initially, group members present safer and less threatening issues to feel out the
worker’s and each other’s trustworthiness and genuineness. And through a testing process—
sometimes quite overt, at other times much more subtle—group members begin to develop
and reinforce mutual bonds and alliances as they process the roles of each member and the
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worker in the group’s interpersonal system. When members experience collective support
and individual comfort, they develop an increased willingness to risk more personal and
sometimes taboo concerns (Gitterman, 1986, 1989).

Hearing others’ life issues often helps group members to experience their difficulties
and stressors as being less unique and deviant. From these exchanges, members feel less iso-
lated, stigmatized, and pathologized. Learning to share and to reach out to each other, mem-
bers experience a “multiplicity of helping relationships,” with all members invested and par-
ticipating in the helping process rather than the worker alone assuming that function and
role (Schwartz, 1961, p. 18). Because they may have had similar life experiences, they are
often receptive to each other’s views and suggestions. The group experience itself is a micro-
cosm of members’ interpersonal self-presentations and therefore serves as a rich arena for
members to examine their respective adaptive, as well as maladaptive, perceptions and
behaviors. From these exchanges members are helped to develop and practice new interper-
sonal and environmental strategies and to receive feedback on such efforts (de Jong &
Gorey, 1996; Gottlieb, 2000; Gregory & Erez, 2002; Hopmeyer & Werk, 1994; Kinnevy,
Healey, Pollio, & North 1999; Pepler, Catallo, & Moore 2000; Pomeroy, Rubin, Laning-
ham, & Walker 1997; Springer, Lynch, & Rubin 2000; Tutty, Bidgood, Rothery, & Bidgood
2001).

Groups also provide the impetus for members to act and gain greater control and mas-
tery over their environments. Collective action achieves greater organizational and commu-
nity attention, increases the likelihood of success, and mitigates individual isolation and re-
prisals. The opportunity to participate in a group and to influence one’s environment
provides a sense of competence and efficacy. Mutual aid provides groups their energy, drive,
and momentum.

Shulman (1986, 1999) divides mutual aid into distinct processes evident in effective
groups. Group members have accumulated varied life experiences. Through the processes of
sharing of relevant data, members serve as a significant resource to each other. As members
share their perspectives on life issues and concerns, a dialectical process takes place through
which members discuss, challenge, argue, and, through the give-and-take, develop greater
clarity and personal synthesis. For mutual aid to deepen, members learn to explore taboo
concerns. They find their voices and courage to explore buried material. Listening to each
other’s troubles, members experience the “all in the same boat” phenomenon. They discover
that they are not alone in their experiences, reactions, and coping efforts. This realization
has a special healing value: “Guilt over ‘evil’ thoughts and feelings can be lessened and self-
destructive cycles broken when one discovers they are normal and shared” (Shulman, 1999,
p. 306). Learning that others are in the “same boat” expands members’ perspectives and
helps members to universalize their life struggles. Oppressed and vulnerable populations of-
ten internalize societal stigmatization. Members raise their consciousness when they expand
their perspective on their difficulties and take into account the external contexts for their
troubles.

In sharing and universalizing common life issues, group members empathically under-
stand each other’s experiences and reactions in a deep and personal manner and are able to
provide genuine mutual support. Group members’ empathy and support allow members to
“accept their own feelings in new ways” (Shulman, 1999, p. 308). Members provide each
other mutual support not only through expressions of caring but also through mutual de-
mands for them to “risk their real thoughts and ideas, listen to each other, put their own
concerns aside at times to help another” (Shulman, 1999, p. 309). In helping another, the
person becomes engaged in individual problem solving. By helping an individual solve a
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problem, group members are also helping themselves to deal with similar issues. A particu-
lar form of problem solving is rehearsal, through which group members try out new behav-
iors in a safe environment. And when the focus is on collective rather than individual prob-
lem solving, the group provides a “strength in numbers” that increases courage and lessens
risks.

To actualize these mutual aid processes, Gitterman (1989) identifies essential profes-
sional group work tasks, methods, and skills. Early in a group’s life, members usually speak
to and through the worker. To facilitate mutual aid processes, the worker directs members’
transactions to each other. Initially, members may talk at each other rather than to each
other. The worker helps members to build on each other’s contributions by linking their
comments to each other. The worker identifies and focuses on salient group themes. Com-
mon salient group themes are the “glue” that bind members together as they help each other
with mutual concerns and issues.

In previous groups, members may have learned to compete with, withdraw from, and/
or exploit each other. To mitigate these dysfunctional patterns, the worker encourages and
reinforces cooperative mutual support norms. Primarily, the worker who models, teaches,
and credits their expression achieves these norms. As another method for creating mutual
support norms, the worker may help group members examine their interpersonal system of
rewards and punishments—their system of sanctions. These include implicit and explicit
statements of approval through praise and recognition, disapproval, and stronger sanctions,
as well as interpersonal punishment that may range from mild rebukes and teasing to more
extreme responses, such as scapegoating and ostracism. The worker helps group members to
develop clearer behavioral guidelines and greater interpersonal acceptance. “When members
are clear about what behaviors are preferred, permitted, proscribed and prohibited, they are
likely to be less anxious and more available to each other” (Gitterman, 1989, p. 13).

Encouraging group members to participate in collective activities also facilitates mutual
aid processes. Participation in role play, sports and games, arts and crafts, and music and
dance, as well as in social action, requires members to interact and communicate, to plan
and make decisions, and to differentiate roles and tasks. The worker and group members
(when possible) must assess their readiness and motivation to undertake collective activity.
By encouraging collective activities and by experiencing collective successes, the group’s mu-
tual aid processes are further elaborated. So that they may participate effectively in collec-
tive activities, the worker clarifies members’ tasks and role responsibilities. Specification of
tasks and role assignments facilitates mutual aid processes by integrating members and by
reducing conflict and stress associated with ambiguity.

Some groups are disorganized, and members have difficulty with planning and decision
making. Members require help learning such processes as achieving consensus and compro-
mise. In these groups, the worker must, at least initially, structure planning and decision
making. Gitterman (1989) offers an example of a group of disadvantaged older adolescent
boys. They were unable to plan, to solve problems, or even to sustain a simple, focused dis-
cussion.

A member’s comment would be immediately punctuated by another member’s sneer or jeer about
a girlfriend, mother, and so on. Chaos invariably followed! Since they had neither experienced
nor learned the value of collaborative decision-making, they needed structure to facilitate collab-
orative processes. The worker developed an interactional sequence with them to use in planning
any program or making any decision. 1) In a round robin fashion each member presented one
idea at a time, the worker recorded each idea on a large master list. The round robin continued
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until all members’ ideas were expressed (during this step no comments or alternative suggestions
were allowed). 2) The worker limited discussion about each alternative to clarification and iden-
tification of potential problems. 3) After group members eliminated duplicate ideas and volun-
tarily withdrew impractical alternatives, members voted for the preferred plan or decision. The
prescribed sequence provided a structure for decision-making and eliminated disabling criticisms
and harshness. And as members learned to listen to each other, interpersonal support and compe-
tence replaced interpersonal exploitation and inadequacy. (p. 14)

The worker uses these professional tasks, methods, and skills to integrate members and to
nurture mutual aid processes. Although strengthening collective functioning is essential to
mutual aid, it is not sufficient. The worker must also be responsive to the needs of each indi-
vidual member, as well as to the needs of the collectivity. This responsivity requires the
worker to help each group member to negotiate his or her individual needs to be different
and separate and not simply “fit in.” The worker uses additional skills to help a group to de-
velop a satisfactory balance between meeting the needs for group integration and individua-
tion.

To meet the needs of individual members, the worker must be extremely careful not to
stifle divergent perceptions and opinions. Premature consensus subverts mutual aid pro-
cesses. The worker reaches for and pursues discrepant perceptions and opinions. By inviting
and encouraging individual members to disagree, to have differing opinions and percep-
tions, the worker supports a group norm of accepting individual differences. As Gitterman
(1989, p. 15) points out, “A collectivity is only as strong as its ability to allow and tolerate
differences. Members can only be supportive of each other, if they feel sufficient comfort to
state their thoughts and feelings openly.”

For various reasons (discomfort with content or pace of conversation, shyness), some
group members may have trouble participating. With caring and support, the worker invites
and pursues the participation of the member who feels “outside” of the group process. This
behavior conveys and models to all group members their individual importance. Often,
more than one invitation is necessary; therefore, the worker demonstrates interest and car-
ing through several invitations.

Group members desire different degrees of intimacy and distance and of group solidar-
ity and individual distinctiveness. Some members need greater separateness and space than
do others. The worker attempts to help group members to negotiate a comfortable balance
and supports a member’s need for greater emotional and physical space.

Essentially, as members feel more comfortable and less threatened, they become more
invested in each other. They become willing to take chances and to lower their defenses
when their individual styles and rhythms are respected and valued. Thus, for the worker, a
critical professional task is to balance individual needs with group needs.

Relationship and communication obstacles are phenomena inherent in a group’s life.
Members usually have some ambivalence about intimacy, about being close to each other
and to the worker. As members work out such issues, they become closer and more support-
ive and helpful to each other. Usually, with the worker’s encouragement and professional
skills, the interpersonal tensions diminish, and energies are released for the agreed-on tasks.
When the worker ignores the obstacles or unskillfully deals with them, they become en-
trenched and threaten the group’s existence. The worker thus has to have confidence in the
members and in his or her abilities to deal with the maladaptive patterns. By meeting the
challenge, members have the opportunity to gain greater self- and collective confidence and
to learn about the quintessential meaning of mutual aid.
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PRACTICE ILLUSTRATION

A social work intern led an educational group of at-risk 17- to 24-year-old gay males. They
were sexually active, practiced unsafe sex with their friends and with anonymous partners,
and were at high risk of HIV infection. The initial purpose of the group was to provide in-
formation about harm-reduction behaviors (Gitterman, 1999).

The group met weekly for 10 weeks. Seven members (3 white, 2 Latino, one African
American, one Asian American) composed the group. Most members lived independently
but were partially or fully financially supported by their parents. In screening interviews,
members openly described their high-risk behavior as passive partners of anal intercourse
without condoms or active partners of oral sex without condoms. Although they were
aware of their risky behaviors, they presented as uninterested in changing them. However,
they all agreed to try the group. In the fifth session, the intern records:

Jack stated, “I had a really rough day yesterday. I told my parents that I was not going back to
school next semester and that I am going to take the semester off and they became really upset.
They think I am lost or something. My mother was crying, and she never cries. It really upset
them. I didn’t expect it. They’ve been worried about me. They think my life is going nowhere.
They told me that I am not the son they wanted me to be and that I had disappointed them.” I
emphatically shook my head from side to side. Jack went on, “I know they think I am not going
to finish school because I am gay. Ever since I came out to them three years ago, they think my
life has gone downhill. They think I have all of these negative influences in my life and that the
negative influences made me decide not to return to school. I’m so pissed off at them, but it’s hard
because they have done so much for me.” The room was silent. John, Mike, and Steve exchanged
glances, indicated that they understood. I said, “I see you guys nodding your heads. You know
exactly what Jack is talking about?”

Steve nodded yes and said, “I feel the same way.” He looked at Jack and said, “I identify
with you totally. I am so angry at my parents, but it is hard for me to be mad at them because
they are doing so much for me, you know what I mean. I can’t help it though. Whenever I am at
home there is all this tension, and I know I am the cause of it. You know what I mean?” I asked,
“What do you think the tension is about, Steve?” He answered, “I don’t know, I mean, I guess I
am tense because they don’t really accept me. Like sometimes when we are all at home and
watching some TV, a show comes on and there is the token gay character. You know what I
mean?” We all laughed knowingly. Steve continued, “Well I always try to bring it up and talk
about it. But they won’t discuss it. I really try to talk about it, but they just won’t. It’s crazy. It’s as
if a wall comes down [Steve placed his hands out as if he was making a wall]. Sometimes, I push a
little, but then they get really tense; so I stop. It makes me mad. I mean as far as the gay thing.
Like, OK, so I am gay, but it’s not like it’s the end of the world. You know what I mean?” “Yes, it
really hurts not to have your parents accept who you are,” I replied. Steve continued, “After I
graduate, I am going to move into the city and be on my own and I won’t have to deal with
them.”

Mike replied, “My parents are great, they really are, but I am mad at them, too. I treat them
like shit. They have always been there for me, even when my lover died, and everything. I don’t
know why, but I am just a total bitch to them.” I asked Mike, “Any hunches what makes you so
mad at them?” “I don’t know,” he said. “I really don’t. I can’t help it. Do you know?” With that
question all the members looked at me. I said, “I am not sure, but on the one hand you are appre-
ciative of the help your parents give you, but, on the other hand, you all feel different levels of ac-
ceptance about who you are, ranging from mild disappointment to total rejection.” John agreed,
“My parents pay for my apartment, my tuition, my living expenses, but I am not allowed to talk
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about being gay. It’s a nonsecret secret!” “Yeah,” Jack added, “In order to afford school, I had to
live with my parents, and they are financially generous with me, but not in their acceptance of
who I am—I always see the disappointment and hurt in their eyes.” After a silence, I added, “You
know most guys your age go through a rough time separating from their parents, but being gay
makes it much tougher, much more confusing. We grow up having our parents love us and then
they find out we are gay and we become someone else. We are no longer the child they used to
play with, protect, embrace. Their son is gay and for some, at least initially, they experience it as
a terrible loss—a loss of their hopes and dreams. And we discover that some of their love is con-
ditional. And then we too feel a powerful loss. What is it like for you when your parents make
you feel that you are not the son they had hoped for?”

Mike said, “It’s awful—the pain shoots throughout my body.” He looked down at the floor.
John said, with tears welling in his eyes, “Terrible doesn’t describe it—especially with my Mom.
We used to be so close before I told her, and now she treats me as if I don’t exist.” A painful si-
lence followed. Steve and Jack began to cry. Steve looked at me and said, “It really hurts, you
know what I mean?” I said, “I do know, Steve, I know what you mean and I know how it feels.”
John said, “I miss my Mom so much. She used to play with me and love me. It’s really strange.
She always had gay friends, but when it came to me, she couldn’t accept it. Things have never
been the same.” John continued to wipe away his tears and asked me, “Does it ever get better?” I
said, “Yes, it does get better—we all find ways to heal. But what I worry most about is that you
guys are acting out your pain in very self-destructive ways—like punishing yourself through un-
safe sex—like my parents don’t care about me, so why should I care about myself.”

Steve responded, “You know right now I feel better than I have in a long time, I really do.”
John and Jack replied, “Me too! I am not alone with this pain.” Mike agreed, “I feel much
clearer—I didn’t hear any of your lectures on safe sex. Today I heard you that you cared about
me—about us.”

This brief practice vignette poignantly illustrates some of the previously discussed mutual
aid processes. Members share relevant facts and feelings, particularly about the complexity
of their relationships to their parents and their profound feelings of rejection. For adults to
express the devastating pain, alienation, and wounds from parental rebuff and their need for
continued parental love and support opened the door for discussion of other taboos. Group
members discover that they are not alone with their intense feelings and thoughts and expe-
rience the “all-in-the-same-boat” phenomenon. This experience expands their perspectives
and helps them to externalize and universalize their life issues. Mutual support fuels their
work. In subsequent meetings, they examine their self-destructive behaviors, confront avoid-
ance and denial, engage in problem solving, and use role play to rehearse new behaviors.

As a gay man, the intern easily identifies with the suffering of these young adults. He
has been there, walked in their shoes. He recognizes that they have been alone with their
pain, alone in their transition from being gay adolescents to being gay young adults. Previ-
ously, they had confronted a tormenting dilemma: namely, to remain in or out of the closet
in relation to their family members. If they decided to be true to themselves and their iden-
tity, they would inflict pain on those they loved. In sharing their sexuality, they probably re-
ceived reactions from their parents that ranged from identifying their son’s behavior as im-
moral and sinful to declaring that their son had a disease that needed to be treated to a
milder view of a slight sexual imperfection and abnormality. At best, the members experi-
enced reactions of hurt and disappointment and, at worst, rejection and abandonment.

These youngsters were adrift without essential supports and adult gay role models. The
student helped them to find each other, and he served as an important gay adult role model
who understood and accepted their realities. They had been previously exposed to safe-sex
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education but were unable to incorporate the information into their lives. As they explored
their developmental pain, they began to make connections between unsafe sex and their low
self-esteem and their search for love and acceptance. As one member explained his participa-
tion in unprotected sex, “I was afraid he wouldn’t like me, and that he would ask me to
leave.” These youngsters internalized the dominant culture’s oppression of homosexuals and
turned the rage against themselves.

Providing information on safe sex, although important, is clearly not sufficient. How
do we help gay and lesbian group members struggle with the existential question of “Who
am I?” if their most loved ones do not know who they are, choose to act as if they are not
who they are, or know but do not accept who they are? The group members must experi-
ence the worker’s genuine caring and acceptance; otherwise, the worker’s actions will seem
to be a mechanical effort removed from the realities of their lives. Added to professional
caring, the worker must have skills in group processes. For members to examine their risk-
taking behavior and to consider changing these behaviors, the worker has to harness the
constructive and healing power of mutual aid. Information combined with mutual aid might
prevent much future suffering.

CONCLUSION

In conclusion, this chapter describes the historic context for the mutual aid model. Using the
social goals philosophical and value base, Schwartz developed a distinct conception of social
work function and an approach to group practice that emphasized the intrinsic value of mu-
tual aid. He conceptualized phases of helping to describe a professional methodology. Oth-
ers have added to the foundation he established by further specifying and illustrating mutual
aid at work.

In contemporary practice, mutual aid is an essential process, whatever theoretical base
is used. Mutual aid is provided to various vulnerable and resilient populations, such as sur-
vivors of AIDS (Amelio, 1993; Anderson & Shaw, 1994; Antle, 2002; De Ridder & Witte,
1999; Edell, 1998; Getzel, 1994, 1996; Getzel & Mahony, 1993; Hayes, McConnell,
Nardozzi, & Mullican, 1998; Heckman et al., 1999; Meier, Galinsky, & Rounds, 1995;
Pomeroy et al., 1997; Rittner & Hammons, 1992; Saparito, 2001; Subramanian, Her-
nandez, & Martinez, 1996); alternative sexual orientation (Galassi, 1991; Marrow, 1996;
Peters, 1997; Saparito, 2001; Saulnier, 1997; Turrell & de St. Aubin, 1995); immigrants and
refugees (Berger, 1999; Breton, 1999; Feinberg, 1996; Lopez, 1991); intimate partner vio-
lence (Gregory & Erez, 2002); sexual abuse (de Jong & Gorey, 1996; Schiller & Zimmer,
1994; Trimble, 1994; Tutty et al., 2001); homelessness (Brown, 1994; Cohen, 1994; Lee,
1994); and older elderly and their caregivers (Berman-Rossi, 1994; Brennan, Downes, &
Nadler, 1996; Gottlieb, 2000; Kelly, 1999; Kelly & Berman-Rossi, 1999; Orr, 1994; Poole,
1999; Sistler & Washington, 1999). Mutual aid continues to be at the core of social action
groups (Cohen & Mullender, 1999; Cox, 1991; Gutiérrez & Lewis, 1999; Mullender &
Ward, 1991; Naparstek, 1999). For isolated and physically and emotionally challenged
group members, mutual aid groups are offered via the Internet and telephone (Bowman &
Bowman, 1998; Heckman et al., 1999; Kaslyn, 1999; Meier, 1997; Meier, Galinsky, &
Rounds, 1995; Rittner & Hammons, 1992; Rounds, Galinsky, & Stevens, 1991; Schopler,
Galinsky, & Abell, 1997; Weiner, 1998).

Until recently, mutual aid processes have received insufficient empirical attention. In a re-
view of 54 studies, for example, Tolman and Molidor (1994) found that cognitive-behavioral
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groups dominated the research literature. Only four studies systematically measured any as-
pect of group process. Although several studies acknowledged the importance of group pro-
cess, “only two attempted statistical analysis to examine the impact of small group differ-
ences” (p. 155). More recently, mutual aid processes are being studied in various fields of
practice. In the area of sexual abuse, for example, Gorey, Richter, and Snider (2001) ex-
plored the impact of group work intervention on female survivors’ feelings of guiltlessness,
affiliation, and hopefulness. In the area of HIV/AIDS, Pomeroy et al. (1997) studied a 6-
week psychoeducational group intervention to alleviate stress, depression, and anxiety. In
the area of corrections, Springer, Lynch, and Rubin (2000) studied the impact of a mutual
aid group intervention for children of incarcerated parents. In the area of intimate partner
abuse, Tutty et al. (2001) evaluated 15 treatment groups for male batterers; Pandya and
Gingerich (2002) provided a microethnographio study of a group intervention for male
batterers; and Pepler et al. (2000) evaluated a peer counseling program for children exposed
to domestic violence. In gerontology, Gottlieb (2000) reviewed the literature on process and
outcomes of health-related self-help and support groups for older adults. In future studies,
researchers could use, for example, Macgowan’s (2000) measure of members’ engagement
in the group process. The measure offers potential for more effective examination of mutual
aid processes.

A significant challenge for the mutual aid model is the lack of group work education in
schools of social work. Social work students receive limited exposure to group work theory,
methods, and skills related to forming groups, contracting, supporting mutual aid in phases
of group life, building mutual aid group structures and cultures, and dealing with blocks to
mutual aid. Without sufficient exposure to group work history, theory, and practice tradi-
tions of commitment to democratic values of partnership, mutuality, and social justice, grad-
uates do not fully appreciate the potential of mutual aid and lack sufficient group work
skills (Kurland & Salmon, 2002). Thus what remains unclear is where the future educators,
administrators, practitioners, and researchers will learn the art and science of mutual aid
processes. The Association for the Advancement of Social Work with Groups (www.aaswg.org)
is attempting to assure the survival and growth of social group work practice.

NOTE

1. Schwartz (1961) acknowledges Kropotkin (1925), Mead (1934), Sherif (1936), and Murphy (1958)
for providing the rationale for the symbiotic perspective.
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Chapter 7

Cognitive-Behavioral
Group Work

SHELDON D. ROSE

Cognitive-behavioral group work (CBGW) refers to a variety of different group ap-
proaches that take place within the context of a small group; such intervention consists of
various combinations of behavioral, cognitive, and small-group strategies. It is, furthermore,
an empirically based approach, because the combinations of techniques used in treatments
have been evaluated in experimental research. The goals of intervention are behavioral, cog-
nitive, and/or emotional change. More specifically, the approach aims at such concrete goals
as the improvement of social skills, the reduction of stress responses, managing anxiety and
depression more effectively, eliminating panic responses, reducing the frequency of bulimic
behavior, losing weight, resolving phobic disorders, ameliorating agoraphobia, effectively
managing chronic pain, improving general social functioning, abstaining from risky sexual
activity, and reducing the frequency of drug and alcohol abuse.

Most groups treated by means of CBGW are homogeneous insofar as the clients in any
given group typically work toward resolving only one or two of these presenting problems.
One important step in the process of treatment is assessment of the presenting problems and
of the resources the individual has for resolving them. In assessment, CBGW takes into con-
sideration the environment in which the behavior and emotions occur. The cultural values,
ethnicities, genders, and sexual preferences of the group members and the group workers are
taken into account in the selection of goals and interventions designed to achieve them. In
the model proposed in this chapter, the clients make use of the conditions of the group to en-
hance the clients’ learning and motivation. Most CBGW models teach specific skills for cop-
ing with and resolving unique problem situations. In almost all cognitive-behavioral groups,
extragroup tasks (homework) are negotiated with the clients as a means of trying out newly
learned skills in the real world. The results of these tasks are monitored at a subsequent ses-
sion. The group worker in CBGW, though presenting a highly structured program, in most
cases involves the clients in many goal, task, and intervention decisions. Before I present
CBGW in more detail, I examine a sample of the research related to this approach.
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OUTCOME RESEARCH ON
COGNITIVE-BEHAVIORAL GROUP WORK

The research provides support for the effectiveness of CBGW in the treatment of a wide va-
riety of overt and cognitive behaviors. (“CBGW” is used in all the studies described herein
to represent the treatment described in this chapter, even though the authors may have used
another acronym.) Several examples of the impact of CBGW on anxiety-related problems
with both children and adults are described here. Only those outcome studies that used ei-
ther a control or contrast group have been included. The first study also compared group
and individual cognitive-behavioral treatment with a control group.

Flannery-Schroeder and Kendall (2000) compared group and individual cognitive-be-
havioral treatments for youth with anxiety disorders. Children ages 8–14 years with anxiety
disorders were randomly assigned to cognitive-behavioral individual treatment, cognitive-
behavioral group work or treatment (CBGW), or a wait-list control. Treatment outcome
was evaluated using diagnostic status, child self-reports, and parent and teacher reports.
Analyses of diagnostic status revealed that significantly more treated children (73% individ-
ual, 50% group) than wait-list children (8%) no longer met diagnostic criteria for their pri-
mary anxiety disorder following treatment. Other dependent measures revealed the superi-
ority of both treatment conditions compared with the wait-list condition. However, a child
report of anxious distress demonstrated only the individual treatment to effect significant
improvement. Measures of social functioning failed to discriminate among conditions. Anal-
yses of clinical significance revealed that a large proportion of treated cases were returned to
nondeviant limits following treatment. Treatment gains were maintained at a 3-month fol-
low-up.

The findings of Silverman and colleagues (1999) supported the effectiveness of CBGW
in the treatment of anxiety disorders in children. The authors compared randomly selected
clients with anxiety disorders in a CBGW group and a wait-list control condition. A ran-
domized clinical trial evaluated the therapeutic efficacy of CBGW versus a wait-list control
(WLC) condition to treat anxiety disorders in children. Their results indicated that CBGW,
with concurrent parent sessions, was highly efficacious in producing and maintaining treat-
ment gains. Children in CBGW showed substantial improvement on all the main outcome
measures, and these gains were maintained at 3-, 6-, and 12-month follow-up. Children in
the WLC condition did not show improvements from the pre- to posttreatment assessment
points.

CBGW has received support in the treatment of drug and alcohol abuse. For example,
Fisher and Bentley (1996) conducted a study looking at the effectiveness of two group treat-
ment models, CBGW and a disease-and-recovery approach, along with a usual treatment
comparison group. The CBGW condition consisted of interventions to enhance self-efficacy,
to provide more realistic and appropriate expectations about the effects of the abused sub-
stance on symptoms of personality disorders, to increase adaptive coping skills, and to en-
hance relapse prevention capacity. The disease-and-recovery group approach consisted of in-
terventions to develop an “alcoholic” or “addict” identity, to acknowledge a loss of control
over the substance abuse and the effects of the personality disorder, and to accept abstinence
as a treatment goal. It included participation in support group activities such as Alcoholics
Anonymous (AA). Both experimental groups met for three 45-minute weekly sessions for 4
weeks. The usual treatment comparison group did not receive experimental interventions
and met three times weekly in an open-ended group format. The analysis revealed that
within the outpatient setting, the CBGW was significantly more effective than the disease-
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and-recovery group and the control group in reducing alcohol use, in enhancing psychologi-
cal functioning, and in improving social and family relations.

A number of studies also provided some support for the effectiveness of CBGW in the
treatment of eating disorders. For example, Telch, Agras, Rossiter, Wilfley, and Kenardy
(1990) evaluated the effectiveness of CBGW in treating binge-eating disorders. Forty-four
female patients who binged were randomly assigned to either CBGW (n = 23) for 10 ses-
sions or to a wait-list control condition (n = 21). At posttreatment assessment, between-
group comparisons revealed that participants in the intervention group reported signifi-
cantly reduced binge-eating episodes compared with participants in the WLC group. CBGW
participants continued to binge significantly less frequently than they had at baseline. How-
ever, bingeing was usually not eliminated entirely.

Tanco, Wolfgang, and Earle (1998) conducted a study evaluating the effectiveness of a
cognitive group treatment program on morbidly obese women. Sixty-two obese women
were randomly assigned to either the cognitive program (CBGW), a behavior therapy
weight-loss program (BT), or a wait-list control condition (WLC). Both treatment groups
consisted of eight 2-hour weekly sessions, with the WLC condition lasting 8 weeks. How-
ever, results revealed that scores for the CBGW group improved significantly across time,
whereas those for the BT group and the WLC group did not. The CBGW group and the BT
group, but not the WLC group, participants lost significant amounts of weight during the
course of treatment. Analysis of body mass index (BMI) revealed decreases in both the
CBGW group and the BT group. And finally, the proportion of participants in the CBGW
group who exercised regularly increased significantly over the course of treatment. Six-
month follow-up data suggested that all treatment benefits were maintained.

Avia and colleagues (1996) also examined the effectiveness of CBGW with hypo-
chondriacal patients. Seventeen participants were assigned to either the CBGW groups or
the WLC group. The CBGW condition consisted of six weekly 11

2-hour sessions of general
education that covered inadequate and selective attention, muscle tension and bad breathing
habits, environmental factors, stress and dysphoric mood, explanations given to the somatic
signals, practical exercises implementing educational material, and homework to practice
skills related to topic areas. The two CBGW groups were identical except for the assigned
group worker. The WLC condition did not receive any form of treatment for the duration of
the experiment. Results suggested a significant difference between CBGW and the WLC
condition in the reductions of physical symptoms, bodily preoccupation, symptom interfer-
ence, the Illness Attitude Scale, and in dysfunctional health beliefs. One-year follow-up data
reported that participants maintained their reductions in worry about illness and in reducing
symptom interference.

Roffman and colleagues (1997) assessed the effectiveness of CBGW to prevent HIV
transmission in gay and bisexual men. Approximately 159 men were matched and assigned
to either receive the 17-session group counseling (n = 77) or remain in an 18-week WLC
(n = 82) condition. The CBGW condition was based on a relapse prevention model. Early
sessions emphasized building group cohesion (one of the few studies that explicitly did so),
HIV education, motivational enhancement, and goal setting. Middle sessions focused on de-
termining antecedents to risky behavior and developing appropriate coping strategies that
included coping skills training in high-risk situations involving communication, cognitive
activities, and behavioral strategies. Maintenance strategies for the preservation of safer be-
haviors were also included. This study utilized one specific dependent measure: abstinence
from AIDS-risk sexual activity over the 3-month period prior to reassessment. Data reveal
that men exposed to the treatment group had roughly 2.3 times the odds of success experi-
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enced by men assigned to the no-treatment control condition. Also, results indicate that the
intervention appeared to be more effective with exclusively gay than with bisexual men.
Similar findings were obtained by Lutgendorf et al. (1997).

A number of studies supported the effectiveness of pain management in groups. For ex-
ample, Linton and Ryberg (2001) investigated the effects of a cognitive-behavioral program
in a group of nonpatients with neck or back pain symptoms. A group of 253 people (ages
35–45 years) who had experienced four or more episodes of relatively intense spinal pain
during the preceding year but who had not been out of work more than 30 days) were in-
vited to participate. They were randomly assigned to either a cognitive-behavioral group in-
tervention or a treatment in a usual comparison group. The experimental group received a
standardized six-session program provided by a trained therapist. A significant overall anal-
ysis at the 1-year follow-up showed that the cognitive-behavioral group produced better
results on 26 of the 33 outcome variables. Group comparisons indicated that the cognitive-
behavioral group showed significantly better results with regard to fear-avoidance beliefs
and number of pain-free days, as well as the key variable of sick leave. Participation in the
cognitive-behavioral group reduced the risk for long-term sick leave during the follow-up by
threefold. Thus, despite the strong natural recovery rate for back pain, the cognitive-behav-
ioral intervention produced a significant preventive effect with regard to disability.

Sukhodolsky, Solomon, and Perine (2000) investigated the effectiveness of a 10-session
weekly anger-control intervention for aggressive fourth- and fifth-grade boys. Thirty-three
boys, ages 9–11, were referred by teachers and school psychologists for anger-related prob-
lems and were assigned to four to seven member groups, which received either cognitive-be-
havioral treatment or no treatment. All participants and their teachers completed a pre- and
posttest battery, which included the Pediatric Anger Expression Scale, the Children’s
Inventory of Anger, and the Teacher Rating Scale. The treatment condition used cognitive-
behavioral group training to help the students identify the experiences and control the
expression of their anger. Compared with the control condition, participants in the treatment
groups displayed a significant reduction on teacher reports of aggressive and disruptive be-
havior (p < .02) and a significant improvement on self-reports of anger control (p < .05).

In summary, the research lends some evidence for the effectiveness of CBGW with a
wide variety of presenting problems using a wide variety of cognitive and behavioral proce-
dures. However, there were a number of methodological problems in most of the research
that evaluated small-group outcomes. Often the group phenomena was confounded with the
cognitive-behavioral procedures. Although all of the previous examples included at least a
no-treatment control group, in the absence of a best possible alternative, only the conclusion
that CBGW was better than nothing was permitted. In the several studies in which contrast
groups existed, differences occasionally occurred. A major problem was that in all cases the
individual was the unit of analysis, in spite of the fact that the treatment was in groups, thus
incurring both statistical and psychological dependency. Finally, there was little attention
paid to the relevance of the group phenomena in group treatment, which should be focus of
future research.

THE RELEVANCE OF THE GROUP
IN COGNITIVE-BEHAVIORAL GROUP WORK

Although most of the studies cited here do not explicitly include group interventions and
group problems in their descriptions, at the very least all of them employed some form of
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group discussion and member interaction and some took steps to increase group cohesion.
Unfortunately, the content and purpose of this discussion was not always made clear. This
section describes the potential advantages, as well as the difficulties, created by working
with clients as a group in a CBGW or any other group approach. Ways to deal with some of
the difficulties inherent in groups are also suggested. Many of the assumptions stated have
been drawn from clinical practice. (For more details for adult groups, see Rose, 1989, and
for groups of children and adolescents, see Rose, 1998.)

Advantages of the Group

First, group membership commonly ends the sense of isolation many clients feel. It is diffi-
cult to maintain the feeling that you are the only person experiencing a particular problem
when you are surrounded by other individuals who are dealing with similar issues. One of
the potentially therapeutic factors in group treatment is the interaction with others who
share common concerns. Yalom (1985, pp. 7–8) refers to this as “universality.” Listening to
others who describe and solve problems brings hope to the client that his or her problems
are also manageable, a hope that Yalom (1985, pp. 6–7) also identifies as a curative factor.
These group phenomena are supported by the group workers, who continuously encourage
members to help each other and who create other conditions to increase the cohesion and
work focus of the group. Helping others, a form of altruism, and group cohesion have also
been labeled as curative factors by Yalom (1985, p. 3).

The group provides the client with a source of feedback about those behaviors that are
irritating or acceptable to others and about those cognitions that can be viewed as distorted,
self-defeating, and/or stress eliciting. At the same time, the feedback from others is a source
of support for small and large achievements in the group. As a result, the group contributes
to improved self-assessment for the individual client.

Another reason for using groups is the frequent and varied opportunity for mutual
reinforcement. We have noted that clients find reinforcement from other group members
more powerful than reinforcement from the group worker alone. Reinforcement is a
highly valued commodity in interpersonal relationships. As clients increase the frequency
with which they reinforce others, they note that they are reciprocally reinforced by others,
and mutual liking increases (see Lott & Lott, 1965). Each client is given the chance to
learn to improve his or her ability to mediate rewards for others in social interactive situ-
ations (with acquaintances, friends, family members, acquaintances in other groups, other
group members, etc.). The group worker can create situations in which each client is
given frequent opportunity, instructions, and rewards for reinforcing others in the group.
Special group exercises have been designed to train clients in mutual reinforcement, and
extragroup tasks (homework assignments) are used to encourage clients deficient in rein-
forcement skills to practice these skills in the real world. The completion of these tasks is
monitored by other group members.

In groups, a client must learn to deal with the idiosyncrasies of other individuals. Cli-
ents must wait while other people explain their problems. They must learn to tolerate what
they perceive to be inadequate or even inane advice. Clients may be required to tolerate ma-
jor differences from other group members and, in some cases, to deal with them. They must
learn how to offer other clients critical feedback and advice in a tactful and helpful manner.
By helping others, clients are likely to practice a set of strategies for helping themselves and
to learn a model of helping others that can be applied outside of the group. In this way, they
are likely to improve their relationships with others.
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Treatment groups simulate the real world of natural friendship groups more accurately
than does individual therapy, if the group worker permits and even encourages such simula-
tion. Individual therapy consists solely of a high-status social worker and a low-status client.
Due to the greater similarity of the group to other social situations in the real world, the
group setting facilitates transfer of newly learned behavior from the therapeutic setting to
the community.

Groups create the opportunity for the group worker to use an abundance of therapeutic
procedures that are either unavailable or less efficient in individual treatment. Among these
procedures are the “buddy system,” numerous group exercises (see for example, Rose,
1998, pp. vii–viii), multiple modeling, group feedback, group brainstorming, and mutual re-
inforcement. Groups also provide each client with a large number of diverse models, role
players for overt and covert behavioral rehearsal, manpower for behavior monitoring, and
partners for use in a “buddy system.” By simulating the social world, the group provides a
natural laboratory for learning, discussion, behavioral testing, and leadership skill develop-
ment. All of these acquired skills are essential to forming good social relationships in any
setting.

In the process of interaction in therapy groups, norms (informal agreements among
members as to preferred modes of action and interaction in the group) often arise, which
serve to control the behavior of individual members. If these norms are introduced and ef-
fectively maintained by the group worker, they serve as powerful therapeutic tools. Through
discussion, the group pressures deviant members to conform to such norms as attending reg-
ularly, completing assignments, self-disclosing, analyzing problems systematically, and
assisting peers with their problems. Of course, if the group worker is not careful, anti-
therapeutic norms also can be generated, such as members regularly coming late or group
members inappropriately or prematurely confronting one another.

In addition to modifying the norms of the group, the group worker can facilitate the at-
tainment of both individual and group goals by modifying such things as the cohesiveness of
the group, the status pattern, or the communication structure in the group. Group problems
are also dealt with and resolved when they arise. Much of the power that group therapy has
to facilitate the achievement of therapy goals is lost if negative group attributes are permit-
ted to fester.

Limitations of the Group as the Context of Therapy

Of course, groups are not without major disadvantages. As I mentioned previously,
antitherapeutic norms occasionally develop and may be maintained if the group worker
does not deal with them. Moreover, such phenomena as group contagion and mutual ag-
gression can sometimes get out of hand in groups. Fortunately, strategies for dealing with
such group phenomena are available.

A relevant limitation to be concerned with is that it is more difficult to individualize
each client in the group than in individual therapy. For efficiency, the group worker is con-
tinually looking for common goals to pursue and may, therefore, overlook the unique needs
of one individual. Within many complex group interactions, identifying the distinct needs of
specific individuals requires a great deal of attention. Another threat to individualization is
the fact that in order for everyone to have a chance to participate actively in every session,
restraints must be placed on people who talk more than their share. These restraints are
sometimes frustrating to the talkative client, but failure to limit excessive talking results in
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the frustration of other members. The use of exercises with built-in restrictions depersonal-
izes the giving of structure and usually makes it more acceptable.

Confidentiality is more difficult to maintain in groups than in the therapeutic dyad.
Confidentiality, and the consequences of breaches in it, needs to be dealt with by the group
worker in pregroup screening and early group sessions, so that all group members conform
to appropriate standards of conduct. Nevertheless, the participants are not professionally
trained, and abuses do occasionally occur. When revealed, they have to be dealt with in the
group.

Finally, working with groups requires an extensive repertoire of skills and training to be
minimally effective. Unfortunately, such training programs are not ubiquitously found in
psychology, social work, counseling, psychiatry, or other professional training programs.
However, training programs are available in the form of workshops. Exercises are available
that can be used to develop in-service training (see, e.g., Rose, 1998, Ch. 17, pp. 461–474,
for more details).

If the group worker is aware of these limitations, all of these potential problems can be
avoided or, should they occur, dealt with. In the following sections the specific ingredients of
CBGW are described. Because there are many models of CBGW, the focus is on the most
eclectic approach, one that uses a wide variety of interventions and takes advantage of the
group phenomena. How this model differs from other models is occasionally pointed out.

THE STRUCTURE OF THE GROUP
IN COGNITIVE-BEHAVIORAL GROUP WORK

Before the interventions and phases of treatment are described, a number of practical ques-
tions need to answered regarding number of participants, number and duration of sessions,
number of group workers, and characteristics of members to be admitted to the groups.

Size of the Group

The size of a group depends on its purpose, its need for individualization, and practical con-
siderations, such as available space, length of stay in an institution, and available staff. Be-
cause individualization within a group is highly valued, the outpatient groups with which
this approach has been used usually range in size from three to eight members. Generally,
however, six members makes it possible to involve everyone at every session. Having fewer
than three members seems to lead to a loss of many of the beneficial group attributes dis-
cussed previously; having more than eight makes it difficult to allow every member to bring
in a problematic situation at every meeting.

There are sometimes practical clinical reasons to modify this range. A limited number
of staff members may be available when a need for a group has been established. In some
agencies, groups of 12 or more clients have been run effectively, especially if all the clients
share a common problem area or if two group workers can carry out the activities of the
group in subgroups. If two experienced group workers are available, it would, based on my
experience, be more efficacious to have two small groups than one large group. Often these
larger groups have a didactic rather than a therapeutic purpose.

Institutional groups tend to be larger because they often overlap with the residential
group. In order to facilitate greater individualization, the group may be divided into two
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subgroups, one led by the group worker and the other by the residential worker or family
worker or even a supervisor. Another reason for having larger groups in institutions is that,
as a rule, they meet much more frequently than outpatient groups. If a group meets every
day, even if the group is large, each individual in the course of the several meetings a week
will have the opportunity to focus on his or her problems.

Frequency, Length, and Duration of Group Sessions

Group size is also a function of the frequency, length, and duration of sessions. Most outpa-
tient groups are time limited and meet for approximately 2 hours a week for 6 to 18 weeks.
In our review of the literature, the modal number is 8, but most cognitive-behavioral group
workers prefer 12 to 18 sessions in order to achieve most treatment goals. Regular weekly
sessions, rather than the more variable schedule recommended herein, is the general pattern,
primarily because of the personal or work schedules of the families, of the clients, and of the
group worker rather than because of any particular therapy rationale. Some few have been
able to follow eight weekly sessions with four monthly ones as a way of providing the clients
with more gradual fading of the intensity of treatment.

The exact number of sessions for outpatient groups depends on the purpose of the
group, its composition, and certain practical limitations. In heterogeneous groups (in which
members have diverse presenting problems), in order to deal with a wide range of problems,
fourteen to eighteen sessions are usually required to meet treatment goals. When a highly
specific and limited goal is pursued, a fewer number of sessions may suffice. In general,
however, assuming that major goals have been achieved after one set of therapy sessions, cli-
ents are referred to nontherapy groups, such as at the YMCA or YWCA, yoga classes,
bridge clubs, or sports groups, to provide relatively safe opportunity to practice, unsuper-
vised, what they have learned in therapy. Referral to individual therapy or support groups
may also occur if clients have demonstrated increased motivation but are not yet ready to
demonstrate their skills in the real world.

In institutions, transitional groups (groups that prepare the client to go back to the out-
side world) will meet from 1 to 3 hours daily from their onset until termination, which is
usually about 3 to 6 weeks. Only modest research exists to point the way to differences in
the number of sessions. In adult social anxiety groups, D’Alelio and Murray (1981) demon-
strated that eight 2-hour sessions were significantly more effective in reducing social anxiety
than four 2-hour sessions, perhaps because there is more extragroup time to practice what is
learned in the group. In anger management groups for adolescents, Lochman (1985) demon-
strated the greater effectiveness of 16 sessions over 8 in increasing the control of anger by
the youth.

As I mentioned earlier, although most outpatient groups are closed, some are also are
open-ended and have no set duration. In private practice especially, groups of indefinite
length tend to be organized. When the clients provide evidence that goals have been attained
and a plan for generalization has been designed, the clients are helped by the other members
to plan to terminate. Of course, in such groups, termination of a given individual may also
occur against the advice of the group worker as the attraction of the group fades for that in-
dividual without concurrent achievement of treatment goals.

In residential treatment, CBGW groups tend to meet every weekday or every other day
for an hour and half while the clients are in the institution. Occasionally, clients will miss
sessions for such practical reasons as illness, doctor’s appointments, court appearances, psy-
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chological testing, and special programs. Some institutions use CBGW only 2 or 3 of the 5
days, using the other days for more traditional methods.

Number of Group Workers

As the number of group workers in any group increases, so does the cost to the client, to the
agency, or to the community. There is no evidence that two experienced group workers are
more effective than one, provided that the group worker is experienced and trained. Thus,
in most cases, one worker is adequate and less costly than two or more. Moreover, when
two group workers are with a group, one often seems to amplify what the other says, which
limits the time available for the clients to participate. There are, however, several situations
in which more than one worker is required: if one of the group workers is in training; if both
group workers are learning the method for the first time; if the group is larger than 10 per-
sons; and if there are several persons in the group who act out. If the gender of the group
members is mixed, it is helpful to have a team of a male and a female therapist.

PHASES OF COGNITIVE-BEHAVIORAL GROUP WORK

Beginning the Group

The structure of interaction in most models of CBGW can be divided into phases. Each
phase overlaps with other phases, but in each phase the group worker focuses somewhat
more on one set of behaviors than another. All have a “beginning the group” phase, in
which clients are oriented to the method and get to know each other and in which the cohe-
sion of the group is developed. Orientation involves explaining to clients what they can ex-
pect from the group experience and what is expected from them. The group worker usually
describes the larger picture in the beginning and gradually fills in the details as the group
progresses or as a new intervention is introduced.

Cohesion refers to the mutual liking of members for each other and the group worker
and their attraction to the program of the group. In our groups, the cohesion of the group
can be enhanced by the use of group introductory exercises, in which members interview
each other in pairs and partners introduce their partner to the group. It is also a safe way of
increasing broad participation and is the first step in self-disclosure. Cohesion is also en-
hanced by creating opportunities for continued broad participation, by protecting members
from premature and/or too harsh confrontation, by keeping the interaction for the most part
positive, by using variation in the program, by occasional use humor, and by developing op-
portunities for choice and decision making by the members. The cohesion is continually
monitored at the end of every session through a postsession questionnaire (see Figure 7.1,
Question 5).

Motivational Enhancement Phase

In some models of CBGW, at the time the group begins and continuing into the later phases,
the group worker focuses on increasing the motivation of the participants. When most cli-
ents enter a treatment group for the first time, they are often anxious, afraid of what others
might think of them, and hesitant to expose their flaws to other people. They are often
poorly motivated to work on the very problems that brought them to, or resulted in their
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being sent to, the group. This lack of motivation is particularly apparent in groups of invol-
untary clients, such as men who batter, prisoners, and those who suffer from addictions.
However, even in voluntary groups, this ambivalence can often be detected. The type of be-
haviors often observed at the first session or even in the pregroup interview are a reluctance
to speak, some anger about being in treatment, denial of any serious problems, setting them-
selves, apart from the others in the group, speaking only to the group worker, an unwilling-
ness to disclose anything about themselves and an unwillingness to develop goals, treatment
plans, or extragroup tasks.

Motivation has been operationally defined as the readiness of the client to participate
actively in the treatment process (Miller & Rollnick, 1991, p. 14). Motivation can be as-
sessed by the group worker’s observations of the level of self-disclosure and other forms of
participation or by a self-report checklist. Strategies for enhancing motivation should be im-
plemented throughout the treatment process to maintain the clients’ ever-changing commit-
ment to change. Although Miller and Rollnick (1991) view motivation as an individual
characteristic, one often observes in groups a phenomenon in which motivation of each mu-
tually influences the motivation of others. There appears to be a shared or prevailing group
level of motivation. Miller and Rollnick (1991, pp. 51–63) identify a number of principles
to be considered in the process of enhancing motivation. Some of these principles include
normalizing ambivalence, contrasting costs and benefits of changing or resolving problems,
eliciting and reinforcing self-motivational statements, and removing barriers to treatment. In
addition, the group worker carries out a set of interviewing principles, such as supporting
self-efficacy, avoiding argumentation and early confrontation, providing clear advice, and
delivering continued feedback to the client. In groups, the members are encouraged to re-
spond in a similar fashion to each other.

Assessment Phase

Overlapping with cohesion building and orientation is the assessment phase. This actually
begins with the client selecting a given group with a general theme in which she or he is in-
terested or has major concerns (e.g., anxiety management, anger control, dealing with HIV
infection) or being sent to a group with a given theme (men who batter). In the group and
even in an intake interview, the particulars of the problem begin to be spelled out. Many
practitioners make use of such paper-and-pencil tests as Beck’s (1976) Depression Inventory,
the Fear Survey Schedule, and the Fear Questionnaire (see, e.g., Evans, Holt, & Oei, 1991).
Many other instruments are to be found in research summarized herein and depend on the
initial complaint or the theme of the group. For practitioners, a qualitative procedure often
used is some form of situational analysis. Members can be trained by means of group exer-
cises and group worker modeling to identify and describe recent problematic or stressful sit-
uations in which they are dissatisfied with the responses. These situations are highly specific
events that represent a sample of the more general complaint.

After the client provides a brief background, the situations are described in terms of
what happened, where it happened, with whom it happened, and when it happened. Each
client identifies a critical moment in the event and the behavioral, emotional, and cogni-
tive response at the critical moment. (The “critical moment” is that instant in time that
separates the triggering event from the response of the client.) The clients also state their
level of dissatisfaction with the response and examine the long- and short-term conse-
quences of their responses. In the assessment phase, the group members evaluate each
other’s presentations as to how well the description meets the criteria. Thus the group is
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active, with the members helping each other to formulate the problematic situation and
client response.

In a stress management group, Tom gave as a background to his situation that he has
trouble getting along with people who attempt to dominate him and have no right, in
his opinion, to do so. When asked to give a recent example of “not getting along,” he
said that yesterday (when) at work (where) Dave, his coworker (who) told him to go
back to the lab and get some materials that Dave had forgotten (What happened?). This
was the critical moment. Tom, who became angry, responded “get your own God damn
materials.” Tom was dissatisfied with the rudeness of his response and indicated he
would like to act differently (dissatisfied with own response).

Goal setting is also part of the assessment phase. Both individual treatment and com-
mon treatment goals are developed by each client with the help of the other group members.
Tom’s general goal was to respond to what he perceived as the imposition of others in a
calm, matter-of-fact manner in which he presented to the antagonist how he (Tom) felt in
the situation and requested a change in behavior. As part of systematic problem solving, spe-
cific treatment targets or goals are concrete behaviors, sets of actions or identifiable
cognitions that occur in response to a given specified problem situation. These behaviors
and cognitions are specific to a given client and are identified in the interaction among mem-
bers and in their description of problematic situations that they experience in their day-to-
day social encounters.

Because goal attainment is future oriented, the group worker, group members, and each
client together estimate a time frame for attaining the goal that is incorporated into the for-
mulation of the goal. Although clients identify unique individual goals, in groups common
goals are shared with some or all of the other group members. In Tom’s group, several mem-
bers indicated that they had problems with people who imposed on them. Common goals
permit greater efficiency in terms of information to be provided, group exercises to be used,
and problems to be solved. Most goals are developed over time, as members learn the lan-
guage of therapy and begin to describe their problems using this highly specific terminology.
When goals are not forthcoming from a given individual, the other members can “brain-
storm” goals, based on earlier discussions, that might be considered by the reluctant client.

Group goals refer to a future change in interactive phenomena that occur in the group.
An example of one group goal is “at the end of this session, all the members of the group
will have actively participated in the role plays.” Another is “by the end of the next session,
the members all establish a norm that extragroup tasks will be completed, if agreed to at a
prior session.” A third example is “the attraction of the members to each other (as measured
on a postsession questionnaire) will increase from the previous session to the end of this ses-
sion.” Although we urge formal goal setting as part of the treatment process, in some ver-
sions of CBGW the use of goals is more implicit than explicit. Group goals can sometimes
be estimated by means of a postsession questionnaire (PSQ).

In the PSQ, participants rate their own response to various aspects of each group session.
A variety of group problems and group goals can be formulated in terms of these scales that are
in the form of 6–12 questions administered to all the members and the group worker at the end
of every session. Figure 7.1 presents examples of commonly used PSQ items.

Means, discrepancies among the members, and discrepancies between the means of the
members and the group worker’s observations provide a rough estimate of some of the
group phenomena as perceived by the members and group workers. These data and member
comments are discussed at the beginning of the subsequent session.
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As observed in some of the research summaries presented earlier, individual and com-
mon treatment goals in CBGW have included a wide range of targets, such as managing
pain, stress, anger, depression or anxiety; reducing and/or eliminating use of drugs, alcohol,
or cigarettes; eliminating violence toward one’s spouse and children; improving parenting
skills; reducing the frequency of bulimic behavior; increasing safe sex practices; increasing
positive life experiences in the face of personal tragedies; building more satisfying experi-
ences; and reducing negative or self-defeating self-statements or avoidance behavior. Most of
these goals can be broken down into even more specific short-term goals to be achieved by
the end of one or two subsequent sessions.

Intervention Phase

Situational analyses and goal setting become the foundation for the intervention phase,
which may involve correcting cognitive distortions implied in the situation, providing cor-
rective information, being exposed to the anxiety-producing object, systematic problem
solving, modeling and rehearsing alternatives, reinforcing successful actions, and other in-
terventions, most of which are carried out in the group with the help of the other group
members. In the intervention phase, different models of CBGW tend to emphasize different
sets of interventions. These include modeling techniques, problem-solving techniques, cogni-
tive change procedures, guided group exposure, relaxation training, operant procedures,
community change strategies, and small-group techniques, all of which are discussed in
more detail in the following sections.
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1. How useful was this session?

1———2———3———4———5———6———7———8———9
Not at all Very little Somewhat Quite a bit Extremely

2. How actively involved were the members in today’s session?

1———2———3———4———5———6———7———8———9
Not at all Very little Somewhat Quite a bit Extremely

3. How helpful were members to each other during this session?

1———2———3———4———5———6———7———8———9
Not at all Very little Somewhat Quite a bit Extremely

4. How much did the members reveal about themselves (their real thoughts, feelings, motivations, and or
concerns) during this session?

1———2———3———4———5———6———7———8———9
Not at all Very little Somewhat Quite a bit Extremely

5. How close did the members feel to each other during this session?

1———2———3———4———5———6———7———8———9
Not at all Very little Somewhat Quite a bit Extremely

6. How upset or angry were the members during this session?

1———2———3———4———5———6———7———8———9
Not at all Very little Somewhat Quite a bit Extremely

7. How much did the members control the content and direction of this session?

1———2———3———4———5———6———7———8———9
Not at all Very little Somewhat Quite a bit Extremely

FIGURE 7.1. An example of questions and format of a postsession questionnaire.



Systematic Problem Solving

Many models of CBGW make use of some form of systematic problem solving insofar as cli-
ents bring problems of concern to the group. The group, under the group worker’s guidance,
attempts to help find solutions to those problems. It is systematic insofar as the members
follow specified steps that include orienting the members to the basic assumptions of prob-
lem solving, identifying and defining the problem and client resources for dealing with the
problem, generating alternative solutions, evaluating and selecting the best set of solutions,
preparing for implementation, implementing the solution outside the group, and evaluating
the outcome with the other group members at a subsequent session (e.g., Heppner, 1978);
we have added the intermediate step, called “preparation for implementation.” In this prep-
aration, modeling, cognitive restructuring, or information giving may be used, and a
extragroup task is designed to be carried out prior to the next session. The tasks may in-
volve small and gradually increasingly difficult steps toward performing the goal behavior.

Systematic problem solving is most effective as a group procedure because, in generat-
ing ideas for dealing with the problem, the group members are a rich resource for potential
solutions. Moreover, in evaluating these ideas, the group members provide varied life experi-
ences on which to support or reject some of the solutions generated. The group is also a
source of reinforcement and support for carrying out the task.

In our earlier example, once Tom had decided what his goal was, the group members
brainstormed what he might say and how he might say it. They wrote down their sugges-
tions and one at a time shared them with Tom, who wrote them on the board. The group
worker advised them that no one should evaluate until all the suggestions were made. After
eliminating some of the ideas, Tom incorporated the others into a plan of how to respond
when Dave or anyone else imposed on him. Tom indicated he would say, in a matter-of-fact
tone of voice, that he too was busy and that he didn’t appreciate being told rather than
asked to be of help. Because Tom was not yet comfortable in doing this, he was trained
through modeling and rehearsal to carry out the task.

Problem solving is also employed for more general problems. In one group, several
members had recently lost jobs and needed some ideas about how to look for others. An ex-
pert was brought in to supplement the suggestions of the members. In another group, par-
ents brainstormed different ways of dealing with a highly active 3-year-old when he ap-
peared to be out of control. In a third group, adolescents discussed how they might improve
their chances of getting into college and obtaining loans to help support themselves.

Modeling Methods

In my experience, symbolic modeling is one of the most effective strategies in group therapy.
As I noted before, modeling by the group worker and the members for each other was an in-
tegral part of all of the other strategies described so far. Modeling strategies in groups have
also been used in preventive and behavioral medicine with patients using the health care sys-
tem (for examples, see Newton-John, Spence, & Schotte, 1995; Subramanian, 1991, 1994).
It has also been used successfully with mentally ill patients with social impairments (Daniels
& Roll, 1998; Van Dam Baggen & Kraaimaat, 1986) and with chronic alcohol-dependant
inpatients (Vogel, Ericksen, & Bjoernelv, 1997). Modeling techniques are the central proce-
dures in assertion training and play an important role in teaching clients how to cope with
stress. In addition, because of the presence of many potential models and sources of feed-
back, modeling is especially useful in groups.
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Symbolic modeling involves simulated demonstrations (role playing) by group mem-
bers, the group worker, and/or special guests in the group. It may also include videotapes or
audiotapes of actors or real clients. The advantage of symbolic modeling over real-life mod-
eling is that simulated modeling can be focused and developed systematically by the group
and group worker. It can be applied in simple situations with one critical moment, or even-
tually, in complex situations consisting of many critical moments. In symbolic modeling, the
group worker can direct the action so that successful efforts can be reinforced and unsuc-
cessful ones terminated and redeveloped. The small group is especially well suited to the use
of symbolic modeling, as it affords a rich source of ideas as to what the model should do
and multiple models and multiple sources of feedback to the person attempting to duplicate
the role of the model. The techniques used in enhancing the modeling effects are drawn from
the assumptions about and research on social learning theory (Bandura, 1977).

As in the preceding examples, most modeling is used solely by the group worker or an-
other group member to demonstrate a given behavior or set of behaviors or interactive solu-
tions to problematic situations. However, modeling may be used as a major intervention
package. In that case the modeling sequence in its entirety makes use a number of steps:

1. The group worker orients the group to modeling and demonstrates the modeling
steps (the first few times only).

2. Based on a situational analysis of an interactive situation, each client—one at a
time—presents a situation for which he or she wants to have his or her behavior
modeled. The client clarifies the roles of model, target person, significant others, and
observers.

3. A model is selected who demonstrates the desired behaviors. The model may be the
group worker, a group member, or a guest invited for that purpose.

4. The target person rehearses or practices what she or he has observed and, if neces-
sary, with some coaching or assistance from others (rehearsal plus coaching). If
coaching is used, the rehearsal is repeated without coaching.

5. The target person is provided with feedback from the other group members and the
group worker.

6. The practice is repeated as many times as time permits until the target person is com-
fortable in his or her new set of behaviors. If necessary, additional practice may be
carried out in pairs or triads within the group to save time or as extragroup tasks for
partners.

7. With the assistance of the group or a partner, each client designs an extragroup task
to perform the modeled behavior in the real world or to practice again outside of the
group.

In Tom’s case, after the plan was developed through systematic problem solving, Barry
volunteered to play the role of Tom in telling Dave in a matter-of-fact tone of voice that
he, too, was busy and that he didn’t appreciate being told, rather than asked, to be of
help. Another member played the role of Dave. After the modeling, the group worker
asked Tom if he was ready to do the role play in his own role. The role play was re-
peated (behavioral rehearsal), and the group gave Tom feedback as to what he did well,
first, and then feedback as to what he might consider doing differently. Tom repeated
the role play and incorporated the suggestions of the group the second time. Tom de-
cided that as an extragroup task, the next time anyone else attempted to impose on
him, he would respond in a similar way and report back to the group what happened.
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Several others in the group who had a similar concern also decided on a similar
extragroup task.

Cognitive Change Methods

Because the method is referred to as cognitive-behavioral, the major strategies employed fo-
cus on correcting distorted cognitions and replacing them with coping thoughts. Specifically,
it includes such techniques as cognitive restructuring and training in cognitive and behav-
ioral coping skills.

The most commonly used form of cognitive restructuring in groups is derived from the
work of Aaron Beck (1976). Bottomley, Hunton, Roberts, Jones, and Bradley (1996) used
Beck’s method of challenging dysfunctional thinking of clients. In groups, challenging may
also be the responsibility of the other group members, as they learn the correct techniques.
In addition, the clients are helped to develop alternative cognitive coping skills and some be-
havioral alternatives (e.g., relaxation, recreational skills, social skills). The cognitive coping
responses are often practiced in the group in role plays (cognitive rehearsal). One technique,
proposed by Beck and Emery (1985), that lends itself in particular to groups is “point coun-
terpoint.” In this technique, a target client argues why his or her position is distorted or il-
logical, while another member or the group worker tries to support the distorted position.
The discussion is first developed in pairs and then later presented to the entire group. The
group members may coach the target client in his or her new role. The danger is that some-
times the group is too aggressively confrontative. To avoid this, the group members are
trained first through group worker modeling and explanation and a group exercise on how
to deliver and receive critical feedback.

Another version of cognitive restructuring (Meichenbaum, 1977) that we employ most
frequently (Rose, 1998, pp. 260–307) is characterized by a set of procedures used to change
self-defeating or illogical patterns of thinking to self-enhancing or logical ones. It is the first
step used in improving cognitive coping skills. It is assumed that in a given set of circum-
stances cognitions partially mediate overt behavioral responses. These cognitions include
how one values oneself and one’s actions and how one specifically thinks or responds covertly
in a given situation. The clients are trained to identify self-enhancing and self-defeating
thoughts in case examples or exercises. Later they learn to identify their own self-defeating
thoughts and try to change these to self-enhancing thoughts. One exercise we commonly use
to achieve these skills appears in Figure 7.2.

Group members should be warned that not all self-defeating statements readily lend
themselves to substitution. Even if it sensitizes the client to the problem, frequent practice
and self-monitoring may also be required to bring about a change. After all, most people
have been practicing their self-defeating statements for a long time. In the case of some self-
defeating statements, simply replacing the thought with a coping thought may be insuffi-
cient. Other strategies may be required as well. Often substituting coping cognition is merely
part of a larger treatment package.

Guided Group Exposure

This technique has been primarily used in the treatment of agoraphobia (e.g., Hand,
LaMontagne, & Marks, 1974), although some practitioners and researchers have used it
with other phobic objects—usually in combination with cognitive restructuring and other
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FIGURE 7.2. Identifying Self Defeating and Coping Statements

Rationale

Most clients make statements about themselves that are illogical, self-defeating, and distorted. These distor-
tions often lead to anxiety, stress, depression, and anger. Much of treatment, regardless of its theoretical ori-
entation, is aimed at correcting these distortions and replacing them with more functional evaluations,
thoughts, or self statements. There are many strategies for accomplishing this. Based on the work of
Meichenbaum (1977), this exercise represents a direct way of identifying those statements regarded as self-
defeating and then replacing them with coping or self-enhancing statements. Most statements that are self-
defeating meet several of the following criteria:

1. Does the person make an absolute judgment of him- or herself? (e.g., never, can’t, always, won’t, should,
shouldn’t)

2. Does the person need to mind read the thoughts of others to make the statement?
3. Does the person grossly exaggerate the conditions that are referred to in the statement?
4. Does the person make a catastrophe out of a difficult or uncomfortable situation?
5. Does the person leap to conclusions about self or situation without adequate evidence?
6. Does the person overgeneralize from one set of circumstances?
7. Does the person put him- or herself down or is the person overly critical of him- or herself?
8. Does the person disregard important aspects of situations while emphasizing other, more negative as-

pects?
9. Does the person prophesy the future without evidence?

The criteria for identifying coping or self-enhancing statements are the following (not all the criteria need be
met):

1. Is the statement realistic, not overly optimistic or “Pollyannaish”?
2. Is the statement positive in content and intent?
3. Is the statement instructive? Is it guiding a behavior or set of behaviors?
4. Is the statement appropriate to the situation?
5. Is the statement anxiety reducing, and/or does it reduce expectation of threat?
6. Is the statement free of self-defeating elements? (See criteria for evaluating self-defeating statements.)

Purpose of exercise

By the end of this exercise the participant will have:
1. Identified his or her own most commonly used self-defeating statements and the conditions under which

they occur
2. Identified more appropriate alternative self-enhancing or coping statements to replace the self-defeating

statements
3. Differentiated among self-defeating statements and other statements indicating behavioral deficits or

other behavioral problems
4. Identified at least five conceptual reasons why their own or the self-defeating statements of others are

self-defeating
5. Demonstrated how to change self-defeating statements into more appropriate self-enhancing ones

Individual Task 1

In the following statements, each participant should identify which are self-defeating and which are self-
enhancing statements. Indicate why a statement is self-defeating according to the criteria discussed in the
“Rationale” of this exercise. Each participant should change the self-defeating statement to a coping state-
ment by drawing upon the list of coping statements above (15 minutes or homework).

1. “I’ll never be able to get that job, even if I am qualified.”
2. “How can I ever have a decent interview when I know she (the interviewer) won’t like me?”
3. “Sure it’s complex, but what I can do is to take one thing at a time.”
4. “I know I’m going to blow it with all those people looking at me.”
5. “He (she) must really think I’m stupid.”
6. “What if they think I’m imposing? Maybe I’m just wasting their time. I better not ask to see them.”
7. “Why bother to ask her out? She probably won’t like me anyway.”
8. “I may not get the job, but I’ll do my best in the interview.”

(continued)



techniques. The guided exposure involves exposure of the client in groups to feared situa-
tions in vivo, first together with other group members and then, eventually, alone. For ex-
ample, a group of clients who suffered from agoraphobia, after preparing by means of
cognitive restructuring and the modeling sequence, went to a department store together.
The first trial was in the morning when the store was almost empty; later they went at
noon, when it was more crowded, and the third time, they went to the department store
during a high-volume sale. Later, they tried out the same exercises with partners from the
group, and eventually they performed them alone. Emmelkamp and Kuipers (1985) re-
viewed the commonly used procedures and the current research that lends support to
these methods.

Relaxation Methods

Relaxation is a way of teaching clients to deal directly with such strong emotions as anxiety,
stress, pain, or anger for which no external coping behavior is possible or for which cogni-
tive coping behavior is insufficient, although the two procedures are often paired. In fact, it
is used in almost all groups in which anxiety-related problems are described. This technique
primarily involves teaching clients a modified version of the system developed by Jacobson
(1929, 1978) in which various muscle groups are alternately tensed and relaxed. This is of-
ten referred to as neuromuscular relaxation. In later phases, the tensing of muscles is elimi-
nated. After an initial demonstration by the group worker, the clients teach, monitor, and re-
inforce each other’s efforts in the group for suitable performance and practice. Various
alternatives uniquely suited to specific populations are also taught. Modest research support
for the use of neuromuscular relaxation procedures for reducing anxiety and stress is to be
found in studies by Stovya (1977) and by Lyles, Burish, Korzely, and Oldham (1982). Medi-
tation and breathing exercises can be taught as alternatives to neuromuscular relaxation, de-
pending on the preferences of the group members and the skills of the group worker. In or-
der to make use of the group, the members are taught relaxation steps as a group. Then one
person relaxes another person in the group, and then the process is reversed. The members
are given tapes so that they can practice at home.
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9. “It doesn’t matter how hard I work, it will be just my luck to fail.”
10. “Sure it’s going to be a tough week, but if I plan my time well, I can get through it.”
11. “It’s been such a hectic day. I know I won’t be able to sleep.”
12. “They’ll think I’m weird if I wear that sweater to the affair. No one will even talk to me.”

Group Task 1

The group is divided into subgroups of four to five persons who will compare their responses in the above
exercise. (Use criteria in the “Rationale” to evaluate whether a statement is self defeating.) (30 minutes)

Individual Task 2

Participants should add one self-defeating statement to the list that each has heard from a friend or client. (5
minutes)

Group Task 2

Participants will present their own self-defeating statement to the subgroup. Other members of the group will
first give reasons why statements are self-defeating and carefully distinguish between self-defeating state-
ments and statements of fact. Then the group should brainstorm alternative coping or self-enhancing state-
ments. (40 minutes)



Operant Methods

These methods involve procedures in which the immediate consequences of a given behavior
are followed in some systematic manner by a reinforcing event. It may also involve proce-
dures in which the immediate conditions that lead to, or are parallel with, a given behavior
are changed to create circumstances more amenable to the performance of a desired behav-
ior. The latter is often referred to as stimulus control.

In groups, clients receive many kinds of reinforcement for the performance of prosocial
group behavior and the completion of extragroup assignments or home tasks. With adults,
this reinforcement takes the form of praise by the group worker or other group members.
Occasionally, it takes the form of smiles, applause, approving nods, and delighted laughter.
Reinforcers are withheld in response to undesirable behaviors. This process is referred to as
“extinction,” and it is an occasional response in groups toward someone who is frequently
off task or complains a great deal. However, in groups, because so many people are in-
volved, it is a difficult procedure to manage.

Operant procedures, especially reinforcement, lend themselves to be used in the group
if the group worker trains and encourages members to reinforce each other and significant
others outside of the group. Exercises such as the one in Figure 7.3 have been developed to
train members in effective use of praise and constructive criticism as communication skills in
their own right.

The feedback exercise is carried out throughout one entire session in which role playing
modeling, and rehearsal are used. At the end of the session, the group worker provides posi-
tive feedback to the members on how well they adhered to the criteria.

Modifying the antecedent conditions, or stimulus control, was exemplified by a client
in a weight-loss group who was urged by the others to eat only at a set table and with food
that had been cooked. The group had a potluck dinner in which the behavior was modeled.
Two college students in a study skill enhancement program developed a plan with each
other in which they only studied at a clean desk and did nothing but study at that desk.
They monitored each other. They removed the telephone and food from the study room.
Success was followed by group approval and self-reinforcement.

Community Interventions

Community interventions are used as part of the generalization process. It involves the client
in dealing with other organizations or social systems in which they might find social sup-
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The purpose of this exercise is to train the members in giving and receiving feedback.

Steps in the exercise: Following each role play, the members are instructed to give feedback to the person
who has rehearsed a new behavior. The members are instructed to adhere to the following criteria:

All feedback should be specific. Examples should be given for general statements.
Positive feedback is always given first.
Initially the clients are asked to write down the feedback and read it to the target client.
Feedback is given by one member at a time.
Criticism should be formulated as suggested alternatives for the client to consider
Feedback should eventually be summarized by the client receiving the feedback.

FIGURE 7.3. Giving feedback.



port, social recognition, and reinforcement. For example, a group of parents of intellectually
challenged children organized a float in a local parade on which their children sat and
waved to the public as a means of educating the public that they were not ashamed of their
children. This same group developed a booklet for physicians on how to deal with the par-
ents of special children and the children themselves (Kirkham, Schinke, Schilling, Meltzer, &
Norelius, 1986) In working with clients with limited resources, referral to needed services
may be considered. Ideas for community interventions may also come from the group.

Relationship Enhancement Methods

A number of skills have been identified as crucial to any helping relationship (Goldstein &
Higgenbottom, 1991), whether or not this relationship is dyadic or within the structure of a
small group. We have noted in our supervision of group workers that, in spite of high levels
of technological skill, failure of group workers to possess these relational or clinical skills re-
sults in high dropout rates from groups, disinterest on the part of the clients, and high levels
of group problems.

Many of these skills are to be found in the other methods described previously. For ex-
ample, group workers who can comfortably and frequently provide their members with
high levels of reinforcement and protect the clients from premature or abusive feedback tend
to establish sound relationships with group members. Similarly, group workers who model
self-disclosure (and all of the other skills that the members are expected to carry out) often
discover that the indicators of group problems (high levels of conflict, low cohesion, low
satisfaction, exclusive pairing off, low group productivity) seldom arise.

Some skills are unique to relationship building. For example, the use of humor with cli-
ents is not addressed in the foregoing methods. Yet successful group workers must be able to
play and joke with clients. Involving clients and the group in their own therapy is a skill that
is essential for achieving generalization of change. When they are comfortable with the other
members and the group worker, clients become increasingly willing to take a chance in an-
swering the questions of their fellow members, to make suggestions to each other for plans
of action, to help each other to clarify the essential aspects of their problems, and to formu-
late appropriate goals. The process by which clients are involved is a vital relationship-
building skill. Another skill is the ability to let clients make their own decisions as much as
possible as to goals, extragroup tasks, and the extent of their participation, although en-
couragement and examples are provided. The more clients perceive themselves as deciding
what happens to them, the more likely they will make use of interventions (similar to the
ideas of Miller & Rollnick, 1991, p. 22).

Listening to clients is a skill that has not been covered here, yet the absence of careful
listening often results in choosing wrong change targets. Effective listening does not neces-
sarily require seeing the underlying implications of the client’s words, but rather has to do
with grasping the obvious meanings. While hastening to carry out the items on a group’s
given agenda, for instance, group workers might interrupt or ponder next steps while a cli-
ent is still speaking. This can cut off important interpersonal messages.

Attending skills include competency in observing nonverbal responses, such as eye con-
tact, body posture, and voice tone. Although these are nonspecific characteristics that are
difficult to define, ratings by observers of group workers in action tend to indicate whether
such skills are indeed operating.

Setting limits on disruptive or off-task behavior is another relational skill that must be
considered if the goals of change are to be pursued in a safe environment. This is one of the
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more difficult of the relational skills and one of the most frequently needed. It is not always
clear when to set limits and when to ignore disruptive behavior. Skill in reinforcement and
developing interesting and attractive program content often protects the group worker from
frequent application of limit setting.

Small-Group Procedures

We have already discussed the unique opportunities, as well as the limitations, offered in
therapy in small-group settings. As mentioned earlier, interventions such as modeling, cogni-
tive restructuring, relaxation, and so forth are administered in such a way as to encourage
broad participation and high attraction among group members. In addition to the specific
intervention strategies adapted from individual treatment, mentioned previously, there are
some concrete group procedures that appear to contribute to helping clients move toward
change. These group procedures include broad group participation, role playing, the buddy
system, subgrouping, leadership skill delegation, group exercises, and sociorecreational pro-
cedures. These techniques are described here. Combinations of these procedures are often
applied to attain group goals or resolve group interaction problems.

Broad group participation refers to client-to-client, as well as client-to-group-worker,
interaction in which all members participate extensively. It is the essential element by which
problems are laid out and considered, solutions are shared and evaluated, decisions are for-
mulated and affirmed, values are deliberated, and friendships are made. Maximum involve-
ment of all group members is essential for high cohesion and effective therapy. Broad group
participation in the discussion is a necessary ingredient in the evaluation process in problem
solving, in assessment as members respond to other persons’ stories, and in providing feed-
back to each other. The worker promotes discussions but holds them to tight time con-
straints in time limited groups.

Role playing, in its most elementary form, can be defined as the practice of roles under
simulated conditions. The group worker, by acting as a guide and structuring the role play-
ing, contributes to the process and to the outcome achieved through role playing. If the
group worker is clear about the purposes of role playing, this technique can prove highly
beneficial in promoting change, broadening participation, and increasing cohesion. Role
playing may be used in assessment to discover how clients actually handled a given situa-
tion. In the modeling sequence, role playing is used both to demonstrate specific skills and to
practice them.

Role playing is also used to demonstrate and practice specific therapy skills, such as giv-
ing and receiving feedback or showing empathy to others. Role reversal is a form of role
playing in which the client plays a significant person in his or her life and that person or an-
other group member plays the client. It is a procedure aimed at giving insight in how it feels
to be the other person. And, finally, role playing is used to practice generalization strategies
evolved in the group. Some clients are initially reluctant to role-play; however, the activity
appears to eventually gain the enthusiastic cooperation of almost all members if it is imple-
mented in a supportive, nonthreatening atmosphere.

Subgrouping is a simple procedure for clients, working in pairs, triads, or other-size
subgroups, to increase interaction among group members and provide them with an oppor-
tunity to work without the oversight of the group worker. It also may increase the amount
of work that can be done in a given period of time. Subgrouping creates an opportunity for
group members to practice leadership skills and affords them the opportunity to help others
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while being helped themselves. Care must be taken to constantly change the makeup of sub-
groups in order to avoid the formation of negative cliques. Another danger of subgrouping
is that the interaction occurs without the supervision of a group worker. In the group ses-
sions, the group worker can sample the interaction by floating from subgroup to subgroup.
Moreover, subgroup activities are usually highly structured with a specific task. The buddy
system (see O’Donnell, Lydgate, & Fo, 1979) is a special subgrouping procedure for clients
to work together outside of the group. In addition to the advantages mentioned, it contrib-
utes to the transfer of learning from the group to outside situations

Group exercises refer to the use of structured interactive activities as ways of teaching
clients the skills that mediate the achievement of therapeutic goals. For example, an intro-
duction exercise is used in which a client interviews and is interviewed by at least one other
client in the group and then introduces the partner to the others. Another exercise is one in
which the clients study a case and discuss how each of them is similar to or different from
the person in that case. Other exercises involve teaching clients how to give and receive both
praise and criticism to a partner in the group. Exercises, to be effective, are usually in writ-
ing, and the goals, as well as the activities, are stated.

The group worker must make sure that the exercise is understood before it is imple-
mented. Usually, at least one group exercise is carried out in every session. Other inter-
ventions, in addition to subgrouping, may be embedded within group exercises. For in-
stance, a “round robin” exercise uses modeling and rehearsal at a fast clip in order to
provide multiple trials of new behavior. In teaching how to ask for help, Pete asks Don
for help, then Don asks Robin for help, then Robin asks Jerry for help, and, finally, Jerry
asks Pete for help. Other examples of exercises have been described earlier in this chapter
and in Rose (1998).

Generalization Phase

In the generalization phase, which overlaps with the earlier phases, clients are prepared to
transfer what they have learned in the group to the outside world and to maintain what they
have learned in therapy beyond the end of therapy. In particular, extragroup tasks are de-
signed for each member, usually at the end of every session, to be carried out in the work-
place, school, playground, or home. Some of the other principles that are incorporated into
treatment and that guide the planning for generalization are teaching the target behaviors in
varied and multiple ways, finding opportunities for clients to teach what they have learned
to others, encouraging clients to go public with their intervention plans and goals, gradually
increasing the level of difficulty of expected behavior, preparing the clients for potential set-
backs, having booster sessions following termination, and encouraging membership in sup-
port or social recreational groups following group therapy. In the following example, every-
one in the group had a plan similar to Tom’s.

Tom, with the help of the other members of his group, planned to make use of the as-
sertive skills he learned whenever a similar situation arose. He would report back to the
group how it was handled and the result (multiple trials and going public). He would
teach these same skills to his younger brother, who had a similar problem, with role-
played modeling and rehearsal (teaching others). He told his friends that he was work-
ing on this and asked them to let him know if he succeeded or failed (going public and
ongoing monitoring). He also agreed with a partner in the group, Rudy, to attend the
booster session in a month and let the others know how he was doing.
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Although the generalization phase occurs primarily in the last few sessions of treatment and
beyond, the actions of the leaders take into account the principles of generalization through-
out group treatment.

FUTURE PERSPECTIVES

In a recent survey of agencies in Madison, Wisconsin, I discovered that in 35% of the
groups in the agencies sampled, behavioral or cognitive-behavioral procedures were the
prominent interventions used. This represents a dramatic increase over the past 20 years,
when it was almost impossible to find a group in which such interventions were used. In
spite of this phenomenal growth, training in social work for CBGW is extremely limited. Al-
most no courses in group work from this orientation are available in schools of social work,
although there is at least an increasing number of courses in cognitive-behavioral theory.
Workshops are also available to practitioners who are interested in this approach. For this
reason, agencies are turning to psychologists to lead cognitive-behavioral groups. If courses
and field opportunity do not increase to meet the demand, social workers will eventually be
squeezed out of this endeavor.

SOME CLOSING REMARKS

In this chapter, the process of using cognitive-behavioral and small-group strategies in the
treatment of individuals in groups has been described. Where relevant literature was avail-
able, it was cited. However, I have also drawn on my own experience and that of other prac-
titioners for examples and practice principles. This chapter has stressed the use of proce-
dures commonly used by various helping persons as they can be applied in groups. It should
be noted that this chapter has drawn from practice, research, and theoretical and clinical lit-
erature produced by psychologists, social workers, psychiatrists, and others in the helping
professions and social sciences. The group workers exemplified in this chapter come from
diverse professional backgrounds. The label used here has been cognitive-behavioral group
work, although the name most commonly attributed to working with groups to achieve
social-therapeutic goals has been “group therapy.” In many cases, the labels “group treat-
ment,” “group work,” “group training,” or “group counseling” could have been used just
as appropriately. We have also referred to the individual who leads the process as group
worker—a label that cuts across all of the fields named. The group worker might just as
readily be identified as group therapist, group leader, or group counselor, as the activities of
each overlap the others considerably. We have used the words “clients” and “members” in-
terchangeably to refer to the persons belonging to the groups.

As noted often, CBGW is not one approach but several similar ones. I have tried to
point out some of the differences, as well as similarities. Some stress one intervention strat-
egy, such as modeling, cognitive restructuring, reinforcement, or guided imagery, whereas
others use a wide range of interventions. The particular model stressed in this chapter em-
phasizes the use of the group as means, as well as the context, of therapy, and a wide variety
of both cognitive and behavioral procedures were presented. Other models are more didac-
tic and less strictly involve the group actively in the treatment process. These are often re-
ferred to as psychoeducational groups.
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Some social workers do not regard CBGW as part of social work. Yet CBGW shares
the same value system as other approaches to social group work or theoretical models.
The treatment goals mentioned previously toward which CBGW interventions are aimed,
are compatible with the social values espoused by social work. In good practice, clients
are not the subjects of interventions of which they are not aware and do not agree. In
CBGW, clients are maximally involved in setting their own goals. In goal setting and in-
tervention selection, the cultural background and the gender of the group members are
given central consideration. Issues such as confidentiality are religiously adhered to. Cli-
ents are helped to enrich their own social networks if their original ones are deficient or
faulty. In the group, cooperative behavior and mutually helping behavior is encouraged.
One additional value is the tenet that all interventions in a given method should be based
on empirical evidence that the method does what it claims to do. Ongoing data collection
provides information as to whether the approach is succeeding or failing. Clients are pro-
tected from what can become merciless critical feedback without the given client’s permis-
sion.

In conclusion, CBGW is closely linked to other goal-oriented approaches, such as
problem-solving approaches, task-centered group work, and evidence-based practice. It is
widely used, and it behooves social workers who are in clinical practice to become aware of
its potential to serve their clients.

REFERENCES

Avia, M. D., Ruiz, M. A., Olivares, M. E., Crespo, M., Guisado, A. B., Sanchez, A., & Varela, A.
(1996). The meaning of psychological symptoms: Effectiveness of a group intervention with
hypochondriacal patients. Behaviour Research and Therapy, 34(1), 23–31.

Bandura, A. (1977). Social learning theory. New York: Holt, Rinehart & Winston.
Beck, A. T. (1976). Cognitive therapy and the emotional disorders. New York: International Univer-

sities Press.
Beck, A. T., & Emery, G. (1985). Anxiety disorders and phobias. New York: Basic Books.
Bottomley, A., Hunton, S., Roberts, G., Jones, L., & Bradley, C. (1996). A pilot study of cognitive be-

havioral therapy and social support group interventions with newly diagnosed cancer patients.
Journal of Psychosocial Oncology, 14(4), 65–83.

D’Alelio, W. A., & Murray, E. J. (1981). Cognitive therapy for test anxiety. Cognitive Therapy and Re-
search, 5, 299–307.

Daniels, L., & Roll, D. (1998). Group treatment of social impairment in people with mental illness.
Psychiatric Rehabilitation Journal, 21, 273–278.

Emmelkamp, P. M. G., & Kuipers, A. C. M. (1985). Behavior group therapy for anxiety disorders. In
D. Upper & S. M. Ross (Eds.), Handbook of behavior group therapy. New York: Plenum Press.

Evans, L., Holt, C., & Oei, T. P. (1991). Long-term follow-up of agoraphobics treated by brief inten-
sive group cognitive-behavioral therapy. Australian and New Zealand Journal of Psychiatry,
25(3), 343–349.

Fisher, M. S., & Bentley, K. J. (1996). Two group therapy models for clients with a dual diagnosis of
substance abuse and personality disorder. Psychiatric Services, 47(11), 1244–1250.

Flannery-Schroeder, E. C., & Kendall, P. C. (2000). Group and individual cognitive-behavioral treat-
ments for youth with anxiety disorders: A randomized clinical trial. Cognitive Therapy and Re-
search, 24(3), 251–278.

Goldstein, A. P., & Higgenbotham, H. N. (1991). Relationship-enhancement methods. In F. H. Kanfer
& A. P. Goldstein (Eds.), Helping people change: A textbook of methods (Vol. 4, pp. 20–49).
Elmsford, NY: Pergamon Press.

Cognitive-Behavioral Group Work 133



Hand, I., Lamontagne, Y., & Marks, I. (1974). Group exposure (flooding) in vivo for agoraphobics.
British Journal of Psychiatry, 124, 588–602.

Heppner, P. P. (1978). A review of the problem-solving literature and its relationship to the counseling
process. Journal of Counseling Psychology, 25, 366–375.

Jacobson, E. (1978). You must relax. New York: McGraw-Hill.
Jacobson, E. (1929). Progressive relaxation. Chicago: University of Chicago Press.
Kirkham, M. A., Schinke, S. P., Schilling, R. F., Meltzer, N. J., & Norelius, K. L. (1986). Cognitive-be-

havioral skills, social supports, and child abuse potential among mothers of handicapped chil-
dren. Journal of Family Violence, 1(3), 235–245.

Linton, S. J., & Ryberg, M. (2001). A cognitive-behavioral group intervention as prevention for persis-
tent neck and back pain in a non-patient population: A randomized controlled trial. Pain, 90(1–
2), 83–90.

Lochman, J. E. (1985). Effects of different treatment lengths in cognitive behavioral interventions with
aggressive boys. Child Psychiatry and Human Development, 16, 45–56.

Lott, A. J., & Lott, B. E. (1965). Group cohesiveness as inter-personal attraction: A review of relation-
ships with antecedent and consequent variables. Psychological Bulletin, 64, 259–309.

Lutgendorf, S. K, Antoni, M. H., Ironson, G., Klimas, N., Kumar, M., Starr, K., et al. (1997). Cogni-
tive stress management decreases dysphoric mood and simplex virus-type-2 antibody titers in
symptomatic HIV-seropositive gay men. Journal of Consulting and Clinical Psychology, 65, 31–
43.

Lyles, J. N., Burish, T. G., Korzely, M. G., & Oldham, R. K. (1982). Efficacy of relaxation training
and guided imagery in reducing the aversiveness of cancer chemotherapy. Journal of Counsulting
and Clinical Psychology, 50, 509–524.

Meichenbaum, D. (1977). Cognitive-behavior modification: An integrated approach. New York: Ple-
num Press.

Miller, W. R., & Rollnick, S. (1991). Motivational interviewing: Preparing people to change addictive
behavior. New York: Guilford Press.

Newton-John, T., Spence, S., & Schotte, D. (1995). Cognitive-behavioral therapy versus EMG bio-
feedback in the treatment of chronic lower back pain. Behavioral Research Therapy, 33, 691–
697.

O’Donnell, C. R., Lydgate, T., & Fo, W. S. (1979). The buddy system: Review and follow-up. Child
Behavior Therapy, 1, 161–169.

Roffman, R. A., Downey, L., Beadnell, B., Gordon, J. R., Craver, J. N., & Stephens, R. S. (1997). Cog-
nitive-behavioral group counseling to prevent HIV transmission in gay and bisexual men: Factors
contributing to successful risk reduction. Research on Social Work Practice, 7(2), 165–186.

Rose, S. D. (1989). Working with adults in groups: Integrating cognitive-behavioral and small group
strategies. San Francisco: Jossey-Bass.

Rose, S. D. (1998). Group therapy with troubled youth: A cognitive-behavioral interactive approach.
Thousand Oaks, CA: Sage.

Silverman, W. K., Kurtines, W. M., Ginsburg, G. S., Weems, C. F., Lumpkin, P. W., & Carmichael, D.
H. (1999). Treating anxiety disorders in children with group cognitive-behavioral therapy: A ran-
domized clinical trial. Journal of Consulting and Clinical Psychology, 67(6), 995–1003.

Stoyva, J. (1977). Why should muscular relaxation be useful? In J. Beatty & H. Legewie (Eds.), Bio-
feedback and behavior (pp. 449–472). New York: Plenum Press.

Subramanian, K. (1991). Structured group work for the management of chronic pain: An experiential
investigation and long-term follow-up of a structured group treatment for the management of
chronic pain. Research on Social Work Practice, 1, 32–45.

Subramanian, K. (1994). Long-term follow-up of a structured group treatment for the management of
chronic pain. Social Work Practice, 4, 208–223.

Sukhodolsky, D. G., Solomon, R. M., & Perine, J. (2000). Cognitive-behavioral, anger-control inter-
vention for elementary school children: A treatment outcome study. Journal of Child and Adoles-
cent Group Therapy, 10(3), 159–170.

Tanco, S., Wolfgang, L., & Earle, T. (1998). Well-being and morbid obesity in women: A controlled
therapy evaluation. International Journal of Eating Disorders, 23(3), 325–339.

134 GROUP PRACTICE MODELS



Telch, F., Agras, W., Rossiter, E., Wilfley, D., & Kenardy, J. (1990). Group cognitive-behavioral treat-
ment for the nonpurging bulimic: An initial evaluation. Journal of Consulting and Clinical Psy-
chology, 58, 629–635.

Van Dam Baggen, R., & Kraaimaat, F. (1986). A group social skills training program with psychiatric
patients: Outcome, drop-out rate and prediction. Behaviour Research and Therapy, 24(2), 161–
169.

Vogel, P., Eriksen, L., & Bjoernelv, S. (1997). Skills training and prediction of follow-up status for
chronic alcohol dependent inpatients. European Journal of Psychiatry, 11, 51–63.

Yalom, I. D. (1985). The theory and practice of group psychotherapy (3rd ed.). New York: Basic
Books.

Cognitive-Behavioral Group Work 135





Part III

Group Work Approaches
Related to Purpose

Some group approaches have emerged that are related to the major foci of the
group. These approaches cut across all fields of practice and are described in this section.
The foci we have chosen are self-help and support, psychoeducation, and prevention.

The support and self-help focus seeks to help members who are coping with a broad va-
riety of personal and social conditions, such as addictions, the stigma of mental illness, or
oppression due to one’s sexual orientation. These group members are typically not seeking
therapy or broad personality change from the group in question, but, instead, to identify
and use resources, overcome environmental obstacles, and find acceptance of themselves in
a caring environment. Sometimes these groups have a professional leader, and we refer to
these as “support” groups. At other times, these groups are facilitated by peers who are in
the “same boat,” and we refer to these as “self-help.” Such services have become so widely
used that we have devoted the first chapter in this section (Chapter 8) to this topic.

Another purpose is to provide what has come to be called “psychoeducation.” This
type of service recognizes that many people can be helped to function better and to solve
problems if they learn new skills and acquire new information. Many techniques have been
developed that can help social workers to offer this kind of group, an important part of pro-
fessional knowledge; thus another chapter (Chapter 9) is devoted to this kind of group.

The third chapter in this section (Chapter 10) is devoted to groups created to prevent
serious problems from emerging in people. Contemporary strategies can help group practi-
tioners to identify “populations at risk.” Individuals who may succumb to such risks can be
helped to cope in ways that prevent problems at much less cost to themselves or the society
than if severe breakdowns in functioning were to occur.
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Chapter 8

Support and Self-Help Groups

LINDA FARRIS KURTZ

Self-help1 and support groups have become an integral part of mainstream culture,
expressing a social philosophy that heralds individual empowerment and citizen involve-
ment. Such groups are available for almost any situation or concern and are accessible to a
growing number of people in the United States and around the world. They cost their bene-
ficiaries nothing, and many can be joined without referral, application, or “red tape.” Just
before his death, Alfred Katz wrote:

The values of cooperative self-organization and non-bureaucratic mutual helping methods exem-
plified by hundreds of organizations . . . have penetrated the general culture inescapably and irre-
versibly. Self-help is seen as a social resource so that people no longer have to suffer in isolation
or feel despair that they can find no help in confronting and coping with their problems. (in
White & Madara, 2002, p. 5)

These words were part of his Foreword to the seventh edition of The Self-Help Group
Sourcebook, which listed over 1,100 national and international headquarters of self-help
networks in the United States and Canada, many with branches throughout the world—a
testimony to the significance of self-help/mutual aid in contemporary society. The Source-
book defines a self-help group as one that provides mutual support, is composed of “peers,”
is primarily run by and for its members, and does not charge dues or fees (White & Madara,
2002, p. 29).

This chapter is about self-help and support groups. Though they are often lumped to-
gether, as ideal types self-help and support groups differ. A key difference between support
and self-help groups involves their leadership. Professional facilitators often lead support
groups, although this is not always so. At times professionals and members share leadership.
Additionally, some support groups are led by members. Riessman and Carroll (1995) refer
to support groups led by professionals as “quasi-self-help forms” (p. 2). A member of the
group who shares the condition for which the group was formed, as the name implies, leads
most self-help groups. Many, such as 12-step fellowships, have no official leadership; mem-
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bers rotate the meeting chairperson role. There are, however, exceptions among self-help
groups that are not of the 12-step variety. Hybrid groups are self-help in character but have
professional sponsors and member leaders (Parents Anonymous, 2001; Powell, 1987).
There are other things that usually differentiate self-help from support groups.

Typically, support groups are sponsored by larger organizations, such as hospitals or
foundations. They often are small, and their focus is more on emotional support and reas-
suring information and less on personal change or on advocacy and social action. Admission
to membership is often controlled by the leader or social agency, rather than being open to
anyone. Self-help groups are more often chapters of large federations of affiliated groups
that are national and that espouse a program of either personal or social change (Kurtz,
1997; Powell, 1987). These associations typically welcome anyone who shares the concern
of the group. One may refer to both types of group as “mutual help” groups, a term pre-
ferred by many (Silverman, 2002). A later section of this chapter provides illustrations of
various types of self-help and support groups.

The purpose of this chapter is to provide a current review of the literature on practice
involving self-help and support groups, including the use of groups on line and on the tele-
phone, and to identify the various roles that social workers play with such groups. In addi-
tion, this chapter considers some of the significant issues and philosophical points that relate
to the concept of self-help and summarizes research and theory on self-help and support
groups. Examples illustrate various self-help and support group models. The chapter con-
cludes with future projections related to self-help and support groups.

NUMBERS OF SELF-HELP AND SUPPORT GROUPS
IN THE UNITED STATES TODAY

Wuthnow’s (1994) study of the small-group movement in America estimated that there were
3 million such groups in the United States. He divided the various types of groups into four
categories, including Sunday-school classes, Bible-study groups, self-help groups, and special
interest groups. In his book he refers to all of these as support groups. He differentiates self-
help groups using a definition provided in an early edition of The Self-Help Sourcebook
(Madara & Meese, 1990).2 He estimated that self-help groups numbered around 500,000,
a figure that no doubt included many of what I define as support groups.

Some true self-help organizations—that is, the ideal type—have records of the groups
they sponsor, and others offer educated estimates of how many members attend groups.
Many, however, do not have such information available to the public. Self-help groups are
generally nonbureaucratic and thus have few files and membership records. Websites of the
most well-known and numerous 12-step fellowships show that Alcoholics Anonymous (AA)
has 56,210 groups in North America and that several others (Al-Anon, Gamblers Anony-
mous [GA], Narcotics Anonymous [NA], Cocaine Anonymous [CA], Overeaters Anony-
mous [OA], Emotions Anonymous [EA]) added together number about 43,000 groups. AA
reports another 2,531 groups in correctional facilities (AA World Services, 2002). A conser-
vative estimate suggests that there are about 100,000 separate and individual 12-step “chap-
ters” in North America. Twelve-step groups represent a majority of the ideal-type self-help
groups.

Foundations such as the Alzheimer’s and Related Disorders Association, the Parkin-
son’s Foundation, and many others that serve people with chronic diseases sponsor large
numbers of support groups throughout the United States and probably add many thousand
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to the number of self-help and support groups meeting throughout the country. Several stud-
ies have revealed that hospitals and health facilities are the most frequent sites for support
group services (Lieberman & Snowden, 1994; Mok, 2001; Wituk, Shepherd, Slavich, War-
ren, & Meissen, 2000).

A reliable population survey in the middle of the last decade found that participants in
self-help groups numbered 3–4% of the population, or between 7 and 10 million partici-
pants (Kessler, Mickelson, & Zhao, 1997). More than 1 million of these were North Ameri-
can members of AA (AA World Services, 2002). In 1989 Jacobs and Goodman (1989) pre-
dicted that the number of self-help members would grow to 10 million by 1999. Wuthnow’s
survey techniques suggested that 8 to 10 million Americans attend self-help groups (1994).
These three sources arrived at their almost identical figures independently.

SELF-HELP ETHOS AND PHILOSOPHY

Frank Riessman introduced the concept of the “helper therapy” principle in 1965 (p. 27),
but the ancient insight that one helps oneself in the act of helping others had already been
rediscovered by the founders of AA 30 years earlier. In AA, the helping process begins when
the participant tells his or her story of drinking and recovery to others; it was this singular
act that characterized AA’s legendary founding moment between Bill W. and Dr. Bob
(Jensen, 2000; Riessman, 1965). The principle of “helper therapy” is one of the corner-
stones of the self-help movement.

Self-help and independent support groups operate by assembling informally in agencies,
churches, hospitals, and/or community rooms. There is usually an agenda through which
participants learn something about their concerns and how to cope with them. Participants
may also benefit from supportive discussion among themselves. Often there are refresh-
ments and opportunities to become acquainted informally before, after, and in between
meetings. Many groups, especially the 12-step variety, have a specific program to follow in
the effort to change behavior, grow spiritually, or reduce the stress of everyday living. Pro-
fessional treatments may be discussed but are not prescribed. Leaders discourage advice giv-
ing; participants are encouraged to speak from their own experience.

Riessman and Carroll (1995) help us understand that “self-help is not synonymous
with individual help” (p. 3). Rather, the term is used to emphasize internal helping, whether
the helping is internal to a person, a group, or a community. This is in contrast to “external
interventions by teachers, experts, clergy, therapists or the state” (p. 3). Self-help interven-
tions do not come from outside the entity; they come from within, and they share the “basic
self-help philosophy”(p. 3). The self-help paradigm “views people with problems as poten-
tial help givers, as more independent than dependent” (p. 4). The self-help ethos emphasizes
empowerment. Through a process of identifying the nature of the problem, joining with oth-
ers, and educating themselves on how to achieve a solution, a person’s initial “powerless-
ness” becomes transformed into empowerment.

PROFESSIONAL INTERVENTIONS
WITH SELF-HELP AND SUPPORT GROUPS

Professionals provide leadership and facilitation for support groups. However, professionals
can play many other roles with both self-help and support groups. These include consulting
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with, linking to, and supporting groups in their efforts to get started; it may also include
working to maintain helping factors in the group’s process. At times negative factors inter-
fere with the smooth functioning of groups whose leadership may come to a professional for
consultation about the group. All open-ended groups need new members, and these come
often from professional referrals. Sometimes groups decide to become Web-based and ask
for professional assistance for mounting their discussion groups and information into a
website.

This section reviews important aspects of professional and indigenous leadership of
support groups. This review is followed by discussion of ways in which professionals can as-
sist independent self-help groups.

Leading and Facilitating Support Groups

Unlike treatment groups, professionally facilitated support groups are less structured, and
members are given more latitude in deciding on the content of meetings. Leaders act as
motivators, organizers, and contacts for the group (King, Stewart, King, & Law, 2000).
Leadership tasks include “phoning members, organizing and running meetings, finding
speakers, maintaining records and documents for the group, dealing with correspondence
and phone calls, organizing advocacy activities, planning social and/or fund-raising events,
and acting as a contact person” (King et al., 2000, p. 230). It is essential for new support
groups to decide what to focus on, how to structure the meetings, and how to divide the
meeting time. Some members prefer to spend time discussing their situations, learning cop-
ing strategies, and hearing stories similar to their own. Others prefer informational meet-
ings. The role of the facilitator differs depending on what the group decides is its focus.

Many support groups are co-led by a professional and a member. Leaders from within
the regular membership conduct other groups, though often with professional consultation.
When indigenous members take on leadership roles, burnout can be a problem (Chesler &
Chesney, 1995; Medvene, Volk & Meissen, 1997). Groups often struggle to find ways to
bring more people into leadership roles. Groups that flourish involve new members in lead-
ership activities, maintain extensive community connections, and adapt activities to meet
changing needs.

Professional leadership has some advantages over indigenous leadership because these
groups are usually linked to social agencies and thus to the resources possessed by those
agencies. Studies of successful groups have found that groups with relationships to either
larger local or national organizations are healthier with respect to survival (Shepherd et al.,
1999; Wituk, Shepherd, Warren, & Meissen, 2002). Agency resources help in the effort to
keep the group afloat; this is particularly important in attracting new membership.

Consulting, Linking, and Supporting

Studies of self-help groups reveal a number of activities by professionals, in addition to
group leadership and facilitation (Powell, Hill, Warner, Yeaton, & Silk, 2000; Wituk et al.,
2000). For example, Powell et al. (2000) described a system of sponsoring new members
into a group for bipolar disorder that substantially increased participation by newcomers.
Wituk et al. (2000) were able to contrast successful and unsuccessful groups and to isolate
the factors that correlated with success. They found that surviving groups were more con-
nected to professional and community supports that fed new members to the group and pro-
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vided practical, hands-on assistance. New members guarantee group survival; without them,
groups will end. Some of the ways that groups maintain membership include furnishing
between-meeting support, providing educational activity, advocating for members, and
sponsoring other between-meeting activities. Between-meeting activities include telephone
support, peer counseling, visitation and outreach, buddy systems, training seminars, and
social events.

An examination of AA, probably the world’s largest and most successful self-help fel-
lowship, shows that, although no professionals are visible in meetings, an underlying pro-
fessional support system in the alcoholism/drug treatment community sustains this 12-step
fellowship (Kurtz, 1997, 2001). Professionals liberally supported AA during its founding
and continued to do so throughout its 68-year history (Kurtz, 1979; White, 1998). A
multitude of professional alcoholism treatment workers, administrators, educators, and
scholars continue to link newcomers to AA, to involve aspects of the AA program in
treatment centers, to attend open AA meetings, to study AA, and to participate in Al-
Anon (Kurtz, 2001).

Maintaining Helping Factors

Much theoretical and empirical literature has focused on helping and change-inducing fac-
tors in self-help groups, some of which applies equally to support groups (Kurtz, 1997;
Powell, 1987). Lieberman (1979) studied change mechanisms in a wide variety of groups,
some of which were neither self-help nor support groups. He explored the extent to which
change-induction factors found in studies of psychotherapy groups were also present in self-
help groups. Lieberman concluded that self-help groups (his sample included one group that
today would be seen as a support group) promote feelings of universality (similarity), sup-
port, and acceptance. Further, they have the capacity to generate a sense of belongingness
and cohesiveness; they create a refuge for people who feel they are deviant in some way; and
they provide a context for social comparison.

Levy’s (1979) early study of helping processes and activities in self-help groups (his defi-
nition clearly excluded support groups as defined here) took a grounded-theory approach by
first observing group processes and activities. Following this phase of his study, Levy and his
research team constructed a questionnaire that listed 28 observed activities and asked mem-
bers which of the observed processes occurred in their group. They found that the nine most
frequently occurring activities were “empathy, mutual affirmation, explanation, sharing,
morale building, self-disclosure, positive reinforcement, personal goal stating, and cathar-
sis” (p. 264). Levy concluded that self-help groups focus their efforts on fostering communi-
cation, providing social support, and responding to members’ needs. These are activities
that “one might expect to find in any natural social setting,” making them familiar and
stress free (p. 265). How then do they induce change? They do so, Levy suggested, by pro-
viding empathy, mutual affirmation, advice, and feedback. This allows the participant to ob-
tain the support necessary to change on his or her own terms.

Another important contribution to the literature on helping factors and change mecha-
nisms came from Antze (1979), who examined group ideologies in AA, Synanon, and Re-
covery, Inc. According to Antze, the group’s ideology is the feature that members take most
seriously. The “group’s teachings are their very essence” (p. 273). His work led to other
studies of group ideologies in mental health groups and in groups for alcoholics and their
families (Emerick, 1995; Humphreys, 1996).
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A 1997 review of research on helping factors and change mechanisms in self-help
groups found the following factors reported in support groups: group cohesiveness, instill-
ing hope, universality, obtaining information and experiential knowledge, receiving sup-
port, having a sense of belonging, and learning methods of coping (Kurtz, 1997). In addi-
tion, more complex self-help associations provide change mechanisms such as identity
transformation, empowerment, insight, and reframing (Kurtz, 1997). Recent studies of
helping factors in self-help and support groups identify many of the same helping factors
as those found by Kurtz (1997; Cheung & Sun, 2001; Cintron, Solomon, & Draine,
1999; Mok, 2001; Schiff & Bargal, 2000). Schiff and Bargal (2000), Israeli researchers,
found that instillation of hope, universality, and emotional disclosure were most highly
correlated with satisfaction with groups in Israel. An American study found that knowl-
edge, information, and universality were found to be the most helpful factors reported
(Cintron et al., 1999).

Two studies in Hong Kong provided opportunity for cultural comparison among self-
help groups (Cheung & Sun, 2001; Mok, 2001). In one (Cheung & Sun, 2001), support and
catharsis were the most predictive of member perception of benefits in the study, but univer-
sality, self-disclosure, and instillation of hope were more predictive of perceived helpfulness
by their respondents. Cheung and Sun (2001) were surprised that catharsis was rated so
highly in their study because Chinese people are not normally given to emotional display.
They concluded, however, that these factors are helpful at different stages. Universality, self-
disclosure, and instillation of hope are appropriate in beginning stages, when expression of
feeling could be embarrassing. In later stages, support, encouragement, and catharsis are
useful in helping members work through emotional blocks and in finding methods for cop-
ing. Mok’s (2001) study in Hong Kong used survey questionnaires and in-depth interviews
to ascertain the degree to which respondents agreed with a list of statements indicating how
the group influenced changes in themselves. He found that social learning, acceptance of
limitation, and enlarged social networks were the most common benefits seen by members.

Facilitators can influence groups in ways that support these factors through helping to
provide information when needed, making sure that new members feel welcomed and ac-
cepted, advising the group to host speakers who can inspire hope to surmounting a difficult
situation, and through maintaining a homogeneous group composition with regard to the
condition the group addresses.

TECHNOLOGY-BASED GROUPS

Technology-based groups, including groups on the Internet and over the telephone, provide
useful resources for people who are unable to find local face-to-face groups for their condi-
tion or who are not able or willing to travel to the sites where they meet (Galinsky, Schopler,
& Abell, 1997; Schopler, Abell, & Galinsky, 1998). Such groups have distinctive individual,
group, and environmental features. Individuals can participate anonymously, must be tech-
nologically savvy, and can control their self-presentation in ways not possible in face-to-face
groups. On a group level, technology-based groups mask social cues and norms. The pace of
communication is slower, but anonymity encourages more open expressions, leading to
more rapid group cohesion. Anonymity may also lead to premature disclosure, making per-
sons vulnerable to embarrassment and the insensitivity of others’ responses. Salient environ-
mental features include availability of technology resources, presence or absence of support,
and lack of information about each participant’s immediate context. In addition, computer
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technologies are complex and expensive, making them less accessible for some populations
than the telephone.

Computer Groups

Virtually every large self-help association in existence has a Web page; further, it is possible
to participate in many computer groups through “chat rooms,” a type of “real time” discus-
sion. In addition, newsgroups or discussion forums are available, in which discussion is
asynchronous and runs “24/7.” The ready availability and anonymity of computer-based
groups makes them a medium that is rapidly growing in popularity. In 2002, 56% of the
population in the United States was on line daily; 1% (610,000) was visiting an on-line sup-
port group, according to the Pew Internet and American Life Project (2002a). The project
used on-line and telephone surveys of the population to “explore the impact of the Internet
on children, families, communities, the work place, schools, health care and civic/political
life” (Pew Internet and American Life Project, 2002b). According to the project, 9% of 109
million (close to 10,000,000) have participated in on-line support groups at some point in
their lives. Ten percent of health seekers in fair or poor health consulted an on-line support
group the last time they searched for health information (Pew Internet and American Life
Project, 2002c).

Computer-based self-help groups overcome several obstacles that confront face-to-face
groups. The prospective participant is not dependent on geographical location, nor does he
or she need to be concerned about being seen in such a group. One can participate from
home, office, a local library, or a community center. For persons who are incapacitated or
whose time is limited, computers offer convenience, flexibility, and accessibility (Schopler et
al., 1998). There are also challenges faced in the potential for confidentiality violation, in-
sensitivity, and hostility among users.

Self-help on the Internet takes three primary forms (Madara, 1999–2000a). “Listservs”
allow members to receive messages delivered to their e-mail addresses and to send messages
to all on the subscription list. A second is through the USENET network that gives access to
thousands of newsgroups, also referred to as discussion forums or conferences. “A
newsgroup stores messages on a computer in a central location, which can be read and re-
plied to by users” (Madara, 1999–2000a, p. 40). The third is through websites that provide
interactive message boards or real-time chat meetings. Most or at least many of these
websites also offer information.

Practitioners can make use of on-line groups for clients by simply helping the individual
to gain access to a computer with connections to the Internet and showing them how to find
relevant groups. Group workers can also start groups on line; however, readers should be
cautious about this unless they are aware of the technicalities, ethics, and responsibilities
that go with this endeavor. Madara (1999–2000b) suggests numerous ways that on-line
groups can be started. Message boards or chat rooms can be placed onto existing websites,
agencies can sponsor e-mail discussion on listservs, and newsgroups can be developed on
sites such as those of Yahoo.com. For anyone interested in starting a new computer-based
support group, Grohol’s guide to on-line mental health resources gives needed details and
instructions (Grohol, 2004). This guide tells you how to begin groups, set up websites, and
locate a multiplicity of existing sites.

Salem, Bogat, and Reid (1997) and Finn (1999) have published two comprehensive ex-
aminations of on-line participation. Salem et al. coded the content of 1,863 postings by 533
participants over a 2-week period in a group for people suffering from depression; Finn ana-
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lyzed 718 messages over a 3-month period to an unnamed on-line bulletin board system
(BBS). In Salem et al.’s study, 13 response categories were subsumed under five subcatego-
ries: social support, help seeking and disclosure, affect responses, knowledge responses, and
group structure and identification. Findings were compared with those of a face-to-face
group. The users, of which more were male than female, did not differ significantly in their
posts. Most frequently the postings were supportive and expressed positive feelings. The on-
line group participants expressed less cognitive guidance and more self-disclosure than the
face-to-face comparison groups.

Finn (1999) isolated 14 categories of messages from the BBS, including: expressing feel-
ings, providing support, chitchat, universality, friendship expressions, extragroup relation-
ships discussion, taboo topics, damaging statements, poetry and art thoughts, information
asking, information stating, problem solving, computer talk, and group cohesion. He di-
vided helping categories into two areas: socioemotional and task. The majority (55.3%) of
the responses were socioemotional. Another large percentage revealed information provi-
sion and problem solving. Finn found little evidence of harmful communication and few
messages that commented on the group itself, such as on universality or group cohesion.

Telephone Groups

Telephone groups are used with people who are unable to attend face-to-face groups due to
lack of transportation, lack of time, or too much distance from others (Galinsky et al.,
1997). Other reasons have to do with convenience or desire for anonymity. Telephone
groups serve fewer people than computer groups. Practitioners are urged to keep the size of
the group small, from three to six members, and to choose members carefully (Kaslyn,
1999; Kurtz, 1997; Schopler et al., 1998). Such groups must meet simultaneously, making
them less flexible than computer groups.

After surveying practitioners who have used telephone groups, Galinsky et al. (1997)
found that such groups have been used for support, education, organizational tasks, consul-
tation team building, self-help, supervision, staff training, community organizing, crisis in-
tervention, mediation and arbitration, and bereavement therapy. Most often the group se-
lects a convenient time for a conference call. This can be expensive, with conference calls
that last an hour costing as much as $150. The typical duration of closed, short-term groups
is 6 to 12 weeks, although some groups meet for unlimited periods of time (Kurtz, 1997).
Practitioners who use conference calls are urged to practice the process before introducing it
to a group of clients. Comfort and confidence in the use of conference calling are critical to
the leadership of such groups.

There are challenges in the use of telephone groups. An obvious one is the loss of non-
verbal communication. Technological glitches can happen. Telephone conference calls can
be expensive. Group process limitations occur, such as difficulty with a member bonding
with the group. Galinsky et al.’s survey noted a number of other concerns about the use of
technology-based groups, including problems in recognizing and dealing with potential sui-
cide and safety issues, increased scheduling problems, and difficulties with billing for ser-
vices (Galinsky et al., 1997). Another challenge for elderly people can be difficulty hearing
each other (Kaslyn, 1999). Lack of participation is another challenge practitioners face. To
deal with this, practitioners are urged to keep a checklist of who speaks. Unexpected inter-
ruptions can also impede the group process. Although group cohesion can develop rapidly
over the telephone, bonds between members are not likely to extend after the group has
ended (Kaslyn, 1999).
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CHALLENGES IN SELF-HELP AND SUPPORT GROUPS

Practitioners need to be aware of challenges in face-to-face support groups, as well as in tele-
phone and computer groups. Galinsky and Schopler (1994) have identified a number of
ways in which support groups could be harmful to members. One is that the group will dis-
pense misguided or inaccurate information. Another is that intense feelings expressed in a
group’s meeting may frighten some members. Members who express intense feelings in a
meeting may also be harmed if there are not opportunities for follow-up support after the
meeting.

For groups that serve people with potentially terminal illnesses, care must be taken not
to mix members in early stages with members in late stages of illness. Furthermore, peer
helpers are experts only on themselves and can only convey experiential knowledge to oth-
ers (Borkman, 1999). Harm could occur if peer leaders attempt to administer guidance for
which they are not prepared.

Psychotherapeutic interventions, such as probing questions, confrontations, and inter-
pretations, are not appropriate activities in either self-help or support groups. Readers
should, therefore, avail themselves of materials that assist professionals to work appropri-
ately with support groups, such as White and Madara’s (2002) Self-Help Group Sourcebook:
Your Guide to Community and Online Support Groups.

In professionally facilitated support groups, the facilitator can establish norms prevent-
ing inappropriate advice giving, intrusive questioning, excessive negativity, and other harm-
ful activities. Both support and self-help groups normally focus on solutions and coping
methods. For example, a 12-step participant tells his or her story of recovery using the steps.
A member of Recovery, Inc., gives an example of how he or she applied the Recovery
method to a problem of everyday living (Low, 1950). Advice is replaced by stories of “how I
did it,” and this is often followed by “but your experience may differ.” Another concern
leveled at self-help groups is that they are either not effective for or inaccessible to some cul-
tural groups in society. The concern over diversity is addressed in the next section of this
chapter.

CULTURAL AND GENDER DIVERSITY

Self-help is an international phenomenon. This is evidenced in The Self-Help Group
Sourcebook (White & Madara, 2002), which lists 33 separate clearinghouses for 23 differ-
ent countries. Many of the large self-help associations in the United States are international
and have groups throughout the world. Azaiza and Ben-Ari (1998) provide an illustration of
why such diverse cultures accept the concept of self-help. The authors found that there is a
natural fit between the Arab culture and self-help because “Arab professionals are raised
within a society which emphasizes the empowering nature of the collective or the commu-
nity” (p. 427). Arab professionals use self-help as one way to increase the resources avail-
able in their community.

That 12-step fellowships and other self-help groups can be molded to fit diverse cul-
tures is inarguable. There are AA, NA, Al-Anon, and other 12-step groups in foreign coun-
tries that have different cultures, religions, and customs (Caetano, 1993; Mäkelä, 1996). AA
reports groups in 150 countries outside the United States and Canada (AA World Services,
2002), with General Service Offices in 51 of those countries. These countries include Japan,
Korea, the Russian Federation, Slovakia, and the Czech Republic.
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AA is composed of many ethnic groups in North America, although its national mem-
bership is predominantly Caucasian (88%; AA World Services, 2003; Caetano, 1993). NA
reports membership of 18% African American and 9% Latino (Narcotics Anonymous
World Services, 2002). CA reports 27% African American and 4% Latino (Cocaine Anony-
mous World Services, 2001). Although the percentages of active minority members reported
in these surveys is low for Latinos and Asians, AA’s acceptability in these diverse communi-
ties is high, according to Caetano, who reviewed the literature on AA’s adaptability and ex-
pansion among ethnic minority groups.

Omitting 12-step groups, Snowden and Lieberman (1994) examined minority group
representation in California self-help groups and found them to be seriously underrepre-
sented. However, a later study in Kansas found no difference in demographic factors among
a broad range of groups in that state (Wituk et al., 2000). Numerous factors beyond ethnic-
ity and race have been identified that could explain racial and ethnic differences in group re-
tention (Heller, Roccoforte, & Cook, 1997; Humphreys & Woods, 1994; Luke, Roberts, &
Rappaport, 1994; Mankowski, Humphreys, & Moos, 2001). These factors include lan-
guage, lack of transportation, “group fit,” prior exposure to treatment and to the group,
and personal- and group-belief compatibility. Heller et al. (1997) found that African Ameri-
can and Hispanic groups participated in family groups when those groups served meals,
provided transportation, and had Spanish-speaking members. Several studies have found
some evidence that “group fit” (a new member resembles the membership of the group) in-
creased attendance by African Americans (Humphreys & Woods, 1994; Luke et al., 1994).

Women are generally seen as more likely to attend self-help and support groups than
men; membership statistics of large self-help associations support that generalization. There
are, however, important differences in gender makeup depending on the type of problem ad-
dressed (Luke et al., 1994; Wituk et al., 2000). Fellowships that serve traditionally male
populations, such as AA, CA, and NA, have fewer women members, both because there are
fewer women addicts and because the group’s male culture may make some women uncom-
fortable. For example, AA’s membership is 67% male (AA World Services, 2003), Cocaine
Anonymous is 68% male (CA World Services, 2001), and NA’s membership is 56% male
(NA World Services, 2002). Groups with traditionally high female memberships include
Al-Anon Family Groups, Overeaters Anonymous, Recovery, Inc., Parents Anonymous,
Candlelighters, Alzheimer’s Disease and Related Disorders Association support groups, and
Compassionate Friends (Kurtz, 1997).

What is of primary importance is communication of the availability and existence of
self-help groups to those who need them. It was for this reason that self-help clearinghouses
were developed in most states. Unfortunately, these services are losing their funding. Profes-
sional practitioners can fill this void by informing themselves about groups and helping to
start new chapters, by helping existing groups make their services accessible to all sectors of
society, and by referring all those in need of service.

SELF-HELP AND SUPPORT GROUP RESEARCH

Research reveals support and self-help groups to be effective in reducing the need for more
costly and unnecessary professional services, improving quality of life, and many other ben-
efits (Humphreys & Moos, 2001; Kurtz, 1997). This section relies on a summary of 44
outcome studies by Kyrouz, Humphreys, and Loomis (2002). According to these authors,
much of the research on effectiveness of self-help and support groups blurs the boundaries
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between the two types of groups. For this reason, they limited their review of the effective-
ness research on self-help groups to studies of groups that are truly self-help in character
rather than those groups that are led by professionals (the latter fits the category of “support
groups”). The authors also “focused primarily on studies that compared participants to
non-participants and/or gathered information repeatedly over time” (p. 71), thus eliminat-
ing single-group cross-sectional surveys that reflected how members felt when they were
currently involved in their group.

The summarized investigations were all published between the years of 1977 and 2001.
Included were 44 outcome studies representing the following types of groups: addiction-
related groups (16 studies), bereavement groups (5 studies), cancer groups (2 studies), care-
giver groups (4 studies), chronic-illness groups (5 studies), diabetes groups (2 studies),
groups for elderly persons (1 study), mental health groups (8 studies), and weight-loss
groups (2 studies).

The research designs among these 44 studies predominantly (73%) compared outcomes
of the same respondents before and after the intervention, compared respondents who fol-
lowed through with participation with those that did not, or compared participants with
matched samples of persons who did not have the problem. For example, a 1999 study
(Cook, Heller, & Pickett-Schenk, 1999) compared the outcomes of parents of adult children
with mental illness who attended National Alliance for the Mentally Ill (NAMI) support
group meetings with nonattendees. The other 27% compared self-help participants with in-
dividuals who received an alternate form of intervention. For example, a study of bereaved
parents who attended Compassionate Friends (CF) compared parents who attended the self-
help group and parents who received psychotherapy (Videka-Sherman & Lieberman, 1985).

Outcome measures for all of these studies were varied. For the 16 addiction-related
studies, outcome measures included, among others, number of days abstinent, measures of
psychological factors such as anxiety and self esteem, improvements in relationships, size of
social network, and costs of follow-up care. Outcomes assessed in the remaining 29 studies
included things such as psychological distress, medical symptoms, caregiver burden, in-
creased coping skills and strategies, increased satisfaction with life and with medical care,
length of hospital stays, social adjustment, and weight loss. Overall, 39 (89%) of the studies
found that self-help participation resulted in positive outcomes; when groups were com-
pared with other interventions, the self-help condition was more effective and more cost effi-
cient. Four studies, all of substance abuse groups, found that the self-help groups did not
produce more favorable outcomes than no help at all or than an alternate form of help.
Thus the majority of effectiveness studies of well-defined self-help groups, in which method-
ological rigor was at least partially achieved, found them to be effective in achieving their
goals.

THEORETICAL APPLICATIONS TO SELF-HELP
AND SUPPORT GROUPS

A summary of theoretical self-help literature includes social support, cognitive-behavioral,
reference group, social comparison, social ecology, and empowerment theories. The follow-
ing discusses some of the theories and concepts that have been applied to support and self-
help groups.

Social support theory postulates that individuals in crisis are partially protected from
the negative effects of stress if surrounded with human supports in the form of family,
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friendship networks, and/or fellow sufferers (Caplan & Killilea, 1976; Lieberman &
Borman, 1979). Gerald Caplan proposed that “social support systems are attachments be-
tween individuals and between individuals and groups that promote mastery; offer guidance
about the field of relevant forces, expectable problems, and methods of dealing with them;
and provide feedback about behavior that validates identity and fosters improved compe-
tence” (Caplan, as quoted in Killilea, 1982, p. 177). When friendship and family ties are
weak, support groups of fellow sufferers offer substitutes for natural support systems; they
also give specialized forms of experiential knowledge about the stressful condition (Bork-
man, 1999).

Cognitive-behavioral theory has been useful in understanding the ways in which some
groups help members change thoughts and actions. Social learning principles can be found
illustrated in both AA and Recovery, Inc., a group for persons with emotional and mental
disorders (Kurtz & Powell, 1987). For example, in 12-step programs, new members find
successful models in veterans who display their use of the steps and traditions. To induce
cognitive change, group ideologies are codified; reframing strategies are taught and prac-
ticed. Recovery, Inc.’s, method of will training teaches participants to change their language,
referred to as the “symptomatic idiom” and “temperamental lingo” (Low, 1950, pp. 19–
20). In meetings, members present examples in which they were able to “spot” instances of
symptomatic thinking and behaving and to substitute Recovery teachings. Recovery, Inc.’s,
application of cognitive and social learning principles is one of the first known uses of cogni-
tive methods as a mental health intervention (Kurtz, 1997; Lee, 1995; Low, 1950).

Reference group theory is another powerful conceptual tool that can be applied to both
support and self-help groups (Powell, 1987). Such groups are highly cohesive, due in part to
members having similar issues, for example, alcoholism, overeating, cancer. Thus their cohe-
siveness and their availability in a time of acute stress make their power as a reference group
quite forceful. As Powell (1987) noted, “the greater the similarity between the individual
and the group, the more likely the group will be a comprehensive, durable influence” (p.
75). As a result, participants’ self-assessments evolve along with their growing identification
with the group norm.

Social comparison theory provides another theoretical base from which to study self-
help and support groups. This theory proposes that social behaviors can be predicted as in-
dividuals seek to maintain a sense of normalcy and accuracy about their world (Davison,
Pennebaker, & Dickerson, 2000). When people are uncertain and under stress, affiliative be-
haviors increase as people seek others’ opinions about what is happening to them. Basing
their study on social comparison theory, Davison et al. (2000) identified the kinds of illness
experiences that prompted patients in four metropolitan areas and in on-line forums to seek
help through support groups. They questioned why professional treatment protocols for
some illnesses include mutual support, whereas others do not. These researchers found that
second to alcoholics, cancer patients exhibit the highest tendency to seek and offer support
in groups. On the basis of their findings, they concluded that having an illness that is embar-
rassing, socially stigmatizing, or disfiguring leads people to seek the support of others with
similar conditions; people with illnesses such as heart disease do not seek group support to
the same extent.

Social ecology theory presents another conceptual framework for understanding mu-
tual help and support groups (Humphreys & Woods, 1994; Luke et al., 1994; Maton, 1994;
Moos, Finney & Maude-Griffin, 1993). Maton (1994) writes, “central to the social ecologi-
cal paradigm is the assumption that social phenomena occur within and are shaped by a
complex, interrelated network of factors that span multiple variable domains and levels of
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analysis” (p. 137). These variables include, but are not limited to, the importance of niche,
group fit, group ideology, individual member characteristics, personal beliefs, existing sup-
port systems, social climate of the group, variations due to local conditions, and attitudes of
professionals in the local area. For example, the concept of person–environment fit has been
used in understanding who stays and who drops out of groups (Humphreys & Woods,
1994; Luke et al., 1994). Belief-system compatibility between the member and the group is
another factor in person–environment fit (Kennedy & Humphreys, 1995; Mankowski,
Humphreys, & Moos, 2001).

The concept of psychological empowerment has been used to explain mutual help pro-
cesses (Zimmerman, 1995). Psychological empowerment refers to empowerment at the indi-
vidual level of analysis, but organizational and community level empowerment build on the
psychological level. Applied in the context of a mutual-help group, this theory directs one to
examine whether individual problem solving and coping skill development lead to taking on
leadership roles and getting involved in community activities. Maton and Salem (1995) have
utilized this approach in an organizational case study of GROW, a mutual-help group for
persons with mental illness. These authors found that empowering aspects of the GROW
network were provision of a peer-based support system, availability of an opportunity role
structure (that allows many individuals to take on meaningful roles), and inculcation of a
belief system that inspires members to strive for mental health.

Interest in and scientific study of small groups have flourished over the past half cen-
tury. Small community groups, such as self-help and support groups, offer a rich field for ex-
panded research and theory. These groups have increased in number and developed into
many varieties. The next section examines and attempts to categorize the various types of
self-help and support groups.

ILLUSTRATIVE EXAMPLES OF SELF-HELP
AND SUPPORT GROUPS

Support and self-help groups differ on so many dimensions that they almost defy categoriza-
tion. Such groups can be international, national, or local in scope. They can be totally
dependent on a professional agency or institution, part of a national foundation, or inde-
pendent of other systems. They may have highly codified ideologies or be strictly focused on
emotional support and information without teaching specific methods of coping or chang-
ing behavior. They may have no change orientation, may be interested only in behavioral
change in members, or may be interested primarily in social change. Schubert and Borkman
(1991) used organizational autonomy to come up with a self-help classification system.
Their analysis found unaffiliated groups, groups that were federated into a loose national
association without a central authority (such as 12-step fellowships), groups that were affili-
ated with a national central authority, managed groups (run by professionals hired by the
national association or foundation), and hybrid groups that maintain a relationship with a
professional and also have elements of being self-run.

In the past, I have categorized groups according to two factors: personal change orien-
tation and dependence on professionals (Kurtz, 1997). Personal change orientation refers to
the degree to which the organization is interested in changing its members’ behavior or
mood state. Such change is the primary purpose of some groups. Other groups are solely in-
terested in changing social policy or advocating for individual cases. Support groups are typ-
ically not change oriented except in acquiring support and knowledge.
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Using a classification system that pegs groups as professionally led or not and as change
oriented or not, I have identified five different types of groups:

1. Type A: Groups that are change oriented and nonprofessionally led, such as AA.
2. Type B: Peer-led social change self-help groups that are primarily support, education,

and advocacy groups, such as the National Alliance for the Mentally Ill.
3. Type C: Non-change-oriented, peer-led support groups that are part of national or-

ganizations, such as the Alzheimer’s Foundation.
4. Type D: Smaller, local, professionally-led support groups that are held in social agen-

cies.
5. Type E: Change-oriented groups that have peer leadership combined with profes-

sional involvement, either as an independent sponsor (such as Parents Anonymous)
or as an agency-based co-leader.

Type A: 12-Step Fellowships—Life Changing, Peer-Led Self-Help Groups

12-step fellowships are the quintessential self-help groups. Although they rely on profession-
als for referrals and good will, 12-step traditions reject professional intrusions in meetings
and in fellowship-related services to the membership. They also reject formal alliances with
other organizations. The mission of all 12-step fellowships is to help the individual who still
suffers from the condition served by the fellowship, whether it is drugs, compulsive sex, or
gambling. Relationships with professionals are cordial, and fellowships are dependent on
professional referrals for new membership. These fellowships maintain an individual change
orientation with a well-defined program of steps and traditions that are codified in books,
pamphlets, and brochures. The larger fellowships also maintain workbooks, videos, audio-
tapes, and other materials for groups to disseminate.3

Type B: National Alliance for the Mentally Ill—Support/Educational/
Advocacy Groups

The National Alliance for the Mentally Ill (NAMI) is dedicated to the eradication of men-
tal illnesses and to the improvement of the quality of life of all whose lives are affected by
these diseases” (National Alliance for the Mentally Ill, 2003, para. 1). NAMI is a non-
profit, grassroots, self-help, support and advocacy organization of consumers, families,
and friends of people with severe mental illnesses, such as schizophrenia, major depres-
sion, bipolar disorder, obsessive–compulsive disorder, and anxiety disorders. Its goals in-
clude dissemination of information about mental illness, improved public understanding
of the biological bases of mental illness, incorporation of current research in treatment of
persons with mental illness, and allocation of increased government resources for research
and treatment.

These goals are pursued largely by the national organization, although local affiliates
also engage in dissemination of information and advocacy on the local level. NAMI de-
fines “self-help” as the support and education part of its program, separate from its advo-
cacy activities. Three main elements of self-help—emotional support, self-education, and
practical advice—remain chiefly the function of local affiliates. Local affiliates typically
sponsor educational meetings open to the public and smaller support groups that are of-
ten closed meetings for those who have the problem of a relative with mental illness or
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are themselves diagnosed with a mental illness. NAMI is a self-help group because it is
self-led by members and has a complex program with numerous goals, including advo-
cacy for social policy change.4

Type C: Alzheimer’s Disease and Related Disorders Association—
Foundation-Sponsored Support Groups

The Alzheimer’s Association, a national network of chapters, is the largest national volun-
tary health organization committed to finding a cure for Alzheimer’s and helping those af-
fected by the disease (Alzheimer’s Association, 2003). The Alzheimer’s Association’s na-
tional network of chapters provides programs and services to persons with Alzheimer’s
disease, their families and caregivers, and health care professionals. Support groups are a
part of the association’s mission. Local chapters educate victims, their families, professional
caregivers, and the general public. The chapters provide a variety of local services, including
meetings, newsletters, help lines, and speakers’ bureaus. In addition, some chapters provide
respite care, day care, and case management. Professionals, mainly social workers and
nurses, staff approximately half of the affiliated chapters and either lead or co-lead many of
the support groups. These groups differ from Type D groups because they are part of a
large, national association with a high degree of volunteer support and activity. They are not
self-help groups like Type A groups because they do not seek behavioral changes in members
and they do permit professional facilitation. Affiliated chapters meet standards drawn up by
the national association.5

Type D: Life after Loss—A Small, Local, Professionally Led
Support Group

Life after Loss is a support group for adults experiencing grief after the death of a loved one.
It is a small support group facilitated by a staff member of a local hospice in a small mid-
western city. Members share experiences and participate in activities that allow them to re-
member their loved ones and help them to move on with their lives. The group meets once a
week for 8 consecutive weeks in the offices of the hospice. This small group is typical of
local agency-based support groups. It has no national affiliation. The members meet for sup-
port and information. Groups of this type may be open or closed to new members and may
have a limited number of meetings. They are representative of this category because they are
facilitated by a staff member and do not seek behavioral change, although they do assist
members to transition to life without the lost loved one.

Type E: Parents Anonymous—A Hybrid Group

Both professionals and parent members (Parents Anonymous, 2001) lead Parents Anony-
mous (PA) groups. Despite its name, it is not a 12-step fellowship. PA’s mission is (1) to help
parents learn how to discipline and care for their children without being abusive and (2) to
help those who were abused as children. In addition, PA seeks to establish programs that
prevent child abuse through public education. Both peer leaders and professional facilitators
are PA-trained volunteers. During meetings, parents receive education, as well as emotional
support, and learn skills for better parenting. PA fits the category of “hybrid group” because
leadership is shared with a professional. It is not a support group because it does seek be-
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havioral change in members and because it is national, with affiliated chapters throughout
the United States.6

FUTURE DIRECTIONS FOR SELF-HELP
AND SUPPORT GROUP PRACTICE

U.S. society over the next decade faces numerous critical concerns for social and human ser-
vices. Current societal trends and conditions, such as the lack of national health insurance
coupled with the high cost of health care, will influence the development and continuance of
self-help and support groups in the near future. Several factors suggest that such groups will
increase. These include: the influence of managed care that limits available professional ser-
vices, thus creating a larger need for self-help and support group alternatives; groups on the
Internet and other forms of technology that make participation more feasible; and increased
recognition that self-help groups save health care costs. Other factors, however, endanger
the numbers and growth of self-help and support groups. These include reductions in funds
for state self-help clearinghouses and fewer professional services that provide linkages to
available self-help and support groups.

Managed care organizations should promote increased use of self-help and support
groups over time in order to save on costs while providing needed follow-up services. How-
ever, a recent survey of managed care directors and providers indicates that self-help groups
were the least used among a variety of types of group (problem focused, psychoeducational,
process oriented, short-term, and self-help; Taylor et al., 2001). Managed care directors
were more familiar with and positive about self-help groups than providers were; however,
it is not clear whether these directors will influence greater use of such groups. Mental
health practitioners lacked training in the use of self-help groups and were pessimistic about
their potential effectiveness. The authors noted, nevertheless, that group modalities, used as
a supplement to other treatments, will likely increase over time. In order for this to happen,
however, practitioners must learn more about self-help groups. They need training and edu-
cation. In addition, research on effectiveness needs to continue and to be disseminated to
practitioners.

Groups on the Internet seem destined to increase as more people equip themselves with
computers, Internet browsers, and e-mail addresses (Gary & Remolino, 2000). It is difficult
to control the quality of Internet resources; therefore, practitioners will need to offer sup-
port and assist clients who wish to supplement professional service with on-line support. As
the computer-literate population ages, health information and experiential knowledge from
others with similar conditions will be in demand, and on-line websites and support groups
will meet much of this need. Cain and Mittman (1999) predicted that on-line support
groups for patients with specific diseases and the people who care for them will develop rap-
idly. They stated that patients participating in the groups will feel more in control and have
better outcomes, but “there will be points of strain . . . between patients and some physi-
cians who feel a loss of control over their patients’ care” (Cain & Mittman, 1999, para. 17).

A combination of population increases in older age brackets and reductions in funding
for medical services will mean that there are more people with chronic and acute illnesses
who need the information and support provided by self-help and support groups. At least
one study has shown that such groups are more efficient because they reduce the use of pro-
fessional services and the costs associated with those services without sacrificing positive
outcomes (Humphreys & Moos, 2001). More research is needed on cost effectiveness of
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self-help and support groups. At this point, government support for enlarging the critical
mass of self-help and support group resources has decreased. This is demonstrated in de-
creasing funds for state self-help clearinghouses in the United States (Ed Madara, personal
communication, July 11, 2002). These clearinghouses, when funded, refer potential mem-
bers to groups, facilitate development of groups, and foster interdisciplinary working rela-
tionships among professionals and members of self-help groups (Meissen & Warren, 1994).
If groups like this are truly a cost-effective means of distributing needed health care informa-
tion, public policy in support of them should increase.

Earlier in this chapter, I discussed the linking roles played by professionals with self-
help and support groups. Professional treatment services are at the front line in treating
physical and mental health disorders; when those services are reduced, efforts to stabilize cli-
ents following formal treatment are limited or omitted, thus reducing professional referrals
to self-help and support groups. Evidence of this can be found in the reduction in the num-
ber of people in existing AA groups over the past decade as the number of treatment centers
has decreased (AA World Services, 1998; AA World Services, 2002). AA reported 73,352
fewer members in 2002 than they reported in 1998. This trend could be due to reductions in
substance abuse services over the past decade as funds for treatment have decreased (White,
1998). This trend, along with the demise of clearinghouses, could severely reduce the avail-
ability of groups in the community.

CONCLUSION

This chapter began with a commentary on the significance and growth of the self-help/sup-
port group movement over the past 20 to 30 years. It ends by suggesting that the self-help
phenomenon, while more needed than ever, is experiencing decreasing support because of
government policy intent on reducing professional and human services. Although the nature
of professional roles differs in self-help and support groups, professional relationships with
both self-help and support groups are critical to their existence and well-being. Face-to-face
groups may decrease in number and importance as the fast pace of society impels people to-
ward the instantaneous gratification of the Internet rather than the more leisurely compan-
ionship found in church basements. Professional roles with Internet-based groups will need
to evolve.

Research on effectiveness, as well as theoretical investigations, of group processes and
outcomes in these kinds of groups needs to continue. Dissemination of these findings will be
important in determining the extent of public support for them. Practitioners and policy
makers must gain more understanding and awareness of the power of such group resources
and of their potential to offer solutions to our rapidly aging population. A working knowl-
edge of self-help and support groups will thus become more and more necessary and useful
for practitioners and professionals of all types.

NOTES

1. The term “self-help” is used interchangeably with “mutual help.”
2. Wuthnow used the self-help group definition by Madara and Meese (1990): “groups that provide

mutual support . . . are composed of peers who share common experiences or situations, are run by
and for their members, and operate on a voluntary, nonprofit basis” (Wuthnow, 1994, p. 71).
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3. AA’s website can be found at: www.aa.org.
4. Individual support groups and chapters can be found on the NAMI website: www.nami.org.
5. For information, contact the website at: www.alz.org.
6. Information on Parents Anonymous can be found on their web site: www.parentsanonymous.org.
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Chapter 9

Psychoeducational Groups

ROGER ROFFMAN

With both a broad array of possible contextual applications and a wide scope of
potential participants, psychoeducational groups have a number of benchmark characteris-
tics: issue specificity, goal directedness, a structured protocol that emphasizes learning, a
high level of leader direction, an emphasis on skill acquisition, and a time-limited duration.
In contrast to groups of a therapeutic nature that rely on the interactions of the group to
guide members toward a “corrective emotional experience” (Yalom, 1995),
psychoeducational groups are intended to enhance participant knowledge and behavior
change through an emphasis on educational strategies akin to those used in a classroom.
Just a few examples of the many applications for psychoeducational groups include:

• Loneliness in university students (McWhirter, 1995)
• Marijuana dependence in adults (Stephens, Roffman, & Simpson, 1994)
• Marital enhancement (Durana, 1996)
• Adjustment to divorce (Zimpfer, 1990)
• HIV prevention (Roffman, Beadnell, Ryan, & Downey, 1995)
• Perpetrators of domestic violence (Palmer, Brown, & Barrera, 1992)
• Adults with bipolar disorder (Bauer & McBride, 1996)
• Coping with AIDS (Heckman et al., 1999)
• Foster parents of children who have been sexually abused (Barth, Yeaton, &

Winterfelt, 1994)
• Children whose parents have cancer (Taylor-Brown, Acheson, & Farber, 1993)
• Training opinion leaders (e.g., gay men in rural locales, women and adolescents in

urban public housing developments) to widely disseminate HIV risk-reduction
norms in a community (Kelly et al., 1997; Sikkema et al., 2002; Sikkema et al.,
2000)
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As the preceding list suggests, the targets of change may include the individual (e.g., the
person living with AIDS), those in the individual’s social network (e.g., caregivers of persons
living with AIDS), and members of a larger community (e.g., gay men living in rural locales).
The central theme and focus may include such issues as responding to developmental tasks
and transitions across the lifespan (e.g., learning to study, effective parenting, preparing for
midcareer vocational change, transitioning to retirement), prevention (e.g., stress reduction,
avoiding HIV and other sexually transmitted diseases by adopting safer sex behaviors, cop-
ing with alcohol/drug relapse vulnerabilities) and dealing with illness or disability (e.g., liv-
ing with cancer, managing psychiatric disorders). Psychoeducational groups may stand
alone as the participant’s single source of support or may serve as adjuncts to other, concur-
rent counseling modalities.

This chapter examines the purposes typically served by psychoeducational group work,
the elements commonly found in the protocols for such groups, and the theoretical frame-
works on which they are generally based. A heuristic model of a stage-sensitive typology of
psychoeducational groups is presented, with examples selected to illustrate both their com-
monalities and unique features. Finally, the chapter concludes with speculation concerning
the future for this type of group work.

THE PURPOSES OF PSYCHOEDUCATIONAL GROUP WORK

With varying emphases depending on the need, the purposes of psychoeducational groups
focus on education, skill acquisition, and/or self-knowledge (Brown, 1998). When the prior-
ity is education, the protocol is predominantly composed of lecture and discussion, with the
leader functioning primarily as a teacher. When skill acquisition is emphasized, the leader
functions primarily as a trainer, and the protocol includes experiential learning involving
mastery development through modeling, role playing, and feedback. Finally, groups that
give priority to self-knowledge will likely have a closer resemblance to counseling, although
the process remains predominantly educational and largely avoids encouraging participants
to extensively self-disclose, work through resistance, and explore past relationships (Niemann,
2002). Although the specific function of a group may highlight one of these three purposes
more than the others, it is common for such groups to be designed to meet all three (Brown,
1991).

Niemann (2002) underscores several qualities of psychoeducational groups that en-
hance their suitability and efficacy consistent with a wellness model of counseling:

1. The client is empowered through preparation for informed decision making. A key
element in this model is supporting participants to better understand options open to them,
to be prepared to make informed decisions among those options, and to become skillful in
following through with their choices. Although participants may be grappling with disabling
conditions, illnesses, and/or highly challenging barriers to change, the presumption underly-
ing psychoeducational groups is that participants will benefit outside of the group from a
within-group emphasis on enhancement of decision-making resources and capabilities.
Garvin (1997) states that these groups support role attainment. He notes that the knowledge
and skills taught enhance participants’ learning of roles they currently occupy or aspire to
fulfill (Garvin, 1997). Examples are study-skills groups for university students and groups
that focus on infant care for soon-to-be parents.

2. Group cohesion and focus are facilitated due to participants’ shared concerns. Be-
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cause participants will select a group based on their needs vis-à-vis the group’s goals, cohe-
sion is likely to more quickly evolve with a shared sense of purpose. This homogeneity in
participants’ concerns also can be expected to reinforce and maintain group focus.

3. Dissonance with incompatible cultural values is avoided. Therapy, with its tradi-
tional emphasis on exploring personal issues, disclosing sensitive information, sharing diffi-
cult feelings, and interacting on a very personal level with other group members, is not per-
ceived as an attractive and acceptable resource by many individuals, some of whose cultures
would greatly discourage participation. The educational emphasis in psychoeducational
groups, the implied “normalization” of the group’s purpose for its members, the leader’s au-
thority made credible though his or her functioning as a teacher, and the existence of a
clearly defined agenda that respects privacy makes this modality more culturally compatible
and appropriate for many individuals.

4. Cost efficiency is enhanced. The nature of the psychoeducational group’s purposes
permits cost savings by having a larger number of participants, fewer constraints that limit
the heterogeneity of the members, and a briefer overall timetable for group completion than
is the case with groups that emphasize psychotherapeutic process.

INTERVENTIONS OF PSYCHOEDUCATIONAL GROUP WORK

Each psychoeducational group’s specific themes, as well as its relative weighting of content
directed toward possible purposes (education, skills training, or self-knowledge), will largely
be determined based on the population being served and the group’s overall intended func-
tion. Nonetheless, a general set of guidelines for designing interventions in
psychoeducational groups has been offered by Furr (2000), who articulates a two-phased
planning process: conceptual (stating the group’s purpose, identifying goals, specifying ob-
jectives) and operational (selecting content, designing exercises, evaluation).

Conceptual Planning

Furr (2000) notes that the conceptualization of a group’s purpose evolves from answering
several questions:

1. What is the primary content focus of the group?
2. What population would benefit from participating in this group?
3. What is the purpose of intervention (e.g., remediation, prevention, or development)?
4. What is the expected outcome of participating in the group (e.g., change in

cognitions, affect, behavior, or values)?

Central to Furr’s model is the importance of determining for each psychoeducational group the
theoretical perspective or perspectives from which pertinent goals and objectives for the group
will be derived. These theoretical perspectives address the mechanisms that presumably
explain change in awareness, knowledge, insight, or behavior. She offers the example of a self-
esteem psychoeducational group for college students based on a cognitive-behavioral theoreti-
cal perspective. A goal derived from that perspective, learning to reduce negative self-talk, is
met through objectives such as learning to identify different types of self-talk, recognizing
when one is engaging in negative self-talk, understanding the impact of negative self-talk on af-
fect, and becoming skillful in replacing negative statements with positive statements.
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Operational Planning

The content of psycheducational groups generally incorporates a combination of didactic,
experiential, and process components. Didactic content is likely to be more effective if it in-
volves a learning process in which later segments, focusing on more complex material, build
on earlier learning of basic concepts, on an opportunity for interaction among group mem-
bers, and on a careful timing of segments that best fits members’ optimal learning styles.

Experiential content facilitates the learner’s application of concepts to real-life situa-
tions. When discussing didactic and experiential content, Furr (2000) calls for a continued
linkage of group planning to underlying theoretical perspective(s) and offers contrasting ex-
amples of how experiential components concerning time management might differ depend-
ing on theoretical underpinnings. From a behavioral viewpoint, enhancing the individual’s
management of time might involve the identification and rehearsal of reinforcing antecedent
behaviors. From a Gestalt perspective, the experiential activities might involve an explora-
tion of distractions arising from unfinished business that obstruct attention to and engage-
ment in the present.

It is important that group exercises are derived from theory and appropriate in terms of
the age and experience level of group members. Activities ought to be included that prompt
participant self-assessment. They can thus facilitate awareness of one’s initial proficiency, as
well as one’s eventual progress toward change. Psychoeducational groups often incorporate
exercises involving role play, imagery, and cognitive restructuring. Commonly, homework
assignments are made in order to stimulate greater self-awareness, as well as the practicing
of new skills.

Processing, the third of Furr’s (2000) content emphases, has the goal of helping partici-
pants synthesize the experiential and didactic components. The leader’s attentiveness to the
choice and timing of prompts to facilitate processing is of considerable importance to its
effectiveness. Midgroup process evaluation focuses on identifying possible needs for adjust-
ments in the group’s operation. In contrast, outcome evaluation contributes to the evolving
knowledge base in the field by determining the extent to which a specified intervention is
efficacious with a specific population and for a specific purpose.

THEORETICAL BASE

As a prelude to a discussion of the theoretical foundations of psychoeducational group
work, it is important to acknowledge several important dimensions that vary across groups:

• Target of change. As noted at the beginning of this chapter, the participants in
psychoeducational groups may be there for their own benefit, for the benefit of oth-
ers who are close to them, or to ultimately change a larger community of which they
are members.

• Readiness for change. Although some groups focus on supporting members, all of
whom are presumed to be committed to making changes (e.g., recently divorced
adults who seek a successful transition to single status), other groups serve individu-
als who are grappling with ambivalence or indecision about a key life decision (e.g.,
partners or spouses who are questioning whether to remain in a relationship with an
abusive person).

• Stage in the group’s development. The predominant work of a psychoeducational
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group varies from its beginnings through the middle phase of work and ultimately to
the phase in which focus is given to preparation for termination.

Foundation theoretical perspectives that inform psychoeducational groups include the para-
digm of stages of readiness for change, principles of behavioral and cognitive practice, hu-
manism, and principles pertaining to the diffusion of innovation. Each of these foundation
perspectives is briefly discussed in the following section. The answer to the question “What
facilitates change?” is discussed for each perspective.

Stage of Change: Change Is Facilitated When Interventions Are Matched
to the Individual’s Stage of Readiness

The stages of change model (Prochaska & DiClemente, 1984), initially developed to de-
scribe the process of smoking cessation, offers useful concepts in thinking about the behav-
ior change process. The model has been most commonly utilized in developing interventions
for addictive and compulsive disorders, yet it may offer considerable heuristic value in the
design of psychoeducational groups for other purposes.

This model identifies a sequence of stages through which individuals may progress as
they think about and initiate new behaviors. Part of its value is in offering ideas about how
the client might be thinking, thus enabling the social worker to select strategies that are spe-
cific to the individual stage the client is in at any point in time.

This model begins with the assumption that the adoption and maintenance of behav-
ioral change depends on the individual’s readiness for each of these changes and that this
readiness may shift and evolve. The model sensitizes us to the likelihood that individuals
typically move back and forth between the stages and progress through change at different
rates. Today, the client may be firmly committed to a specific course of action (e.g., taking
steps to enhance marital satisfaction), but next week he or she may be very ambivalent
about this goal. Over time, the client may progress through the following stages of readiness
and experience the attitudes shown for each stage:

• Precontemplation
• Not considering change.
• May be unwilling to change behaviors.
• Is not personally aware of a need for change, although others may believe that

change is desirable.

• Contemplation
• Perceives that there may be cause for concern and reasons to change behavior.
• Is typically ambivalent about change.
• May seek information and reevaluate current behavior.
• Weighs the pros and cons of making a change.
• Could remain in this stage for years.

• Preparation
• Forms a commitment to making a change.
• Sees the advantages of change as outweighing the benefits of not changing.
• Thinks about his or her capability to be successful (i.e., self-efficacy).
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• Continues the pre-behavior-change pattern, but with the intention of initiating
change very soon.

• May have already attempted to change on his or her own.
• Begins to set goals and may tell others about his or her intentions.

• Action
• Has chosen a goal for change and has begun to pursue it.
• Is actively modifying behavior.
• Can last a number of months following the initiation of change.

• Maintenance
• Is making efforts to sustain the gains achieved during the action phase.
• Is working to prevent erosion of change.

While working to adopt and maintain behavioral change, the individual may cycle re-
peatedly through these stages, sometimes regressing to an earlier stage. The social worker
therefore needs to periodically assess the client’s motivation level in order to select interven-
tions that best fit that stage.

Behavioral Approaches: Change Is Facilitated by Enhancing
Behavioral Skills

Although it is common for some practitioners to describe themselves as cognitive-behaviorists,
that is, drawing from both cognitive and behavioral perspectives, each is discussed inde-
pendently here for clarity. Behavioral practice had its origins in the first half of the 20th
century and is based on (1) classical conditioning (the hungry dog salivates when shown
food and subsequently learns to salivate to a tone after that tone has repeatedly been
paired with food); (2) operant conditioning (changing behavior through positive reinforce-
ment and negative reinforcement); and (3) modeling (behavior change following exposure
to the behavior being performed by others). Behavioral practice emphasizes neither delv-
ing into unconscious process nor achieving insight about the past. Rather, it is assumed
that individuals have learned current behaviors and that, through the application of be-
havioral principles, they can learn new behaviors, including new emotional and attitudi-
nal patterns.

The stages of a behavioral approach commonly include: (1) establishing a strong rela-
tionship and clarifying the general goals of treatment; (2) defining the need for change (e.g.,
collecting baseline data on frequency, duration, and intensity of behaviors) and setting spe-
cific and measurable goals; (3) choosing techniques (e.g., modeling communication skills, in-
troducing positive reinforcement such as self-praise when a behavior has been modified, re-
laxation training, systematic desensitization); (4) collecting data in order to measure
progress in achieving desired outcomes; and (5) preparing for termination (e.g., discussing
the possible resurgence of the targeted behavior following termination).

Cognitive Approaches: Change Is Facilitated through Identifying
and Correcting Illogical Cognitions

Cognitive approaches to practice emerged in the 1960s and focus on the individual’s way of
viewing the world; in other words, his or her meaning-making system. Counseling based on
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this perspective seeks to understand this system and to find ways of intervening so as to
change the client’s cognitions about meaning. The premise is that irrational thinking con-
tributes to negative emotional consequences.

Although others have offered various iterations of cognitive practice principles, Albert
Ellis’s (Ellis & Harper, 1961) pioneering work illustrates key steps in working with clients:
(1) the worker helps the client understand that aspects of his or her thinking are irrational,
(2) the manner in which the client maintains this irrational thinking is illuminated, (3) the
client learns how to challenge illogical cognitions, (4) the worker educates the client about
generalized irrational beliefs that may have been internalized by the client (e.g., the idea that
it is a dire necessity for an adult to be loved or approved of by virtually every significant per-
son in the community), and (5) the client practices challenging illogical cognitions.

Humanism: Change Is Facilitated through Important Qualities
of the Helping Professional

Similar to the domain of interest in cognitive treatment, a key focus in practice based on human-
ism is seeking to understand how people construct meaning in their lives. A central tenet of
humanism is that people have both free will and an inborn tendency for self-actualization.
That is, when in an environment that is conducive to growth, individuals will strive to fulfill
their potential. Carl Rogers operationalized the notion of an environment conducive to
growth by characterizing important qualities in the effective helping professional: genuine-
ness, empathy, and unconditional positive regard for the client (Rogers, 1951).

Rogers believed that these qualities in the counselor would facilitate the client’s explo-
ration and understanding of historical pain that resulted from conditional relationships in
his or her life. That understanding was seen as laying the foundation for the client to change
behaviors and move from a “false self” to a “real self.” Neukrug (1999) described this
evolution of growth as including an increased openness to experience, more objective and
realistic perceptions, improved psychological adjustment, increased congruence, increase in
self-regard, movement from an external to an internal locus of control, more acceptance of
others, better problem solving, and a more accurate perception of others.

Diffusion of Innovation: Change Is Facilitated in a Larger Social System
When Innovations Are Communicated by Members of That System

Everett Rogers (1995) conceptualized a process referred to as “diffusion,” through which
innovations (e.g., an idea, practice, or object that is perceived as new) are communicated
over time among members of a social system. The rate of adoption, according to Rogers, is
influenced by five characteristics of an innovation: (1) relative advantage (the degree to
which the innovation is perceived as better than the idea it supersedes); (2) compatability
(the degree to which the innovation is perceived as consistent with existing values and needs
of the potential adopters); (3) complexity (the perception of the degree of difficulty in under-
standing and using the innovation); (4) trialability (the degree to which the innovation lends
itself to experimental implementation); and (5) observability (the degree to which the results
of the innovation are visible to others; Rogers, 2002). Within a social system, changes in the
attitudes toward a new idea held by individuals are likely to be facilitated by interpersonal
channels, that is, the subjective evaluations of peers who have already adopted the innova-
tion.

In essence, Rogers was writing about change as a function of opinion leaders talking to
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other people. He offered an example by citing a randomized controlled trial of two strate-
gies for changing physicians’ behaviors vis-à-vis decreasing risks associated with cesarean
delivery (Lomas et al., 1991). Superior outcomes resulted from the condition in which physi-
cians were encouraged by opinion leaders, as compared with the condition in which physi-
cians’ charts were audited and feedback was given.

Rogers identifies five strategies for the diffusion of preventative innovations: (1) stress
the innovation’s relative advantage, (2) utilize opinion leaders to promote the new ideas, (3)
promote peer support for norm change among members of the social system, (4) embed in-
novative preventative ideas in entertainment messages, and (5) encourage peer communica-
tion about the innovation (Rogers, 2002).

EXAMPLES

Thus far, we have made several observations:

1. Psychoeducational groups might be developed for the purpose of serving three po-
tential targets of change (the individual, the individual’s network, or the individual’s
community).

2. The group member might be at various points along a continuum of readiness for
change (precontemplation, contemplation, preparation, action, or maintenance).

3. Several theoretical frameworks (the stages of change model, behaviorism, cognitive
principles, humanism, and the concept of the diffusion of innovation) offer ways of
understanding factors that facilitate change.

Before turning to examples of psychoeducational groups, a heuristic typology based on
the dimensions presented thus far may be useful. In Figure 9.1, the three potential targets of
change, the five potential stages of readiness for change, and three stages of a group’s devel-
opment (beginning, middle, and ending) make up a 45-cell matrix. Within each cell, effec-
tive interventions may be based on varying theoretical foundations (e.g., cognitive, behav-
ioral, humanist, and diffusion of innovation principles) depending on the group’s purpose
and developmental stage.

At present, there are no published examples of psychoeducational groups to illustrate
every cell of the matrix. Therefore, in addition to examples of groups that fit selected parts
of the matrix, I present several ideas for possible future studies for the remaining cells.
Finally, the concept of stages in a group’s process (beginning, middle, and ending) is not ex-
tensively discussed.

Target/Stage: The Individual at an Early Stage of Readiness
for Change (Cells 1–2)

Brekke (1989) developed and evaluated a psychoeducational group intervention for men
who batter women. He noted that members of this population are difficult to reach, enter
treatment involuntarily for the most part, take little or no responsibility for the interper-
sonal violence, minimize its severity, and exhibit distrust of helping professionals. For these
reasons, a pretreatment intervention that was termed an “orientation group” was designed
to prepare individuals for subsequent treatment that would be 14 weeks long, highly struc-
tured, and based on cognitive-behavioral principles.
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The orientation group, meeting for five 2-hour sessions, was intended to serve several
purposes:

1. Preparation for group participation. Clients were educated about wife abuse, aggres-
sion, and anger control and were also introduced to the skills they would be taught
in treatment.

2. A “holding tank” for individuals on the waiting list. The group offered regular con-
tact with the clinic in order to limit pretreatment dropout while they were waiting
for treatment to begin.

3. Selecting out. Based on their behavior during the pretreatment group, clients who
would have been inappropriate for treatment were identified and selected out.

With reference to the purpose of preparing people for treatment, the group sought to build
cohesion among participants, teach the “time out” technique, provide a nonjudgmental set-
ting in which individuals could vent their feelings about the violence and being in the group,
begin educating and confronting individuals about rationalizations to justify abusive behav-
ior, and introduce members to the model used in the treatment they were about to enter.

This pretreatment model was evaluated with a single group posttest design. Results
from self-report, a measure of member cohesion, and data pertaining to attrition from the
14-week intervention suggested that the orientation group was succeeding in achieving its
purposes.

Comment

Brekke’s work offers an example of a psychoeducational group intervention for individuals
who are already identified as clients and on a waiting list for treatment. Its focus on what
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Brekke (1989) terms “attitudinal preparation” highlights the fact that it is tailored for indi-
viduals at an early stage of readiness for change.

In the near future, it is likely that more attention will be given to developing and evalu-
ating psychoeducational group interventions for individuals who are not yet committed to
change and not already “in the pipeline” awaiting treatment. The concept of a “check-up”
intervention (i.e., a brief opportunity for taking stock, with no pressure to commit to
change) has been reported with drinkers (Miller, Sovereign, & Krege, 1988), adult mari-
juana users (Stephens et al., 2000), and gay men engaging in high-risk sexual behaviors
(Picciano, Roffman, Kalichman, Rutledge, & Berghuis, 2001). A style of intervening termed
“motivational interviewing” is central to this work and borrows substantially from the hu-
manist counseling principles discussed previously.

Although these and other motivational enhancement interventions designed to reach
non-treatment-seekers have primarily been delivered in one-to-one formats, researchers are
exploring their potential vis-à-vis group delivery (Walters, Ogle, & Martin, 2002). As this
work evolves, one key issue will be how such groups are marketed. That is, what messages,
images, and themes in the marketing will effectively convey the group as “a chance to take
stock” versus “treatment”? A second issue pertains to the ultimate goals this type of group
is intended to achieve. Will it be designed to facilitate an engagement in a candid and in-
depth self-appraisal for the purpose of resolving ambivalence and making personal decisions
about the future? Or will its purpose be to facilitate durable behavior change by all partici-
pants? To date, studies of check-up interventions suggest that for some participants, the
brief taking-stock experience is sufficient to prompt durable behavior change. For others,
participation in a subsequent intervention may be necessary to effect change.

Target/Stage: The Individual at a Later Stage of Readiness
for Change (Cells 3–5)

Roffman and his colleagues developed and evaluated a telephone-delivered
psychoeducational group intervention that was designed to be delivered over a 14-week pe-
riod (1½ hours per week) to gay and bisexual males who sought support in reducing their
HIV transmission risk (Roffman et al., 1997). Participants made use of a toll-free number to
join their groups each week. In order to further reduce barriers to participation, callers were
offered the choice of confidential or anonymous enrollment.

A workbook composed of 14 units accompanied these sessions and included text, illus-
trative case examples of specific concepts or themes, recommended exercises, and work
sheets. Following an introduction that provided an overview of treatment, the next three
sessions dealt with getting ready to change. The leaders talked about the difference between
risk elimination and risk reduction, and the clients were assisted both in rating the relative
level of risk associated with specific sexual behaviors and in setting their own personal goals
for risk reduction. Accurate information concerning HIV and its transmission and details
concerning the proper use of condoms were provided. An exercise concerning motivational
ambivalence facilitated the goal-setting process. Clients were asked to maintain an ongoing
log of their sexual activities.

In the next four sessions, clients learned to identify the specific kinds of high-risk situa-
tions in which they were most likely to slip. Considerable attention was given to coping
strategies that may help avert a return to unsafe behavior, with clients being guided through
role plays to practice new skills. The rights and prerogatives of each partner in a relationship
were discussed, as were commonly held fears and self-defeating beliefs that may lead an in-
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dividual to forgo being assertive about safety with a sexual partner. Case examples and exer-
cises highlighted the ways in which negative self-talk can be challenged, how conflict with a
partner can be understood and addressed, and how imagery can assist the client in success-
fully getting through a difficult situation. A part of each session was devoted to clients’ de-
briefing of recent experiences, associated triggers, and coping strategies that were or might
have been employed.

The following five sessions focused on maintenance. A concept termed the “goal viola-
tion effect” was introduced, with clients being encouraged to view a slip as an indication of
need for further practice with coping skills rather than as a sign of personal weakness or
failure. Group members were aided in evaluating the degree to which their friends offered
support for and/or obstruction of safer sexual behavior, and strategies for expanding one’s
friendships were identified.

Finally, attention was given to the degree to which clients were experiencing a balanced
lifestyle, that is, one in which priority is given both to meeting one’s obligations and to mak-
ing room for desired activities. Clients were encouraged to make lifestyle modifications that
would achieve greater balance so as to facilitate the maintenance of safer sexual behaviors.

The study findings suggested the following: (1) permitting men to access HIV risk-
reduction counseling via the telephone, and to enroll without divulging their identities, ap-
peared to lower barriers to participation among less gay-identified individuals; (2) delivering
cognitive-behavioral group counseling by telephone was both feasible and efficacious in re-
ducing high-risk sexual behaviors and promoting condom use; and (3) reductions in risk be-
haviors, with the exception of condom utilization, appeared to be largely maintained
through 12 months of posttreatment follow-up.

Comment

Although some content in this intervention focused on early stage of change issues (that is,
resolving ambivalence and considering alternate goals), its primary emphasis was on skill
development and behavior change maintenance. Telephone delivery and the option of re-
maining anonymous may be useful ways in which enhanced access for difficult-to-serve pop-
ulations can be facilitated in psychoeducational groups (Roffman, Picciano, Wickizer, Bolan,
& Ryan, 1998).

Target/Stage: The Individual’s Network at an Early Stage of Readiness
for Change (Cells 6–7)

As noted in the preceding characterization of the precontemplation stage of readiness for
change, the family members, friends, and associates of individuals who are demonstrating
behavior with adverse consequences may be more cognizant of the need for change than the
individual whose actions have elicited concern. It is common for workers in the field of alco-
holism and substance abuse to be approached by network members who seek advice about
how to motivate someone to accept treatment. The issue of concern could also be affective
disorders, intimate partner violence, compulsive gambling, nonadherence to medical regi-
mens, and many other problem behaviors.

Although psychoeducational group protocols have been developed for social network
members who have made the decision to seek support, ambivalent attitudes may hinder par-
ticipation by the concerned person. As will be seen in the section concerning cells 11 and 12,
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a “pregroup” opportunity to explore the benefits and costs associated with joining a
psychoeducational group may enhance eventual enrollment and engagement. To overcome
apprehension about being pressured to commit, however, the design, marketing, and imple-
mentation of this psychoeducational intervention would need to be well matched to the
needs of the individual in an early stage of readiness.

Target/Stage: The Individual’s Network at a Later Stage of Readiness
for Change (Cells 8–10)

Fristad, Arnett, and Gavazzi (1998) developed and evaluated a 90-minute
psychoeducational workshop for parents of children and adolescents hospitalized for mood
disorders. Earlier research with children with mood disorders had demonstrated that high
levels of expressed emotion (i.e., a family climate of criticism and emotional
overinvolvement) was predictive of poorer posthospitalization outcomes (Asarnow,
Goldstein, Thompson, & Guthrie, 1993). Workshop topics included symptoms of major de-
pression, dysthymia, and mania; etiology, course, and prognosis; treatment; and family fac-
tors that affect outcome. The intervention was evaluated in a single-group, pretest–posttest
design involving reassessments both immediately following the workshop and 4 months
later.

The outcomes in this trial reflected improved parental understanding of mood disor-
ders, increased levels of positive expressed emotion, and decreased levels of negative ex-
pressed emotion. It appeared that fathers and mothers differed somewhat in the manner in
which the psychoeducation group experience enhanced their behaviors.

Comment

There is a substantial literature describing psychoeducational groups for network members.
Examples include foster parents of sexually abused children (Barth et al., 1994), families of
people with mental illness (Lundwall, 1996), and children whose parents have cancer (Tay-
lor-Brown et al., 1993).

Target/Stage: The Individual’s Community at an Early Stage
of Readiness for Change (Cells 11–12)

By definition, interventions in these cells of the matrix would be designed for individuals
who are not yet committed to but are willing to consider participating in a
psychoeducational group to prepare them for working toward change in a social system
that is larger than their own social network. As such, these pregroup interventions would
likely offer the opportunity to learn about what participation in a subsequent group
might involve without pressure to commit, be publicized with a reinforcing message con-
cerning the personal and community benefits to be achieved, emphasize the power of
opinion leaders in changing the norms in a social system, and require minimal burden in
terms of time and effort.

A hypothetical example would be a church-sponsored event, scheduled at a time that is
convenient for potential participants, at which a future group would be described whose
purpose would be to train a cadre of church members to work on improving dispute resolu-
tion among member families. The group session would highlight the influence of opinion
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leaders in changing community norms, describe the training to be provided, note the bene-
fits to be sought, emphasize the supports that group members would receive, and present
prompts for the purpose of stimulating discussion. Another example would be a school
event in which students learn of the opportunity for training as opinion leaders working to-
ward enhancing the school’s spirit of inclusiveness.

Comment

As noted in the next section, psychoeducational groups can be developed to train individuals
to effect change in a social system. Recognizing that potential participants in such groups
might be considerably ambivalent about investing themselves in such an effort, an “orienta-
tion group” experience might be offered with the express purpose of facilitating awareness
and enhancing decision making.

Target/Stage: The Individual’s Community at a Later Stage of Readiness
for Change (Cells 13–15)

Kelly and colleagues (1997) developed a psychoeducational group intervention for the pur-
pose of promoting HIV risk reduction among members of a social system. Noting epidemio-
logical reports that gay and bisexual males who lived in rural areas and small cities were
behaviorally at high risk of HIV transmission, Kelly designed his intervention based on Rog-
ers’ (1995) diffusion of innovation model with the objective of effecting community-level
change.

Communities with at least one gay bar were selected for the trial. Bartenders identified
popular opinion leaders among bar patrons, and these individuals were invited to join a
group that met for 2 hours per week for 5 weeks. The invitation was couched in an ac-
knowledgment that AIDS was a devastating threat to gay men and that their having been
identified as opinion leaders meant that they had the potential for influencing peers in im-
portant ways.

Among the foci for the group sessions were knowledge about HIV and AIDS, as well as
modeling and role-play exercises to teach participants to deliver messages about behavior
change (i.e., the importance of carrying condoms at all times, discussing risk reduction with
partners before sex, avoiding sex when intoxicated, and refusing unwanted sexual coercion).
Group leaders also taught participants to communicate the benefits of risk reduction, to cor-
rect misconceptions about risk, and to endorse safer sex practices as socially acceptable
norms.

Between group sessions, participants were asked to initiate conversations with 4 to 10
peers and then debrief these experiences with other group members at the next session. Fol-
lowing the training, opinion leaders reported on the number of conversations they had had
with peers over 3 weeks.

The outcomes of this intervention were assessed within the context of a randomized
controlled trial involving eight cities. The opinion-leader intervention was implemented in
four cities; the intervention in the other cities involved posting HIV-prevention educational
materials in bars. Prior to the initiation of the interventions, bar patrons in all cities were
asked to complete brief anonymous questionnaires concerning their sexual behaviors, be-
liefs, and attitudes. One year following the interventions, this data collection procedure was
repeated. Kelly reported that at follow-up, the rates of high-risk sexual behaviors among bar
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patrons in the “opinion leader” communities were significantly lower than in the control
communities. The researchers concluded that “popular and well-liked members of a com-
munity who systematically endorse and recommend risk reduction behavior can influence
the sexual-risk practices of others in their social networks” (Kelly et al., 1997). Subsequent
community-level HIV-prevention interventions with psychoeducational groups for women
(Sikkema et al., 2000) and adolescents (Sikkema et al., 2002) residing in urban public hous-
ing developments have reported similar outcomes.

Comment

Although the opinion leaders in these studies were recruited to effect change in their social
systems, it was clear from the findings that their participation contributed as well to their
own knowledge, decision making, and behavior change. Rogers’ conceptualization of how
innovative ideas are diffused in a social system may ultimately give rise to a wide array of
opinion-leader psychoeducational group interventions (e.g., dispute resolution among stu-
dents in schools, social engagement among nursing home residents, medication adherence
by patients, police officer behaviors to protect citizens’ civil rights, infusion of diversity con-
tent in course syllabi by university professors). The leaders of groups with this purpose
would need to stress the potential held by opinion leaders in influencing others, the value to
the community of their using this potential, the skills in effectively communicating with oth-
ers, and the manner in which such efforts can be reinforced and sustained following the
group’s termination.

FUTURE DIRECTIONS

Historically, psychoeducational groups have effectively supported knowledge and skill de-
velopment in a wide variety of client populations with reference to a broad array of target
themes. However, numerous barriers have likely prevented their optimal utilization. One
barrier discussed in this chapter is mismatching a group’s content vis-à-vis a prospective par-
ticipant’s stage of readiness for change. A second barrier is requiring in-person attendance in
face-to-face sessions. Examples of psychoeducational group innovations designed to address
each of these barriers have been presented in this chapter.

The brevity, cost effectiveness, and efficacy of psychoeducational groups are likely to
fuel their continued growth and empirical testing in social work. Dissemination of best-
practices guidelines and psychoeducational group protocols through the Internet will im-
prove their availability to practitioners. Moreover, the delivery of psychoeducational groups
via the Internet is also rapidly emerging (see Chapter 28, this volume), again indicating
promise for greatly enhanced access to potential participants.

As noted in this chapter, the notion that services can be most efficacious if they are tai-
lored to the individual’s level of readiness for change will likely influence developers of fu-
ture interventions. Both the challenges and opportunities presented by ambivalent individu-
als will likely stimulate the development of innovative models to overcome barriers to
reaching and enrolling potential participants. With promising advances in the technologies
of group delivery, greater awareness of the necessary processes in enhancing motivation for
change of specific behaviors by specific populations, and the growing support for empiri-
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cally based practice in social work, it is very likely that many more psychoeducational group
protocols will be developed and evaluated in the coming years.
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Chapter 10

Prevention Groups

JAMES K. NASH
SUSIE E. SNYDER

The headline from a recent issue of our local paper stated, “U.S. sees a dramatic
drop in incidents of food poisoning” (McClam, 2002). The article reported that rates of six
types of food poisoning dropped by 15–49% from 1996 to 2001. Public health interven-
tions, such as tougher regulation of the food production and distribution systems, increased
inspections, and consumer education, were cited as causes of the drop.

As this example illustrates, it is possible to prevent a health problem. When prevention
is successful, individuals who might have become ill do not experience symptoms. Families
do not have to provide care for a stricken member. Treatment—which may be unpleasant,
expensive, and differentially effective—does not have to occur. In short, successful preven-
tion produces benefits for individuals, families, and society. Consequently, prevention is at
the heart of public health efforts to reduce rates of health problems in a population.

In recent years, increased attention has been given to applying prevention concepts to a
wide range of problems. In the areas of mental health and psychosocial functioning, social
work groups are well suited to preventing problems by providing members with opportuni-
ties to learn skills, receive and give support, and develop interpersonal networks. This chap-
ter draws from public health to present a prevention framework and describes its use as a
guide to social work group-based interventions.

PREVENTION IN PUBLIC HEALTH

A Public Health Framework

The National Institute of Mental Health (NIMH, 1998) outlined a prevention framework
for mental health aimed at reducing rates of mental disorders in the U.S. population. The
framework delineated three challenges for researchers and practitioners interested in preven-
tion:
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1. Gaining greater understanding of the origins of problems and disorders.
2. Identifying risk and protective factors and related risk and protective processes that

are associated with problems and disorders.
3. Translating knowledge about the origins of problems and disorders and about risk

and protective processes into interventions that can be evaluated and, if effective,
disseminated.

These challenges highlight the links between research and practice that are central to a pre-
vention framework (Fraser, Randolph, & Bennett, 2000; Mrazek & Haggerty, 1994). Four
key ideas emerge from this framework.

Defining the Target

First, the target of prevention must be clearly defined. The “target” refers to the particular
problem or disorder of interest, as well as to the population or population subgroup at risk.
Social work prevention groups target a variety of problems in diverse population subgroups,
for example, preventing conduct problems in children (Fraser, Nash, Galinsky, & Darwin,
2000); preventing sexually transmitted diseases in adolescents (Richey, Gillmore, Balassone,
Gutiérrez, & Hartway, 1997); and preventing depression in low-income, inner-city pregnant
women (Cunningham & Zayas, 2002). Although a prevention framework requires focusing
on a problem, it need not be at odds with a strengths-based approach to practice. As we de-
scribe later, strengths-based and empowerment-oriented strategies are features of many pre-
vention groups.

Understanding Risk and Protection

Second, research-based knowledge of the correlates and causes of a problem is necessary for
effective prevention. In a prevention framework, factors associated with positive outcomes
are known as protective factors, whereas factors associated with negative outcomes are
known as risk factors. Population-based studies are required to demonstrate that an associa-
tion exists between a risk or protective factor and an outcome. However, status as a risk or
protective factor does not imply that a causal relationship exists between the factor and the
outcome. Some risk and protective factors simply indicate increased prevalence of an out-
come for one subgroup relative to others.

For example, research indicates that students from certain ethnic groups have a higher
rate of school dropout relative to the overall population of students (Richman & Bowen,
1997). Ethnicity does not, however, cause dropout. Knowledge of a risk factor identifies a
potential need for prevention aimed at specific subgroups. But it does not necessarily indi-
cate how prevention should proceed. Moreover, research results from a population-based
study do not automatically apply to a particular locality (Fraser, Randolph, & Bennett,
2000). Thus a school social worker might use population-based information about risk of
dropout to guide further inquiry into the prevalence of dropout in her own community (e.g.,
by reviewing local data or surveying consumers). Suppose this inquiry identified Latina girls
as a subgroup at increased risk of dropout. This knowledge, by itself, would not be suffi-
cient to plan an effective prevention group.

To distinguish a risk indicator, such as ethnicity, from risk and protective factors that
play a causal role, researchers must conduct theoretically driven longitudinal studies (Fraser,
Randolph, & Bennett, 2000; Rutter, 2001). This kind of study yields knowledge about risk
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and protective processes, that is, how risk and protective factors interact over time to influ-
ence outcomes. Such knowledge informs prevention programs that aim to interrupt a risk
process or promote a protective process. Consistent with an ecological–developmental per-
spective, a prevention framework directs attention to factors at multiple system levels, to the
interaction of person and environment, and to variability across the lifespan (Farmer &
Farmer, 2001).

Suppose the school social worker interested in dropout prevention for Latina girls re-
views theoretical and research literature to discover what is known about a risk process for
dropout. She can use tools such as focus groups with adolescents and their parents to verify
whether the risk process operates in her community. She can also use this information to
plan prevention. Information about a local risk process might indicate a need to focus on
culturally based themes to prevent dropout instead of focusing solely on academic skills
(Peeks, 1999). Similarly, this information might indicate a group format over individual
counseling.

For example, Peeks (1999) described a group for middle school girls who evidenced
acting-out behavior at school and low academic motivation (risk factors for dropout).
Drawing on theory and prior research, Peeks identified cultural themes (e.g., family, respect,
sex role expectations) that reflect key values in many Latino communities and that provide
many Latina adolescents with a foundation for a strong identity. However, such values may
interact with values of the dominant culture in ways that increase risk for some Latina ado-
lescents. Latina adolescents may struggle to balance competing values (e.g., a desire for
greater independence and individualism fueled by exposure to the dominant culture versus a
wish to respect the family and adhere to traditional sex roles). Using information about this
potential risk process as a starting point, Peeks described gathering information to verify its
relevance for a particular group of girls. Peeks also noted that a group format was better
suited than individual counseling to help girls negotiate competing values, because it permit-
ted them to “discuss (common) cross-cultural conflicts ... and develop better decision-mak-
ing skills” (1999, p. 141).

Research on risk and protective processes is available for many outcomes of interest
to social workers (Fraser, 1997; Mrazek & Haggerty, 1994). To be sure, the amount and
quality of evidence vary across populations and functional domains. Especially lacking is
knowledge about risk and protection for vulnerable groups (e.g., females, people of color,
older adults) and subgroups (e.g., Latina girls of Mexican origin versus Latina girls of
Nicaraguan origin). When research-based knowledge of risk and protection for a particu-
lar subgroup is available, it should guide the development of prevention programs. For
example, results of one study suggested that macro-level factors related to gender, race,
ethnicity, and class interacted in distinct ways for African American versus European
American young women to influence condom use (Gutiérrez, Oh, & Gillmore, 2000). The
authors argued that prevention aimed at these subgroups must take such differences into
account. As researchers and practitioners develop and implement prevention groups, they
should also keep in mind that research-based knowledge of risk and protective processes
reflects what is thought to be true for a population, not necessarily what will be true for
a particular individual or family.

Interrupting Risk and Building Protection

Third, researchers and practitioners, often in collaboration with consumers, develop inter-
ventions designed to interrupt risk processes or promote protective processes. For example,
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research reveals a link between a harsh parenting style (risk factor) and child aggression
(outcome). Multiple individual, family, and contextual factors contribute to the risk process.
A key element involves parental modeling and reinforcement of a harsh approach to solving
problems, which increases the likelihood that a child will fail to learn alternative,
nonaggressive strategies for solving problems and will display a higher level of aggression
relative to peers. A large body of research suggests that harsh parenting plays a pivotal role
in a risk process that can lead to conduct disorder, academic failure, and delinquency. Based
on this research, practitioners and researchers have developed and tested prevention efforts
that emphasize building parenting skills to interrupt this risk process (Kazdin & Weisz,
1998). Many of these rely on, or include, a group component. As we describe later, a group
format is ideal for helping members learn with and from each other to develop specific
knowledge and skills.

Assessing the Effectiveness of Prevention

Fourth, and consistent with an evidence-based approach to social work practice (Gambrill,
1999; Rosen & Proctor, 2003), a prevention framework emphasizes a need to assess the in-
tended effects of interventions. For example, parenting-skills training groups have been
shown in multiple rigorous research studies to result in more competent parenting (short-
term effect) and sustained lower levels of child aggression (long-term effect; Kazdin &
Weisz, 1998). Assessing intervention effects should also include attention to differential ef-
fects across diverse population subgroups defined by factors such as age, gender, or cultural
background, as well as unintended effects and iatrogenic effects (NIMH, 1998). As an ex-
ample, researchers from the Metropolitan Area Child Study Research Group (MACSRG,
2002) found that the effects of a school-based violence prevention program differed across
communities. The program was delivered in schools serving low-income, inner-city neigh-
borhoods and in schools serving neighborhoods that were poor but that had relatively more
resources for families and children. Participants in the latter group of schools displayed
lower levels of aggression at posttest, whereas participants from low-income inner-city
neighborhoods displayed higher levels of aggression at posttest.

An Example of a Social Work Prevention Group

The work of Richey and colleagues (1997), who developed a group-based intervention
aimed at preventing HIV infection in adolescents, exemplifies many of these ideas. The
authors reviewed research on the prevalence and correlates of HIV/AIDS to identify youth in
detention facilities as a subgroup at high risk of infection. Research also highlighted risk and
protective factors to target, including accurate information about HIV, attitudes about per-
ceived vulnerability to HIV, and “beliefs about the short-term consequences of condom use,
such as how easy or uncomfortable they are to use” (p. 75). Knowledge of adolescent devel-
opment and of social learning and social cognitive theories suggested that a group format
was especially suitable for teaching relevant knowledge and skills. Group sessions provided
opportunities for adolescents to learn about and practice four skill steps to increase their
ability to negotiate condom use with partners. The first step, “think it up,” (Richey et al.,
1997, pp. 75–76) included thinking about the goal of condom use relative to a particular sit-
uation, formulating ways to bring up the topic with a partner, and anticipating potential
partner objections. In the “bring it up” step (p. 76), teens developed and practiced alterna-
tive ways (i.e., “opening lines”) to initiate a discussion about condom use. Richey and col-
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leagues also incorporated content and process features into the program to improve general-
ization of skills beyond the group, for example, using the power of natural consequences.

Levels of Prevention

Public health distinguishes three levels of prevention: universal, selective, and indicated
(NIMH, 1998). Universal prevention is aimed at an entire population or population sub-
group (e.g., all school-age children, all new mothers). Selective prevention targets individu-
als who have been identified as being at heightened risk of developing a problem or disorder.
Indicated prevention efforts are aimed at “high-risk” individuals who may display symp-
toms of a disorder but who do not display full-blown problems—for example, symptomatic
individuals who do not meet diagnostic criteria for a mental disorder. Indicated prevention
may also be aimed at individuals with a diagnosis, with the aim of preventing comorbidity
(NIMH, 1998).

Our focus in this chapter is on universal and, especially, selective prevention. Indicated
prevention is often considered to be synonymous with treatment, and other chapters of this
volume describe treatment groups. Although our focus is not on treatment, groups aimed at
the amelioration of existing problems may also serve a prevention function and prevent fu-
ture problems because they interrupt a risk process (NIMH, 1998). We believe practitioners
will be more effective if they keep a prevention framework in mind as they plan and imple-
ment treatment groups.

Universal Prevention

All members of a population are eligible to participate in a universal prevention group.
Membership is not based on increased risk. Universal prevention groups frequently aim to
build knowledge and skills in members or to instill members with values, attitudes, or beliefs
(e.g., Weisz & Black, 2001). Examples of group-based approaches to universal prevention
for children include providing tobacco education or sex education content in health classes.
To be effective, universal prevention groups should be tied to a risk or protective process
that is grounded in theory and research. Evaluating effectiveness is critical. Universal pre-
vention targets especially serious problems and, because all population members participate,
universal prevention can be expensive. If ineffective, universal prevention wastes resources,
and serious problems are not addressed. For example, Drug Awareness and Resistance Edu-
cation programs have been widely used for many years to prevent youth substance use
despite lack of evidence of their effectiveness (U. S. Public Health Service, 2001).

At the direct practice level, social workers are often involved in planning and facilitat-
ing universal prevention groups. Often, they work with existing groups that continue to
function after the prevention program is completed. This type of group contrasts with many
social work groups that come together for a specific purpose. Good examples of prevention
with an existing group are violence prevention programs, such as problem-solving skills-
training programs, delivered to all students in a classroom (McGinnis & Goldstein, 1997;
Nash, Fraser, Galinsky, & Kupper, 2003). This approach to universal prevention has several
advantages. Typically, in an existing classroom, group norms (e.g., classroom rules) are in
place, roles are well defined, and cohesion is high. Beyond introducing him- or herself and
describing the purpose of the group, a school social worker may need to devote little time to
group-building activities. Thus a classroom-based skills-training program can begin with a
presentation on a particular problem-solving skill (e.g., self-talk, accurate interpretation of

180 APPROACHES RELATED TO PURPOSE



others’ intentions, brainstorming responses for reaching goals). The class can watch a dem-
onstration of the skill or of problems that arise when a skill is lacking (e.g., the conse-
quences of interpreting another person’s actions as hostile when they were actually benign).
Activities such as role plays allow students to learn and practice skills in the setting in which
they will need to use them. Generalization is increased because fellow students are familiar
with targeted skills and vocabulary (Hansen, Nangle, & Meyer, 1998).

Moving beyond direct practice, social workers can advocate for an increase in the avail-
ability of empirically based universal prevention groups and can improve access to such
groups. For example, a social worker might testify before a school board and use research re-
sults to demonstrate a need for sex education groups in high schools. Advocacy by social work-
ers can increase attention to the cultural competence and gender sensitivity of group-based uni-
versal prevention programs to insure that the content and process fit the needs and strengths of
diverse subgroups (Bernal & Scharrón-Del-Río, 2001; Spencer, Lewis, & Gutiérrez, 2000).

Selective Prevention

Selective prevention programs are aimed at individuals who, relative to the population at
large, are at heightened risk of developing a problem. The goal is to interrupt an emerging
risk process by reducing risk factors or building protective factors. A benefit of selective pre-
vention is the decreased cost of providing an intervention to a carefully selected subgroup
instead of providing it to all population members. Additionally, selective prevention can be
tailored to fit a particular group of individuals (Fraser, Randolph, & Bennett, 2000). Exam-
ples of selective prevention groups include parenting classes for pregnant adolescents (Work-
man & Brewer, 2002), groups for Latina adolescents aimed at building self-identity (Peeks,
1999), and groups designed to prevent depression in pregnant low-income inner-city women
(Cunningham & Zayas, 2002).

Skill-building groups were one element of a selective violence-prevention program that
targeted risk factors at multiple system levels (MACSRG, 2002). All students in a sample of
schools serving low-income neighborhoods in Chicago and Aurora, Illinois, received a class-
room-based (universal) prevention program aimed at teaching problem solving. In addition,
subgroups of students at each school were selected to receive enhanced skills training in a
small-group format. Small groups focused on changing beliefs about aggression and on
building prosocial peer interaction skills. Students were chosen for the selective prevention
groups based on scores on peer and teacher ratings of aggressive behavior.

A challenge in effective selective prevention is to identify accurately participants who
are at heightened risk (i.e., screening). Heightened risk may not be due to individual and
family factors alone. Societal factors, such as poverty and oppression, increase risk for spe-
cific subgroups in the United States, for example, African Americans, Latinos and Latinas,
and other persons of color, girls and women, persons with disabilities, and sexual minorities.
Selective prevention groups with individuals from these subgroups are likely to be more ef-
fective if contextual, as well as individual, factors are targeted (Cunningham & Zayas,
2002; Gutiérrez et al., 2000).

USING SOCIAL WORK GROUPS FOR SELECTIVE PREVENTION

Group work is well suited for selective prevention with individuals who are at heightened
risk of developing problems. Certain group phenomena lend themselves naturally to prevention
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because they promote protective processes. For example, a well-planned and well-facilitated
group creates an experience of belonging, shared meaning, and community for members
(Malekoff, 2001). The group setting permits experiential, interactional, and vicarious learn-
ing, along with opportunities to apply knowledge and practice skills (Rose, 1998). It pro-
vides a chance to receive support, feedback, and confrontation from peers. Equally, it offers
a chance to give support, feedback, and confrontation to peers. The group creates a normal-
izing experience (e.g., for participants from a marginalized population) to avoid and counter
effects of stigma, oppression, and discrimination (Peeks, 1999). Many of these opportunities
and experiences are difficult, if not impossible, to provide in individual-focused interven-
tions.

Social workers can increase the effectiveness of selective prevention groups by inten-
tionally incorporating a prevention framework into practice. As a starting point, social
workers can recognize that an ecological-developmental perspective, which guides much of
social work practice, also informs a prevention framework. This perspective highlights three
practice principles that are especially pertinent for selective prevention groups. First, im-
proving person–environment fit is a promising strategy for preventing mental health and
psychosocial problems. Second, selective prevention groups should reflect awareness of the
variability of human experience across the lifespan. Third, a prevention framework notes
that mental health and psychosocial outcomes differ across cultures with respect to concep-
tualization, etiology, and course (Mrazek & Haggerty, 1994; NIMH, 1998). Thus attention
to culturally competent practice is key in effective prevention.

Person–Environment Fit

Theoretical understanding of a phenomenon such as person–environment fit precedes effec-
tive interventions aimed at influencing the phenomenon (Kazdin, 2000). For example, many
selective prevention groups use a cognitive-behavioral approach to improve person–environ-
ment fit (e.g., Cunningham & Zayas, 2002; Franklin & Corcoran, 2000; Fraser, Nash, et
al., 2000; Richey et al., 1997). These groups help members to recognize their own cognitive-
behavioral styles—that is, how they perceive, interpret, and respond to information from
the environment—and to understand how one’s style influences one’s actions (Crick &
Dodge, 1994). A goal of such groups is to build the capacity of members to understand,
negotiate, and change their environments and to promote individual-level change in mem-
bers. For example, the group model described by Richey and colleagues (1997) focused on
changing adolescents’ beliefs about condom use (individual change) and on equipping ado-
lescents to negotiate condom use with a partner (environment change). The goal was to in-
crease use of condoms and reduce risk of STDs.

Group work is often ideal for such an approach to selective prevention. The group
milieu, if carefully planned, approximates the social ecologies of members. Activities such as
role plays permit members to learn concepts (e.g., how beliefs influence behavior) and to
practice skills for influencing the environment (Hansen et al., 1998). In addition, members
can practice newly learned skills outside the group and review their success at subsequent
meetings.

Human Development

Research-based knowledge of human development should guide the timing, content, and
procedures of selective prevention groups (Fraser, Randolph, & Bennett, 2000; Farmer &
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Farmer, 2001; MACSRG, 2002). For example, a problem-solving skills-training group may
prevent conduct problems for children who are socially rejected by peers (Fraser, Nash, et
al., 2000). Research on cognitive development in children and on the age at which social
problem-solving skill deficits become a critical risk factor suggests that this strategy is espe-
cially important for third- through sixth-grade students. Knowledge of specific skill deficits
that increase risk for children at this age indicates that the group should include content on
hostile attribution bias and beliefs that legitimize aggression (Crick & Dodge, 1994). Re-
search on possible iatrogenic effects of groups composed solely of at-risk children (especially
young adolescents) suggests that the group should also include socially competent students
(Dishion & Andrews, 1995; MACSRG, 2002).

Knowledge of predictable developmental transitions (e.g., puberty, retirement) also
guides the development of selective prevention groups. Transitions can be “points of vulner-
ability” but also points of “growth and opportunity” (NIMH, 1998, chap. 2). As an exam-
ple, a school social worker might provide a group for fifth-grade girls to promote a success-
ful transition to middle school.

Culturally Competent Practice

Similar to all social work practice, cultural competence is key to effective prevention,
whether universal, selective, or indicated. In recent years, a multicultural framework has
emerged to guide culturally competent social work practice (e.g., Spencer et al., 2000) and
research (e.g., Uehara et al., 1996). It is beyond the scope of this chapter to describe this
framework in detail. Instead, we mention three features of a multicultural framework that
are especially relevant to prevention groups.

First, a multicultural framework emphasizes a need for practice “to be flexible in ad-
dressing the dynamic changes and processes of the future” (Spencer et al., 2000, p. 143).
From the broad macro level to the local level, change is ongoing in the systems (e.g., social,
political, demographic, and economic) that make up the environment of consumers, practi-
tioners, and researchers. For example, the events of September 11, 2001 altered the political,
social, and economic landscape of the United States. Individuals and families in the areas di-
rectly affected by the attacks, especially New York City, experienced physical and psycho-
logical trauma that may have lasting effects. Collectively, such effects may alter the local
psychosocial environment. Across the country, individuals, families, and communities of
perceived Middle Eastern background may be more likely to experience discrimination in
housing, employment, and immigration. They may also be at greater risk of being victims of
violence. On a broader scale, an apparently open-ended war on terrorism may alter day-to-
day life for many. It is also likely to divert resources from human services and limit the avail-
ability of supports for vulnerable groups. The economic recession that began in 2001 also
contributed to increased vulnerability for many individuals, families, and communities. To
the extent that selective prevention groups aim to help members understand and effectively
influence the environment, it is key that practitioners and researchers remain attentive to en-
vironmental change and flexible in developing and applying knowledge about risk and pro-
tection.

A second element of a multicultural framework highlights “the importance of language
used in instruments of assessment and intervention” (Spencer et al., 2000, p. 145). As de-
scribed later, screening potential members is a defining feature of selective prevention.
Screening lacks relevance and produces results that include an increased amount of error if
procedures and instruments are not understandable or fail to reflect concepts that are cultur-
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ally meaningful to consumers. For instance, Land and Hudson (1997) described a need to
reconceptualize and develop new measures of depression, distress, and coping in a study of
Latina AIDS caregivers. Existing measures reflected mainstream conceptualizations of these
variables. They did not capture dimensions that were meaningful to the study’s participants,
even when measures were carefully translated. As an example, Land and Hudson identified
strategies that were common in many Latino subcultures, such as “using herbal remedies or
visiting an indigenous healer” (p. 240), that existing measures of coping failed to tap. Simi-
lar to the language used in screening and assessment, a prevention group is likely to be more
effective if language used during the group sessions reflects the culture and background of
members.

Finally, a multicultural framework emphasizes a need to include “the community’s
perspective in assessing problems and resources” (Spencer et al., 2000, p. 144). Risk, protec-
tion, and problems are abstract concepts whose conceptualization and meaning may vary
across cultures, by gender, and from individual to individual. Collaboration with community
members is necessary to gain understanding of cultural differences and of shared meaning.
This should occur at all phases of prevention, beginning with research on risk and protec-
tion to program design and testing through implementation and evaluation of a prevention
group (Land & Hudson, 1997; Uehara et al., 1996).

PLANNING SELECTIVE PREVENTION GROUPS

All groups are thought to progress through distinct phases of development, and an under-
standing of group development increases the effectiveness of a facilitator (Galinsky &
Schopler, 1989; Northen & Kurland, 2001; Toseland & Rivas, 2001; Tuckman & Jensen,
1977). Although all phases of group development are important, our focus is on the earliest
phase: planning. We believe that careful and informed planning is central to the success of a
selective prevention group. Moreover, planning a selective prevention group involves a set of
steps that may not occur during the planning process of other types of social work groups.

Identifying the Target of Prevention

A key step in planning a selective prevention group is to identify the target population sub-
group, based on risk status, and to define key desired outcome(s). Population-based re-
search, practice experience, and knowledge of local conditions should guide this process
(Fraser, Randolph, & Bennett, 2000; Farmer & Farmer, 2001; MACSRG, 2002). There is a
wealth of research-based information that practitioners can use to identify subgroups likely
to be at heightened risk of a particular problem. Examples include information on risk for
(1) problems affecting youth, including child maltreatment, violence, substance use, high-
risk sexual behaviors, suicide, and school dropout (Fraser, 1997; McWhirter, McWhirter,
McWhirter, & McWhirter, 1998; for youth violence, see also Loeber, Farrington, Stouthamer-
Loeber, & Van Kammen, 1998; U.S. Public Health Service, 2001); (2) mental disorders
across the lifespan (NIMH, 1998); and (3) domestic violence (Meuer, Seymour, & Wallace,
2001). Information about the prevalence of a problem and the nature and severity of its im-
pact on individuals, families, and society is particularly relevant in planning a selective pre-
vention group (Mrazek & Haggerty, 1994).

Collaborating with consumers to define problems and desired outcomes is likely to
increase consumer engagement and participation, cultural competence, and effectiveness
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(Spencer et al., 2000). Mental health and psychosocial outcomes are typically conceptual-
ized and measured from a European American, middle-class perspective (Bernal & Scharrón-
Del-Río, 2001). Selective prevention is unlikely to be effective unless practitioners under-
stand how members think about concepts that represent targeted outcomes or risk and
protective factors. For example, Peeks (1999) described a group aimed at helping bilingual
Latina adolescents develop a positive sense of self-identity (a protective factor). During an
early group meeting, the bilingual group leader elicited a member’s understanding of a par-
ticular concept:

[A] teen used the word “confianza” (which depending on the context, can mean trust or self-
confidence) to describe her expectations about the group. To elicit clarification, the therapist
asked in Spanish: “What does confianza mean to you and can you provide an example?” (p. 145)

This strategy helped the group leader to understand how this adolescent viewed a concept
that was central to self-identity, using the adolescent’s first language.

Identifying a Risk Process and Strategies to Interrupt Risk
or Build Protection

Planning a selective prevention group involves review and synthesis of research on presumed
risk factors and processes. By articulating a risk process, a researcher identifies how a com-
bination of risk factors operates to produce a problem. Thus strategies can be designed to
interrupt the risk process and prevent the problem. For example, Cunningham and Zayas
(2002) postulated that individual cognitive-behavioral attributes, social network character-
istics, and level of knowledge of child development interact to increase risk of depression for
new ethnic-minority mothers from low-income inner city neighborhoods. Based on this
framework, the authors described a multimodal program that aimed to prevent depression
by teaching cognitive-behavioral skills, developing social networks (e.g., through case man-
agement and teaching self-advocacy), and providing psychoeducational information on
child development.

Often, information on understanding and interrupting a risk process is presented in a
manualized format to guide a prevention group (Fraser, Nash, et al., 2000; Greenberg,
1996; Grossman et al., 1997). There is debate about the advantages of using manuals in
group work (Kazdin, 2000; Malekoff, 2001). Some writers argue that manuals are necessary
to specify key content and procedures. Others believe that manuals remove the spontaneity
and power from group work that account for its effectiveness. It is important to note that
some manuals seek a balance by presenting core content and procedures while delineating
how practitioners can adapt the content and procedures to meet local conditions and char-
acteristics of a particular group (Fraser, Nash, et al., 2000).

Many empirically based and manualized prevention programs that utilize a group mo-
dality were tested on samples composed of mainly European American, often male, partici-
pants (Bernal & Scharrón-Del-Río, 2001). Fortunately, this methodology is changing, and
studies increasingly include diverse samples (e.g., MACRSG, 2002). Practitioners face a di-
lemma when planning a selective prevention group for a population subgroup whose mem-
bers have not been included in research. Some researchers argue that using an empirically
based approach to prevention (e.g., in manual format) is always preferable, even for mem-
bers of a subgroup who were not represented in effectiveness research. Others disagree and
argue that there is an urgent need for collaborative research with diverse populations to cre-
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ate knowledge that will guide empirically based and culturally competent prevention (Bernal
& Scharrón-Del-Río, 2001).

Screening Potential Members

Identifying individuals at heightened risk of developing a problem is a distinguishing feature
of selective prevention (NIMH, 1998). Selective prevention wastes resources if it is provided
to individuals who are not at heightened risk, and such individuals do not need the service.
On the other hand, individuals who already evidence a problem are unlikely to benefit from
a selective prevention group, and their presence may undermine the success of others. In
general, selective prevention groups should include only individuals who have been identi-
fied as being at heightened risk. However, there are important exceptions to this principle.
For example, there is evidence that homogeneous groups of adolescents who display in-
creased levels of aggression relative to peers, or who simply believe in the value and efficacy
of aggression to solve problems, can result in increased problem behavior for members
(Dishion & Andrews, 1995; MACSRG, 2002). Thus selective prevention groups that target
chronic aggression and related problems should include socially competent members, for
example, members who value and routinely use nonviolent problem-solving strategies (Fra-
ser, Nash, et al., 2000). Researchers and practitioners who adopt such an approach have an
ethical responsibility to insure that (1) socially competent adolescents will not experience
harmful effects from participating in the group and (2) there is a reasonable likelihood that
socially competent adolescents will experience tangible benefits from participating (e.g., in-
creased problem-solving skills).

Screening begins as a practitioner becomes aware that certain individuals appear to
be at heightened risk of developing a particular problem. In practice settings, potential
candidates for a selective prevention group might come to the attention of a practitioner
via observation, expression of consumer interest, and referrals from professionals or fam-
ily members. For example, suppose a social worker in a health clinic for seniors is ap-
proached by a consumer with concerns of feeling isolated. Suppose, further, that the so-
cial worker has observed other seniors who seem to be experiencing similar feelings. The
result would be a pool of seniors for whom a group aimed at preventing depression might
be indicated. Instead of simply offering a group to, say, the first eight seniors who appear
to be at risk, a prevention framework highlights the importance of using additional
screening procedures to identify those seniors who are at heightened risk of depression
(but not in need of immediate treatment) and who are most likely to benefit from a pre-
vention group.

Screening works best when practitioners use reliable and valid assessment procedures
and instruments (Mrazek & Haggerty, 1994; NIMH, 1998). A growing number of tools are
available to social workers for assessing risk and protective factors at multiple system levels
(e.g., individual, family, neighborhood) related to a range of problems (see, e.g., Blythe &
Reithoffer, 2000; Corcoran & Fisher, 1999; Fraser 1997). However, there is a continuing
need to develop culturally sensitive, reliable, and valid measures of risk and protection. In
addition to formal measures, practitioners can use information from other sources, such as
interviews with consumers and family members, to assess risk level. Attention to culture
when using a particular assessment tool or procedure is key (Land & Hudson, 1997;
Spencer et al., 2000). Similar to other research, research on developing measures has often
depended heavily on samples of European American middle-class males. The validity of
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such measures when used with other groups is questionable (Bernal & Scharrón-Del-Río,
2001).

Planning an Evaluation

Evaluating the short- and long-term effects of intervention is fundamental to a prevention
framework (Mrazek & Haggerty, 1994; NIMH, 1998). Thus planning a selective prevention
group should include identifying procedures for assessing the impact of the group. Evalua-
tion follows from screening, because the same factors that operate in a presumed risk pro-
cess should change as a result of participating in the prevention group. For example, partici-
pants in a selective group aimed at preventing child aggression by building parenting skills
should be screened into the group due to a risk factor, such as harsh parenting practices. If
the group is effective, parenting practices will change over the course of the group. A strat-
egy for assessing whether this occurs is to develop a single-case study for each group partici-
pant (Abell & Hudson, 2000). This provides information on whether parenting practices
change from baseline and is an example of assessing the short-term (proximal) impact of the
group. The ultimate goal of the group, to prevent child aggression, implies a need to use
measures of behavior (e.g., parent, child, and teacher reports) during and beyond the life of
the group.

Collaboration is important if the evaluation is to be meaningful to group members
(Spencer et al., 2000). Practitioners who use an existing assessment tool for initial screening
may wish to discuss its content and format with participants with the aim of adapting it for
use as a measure of the outcomes of a prevention group. For example, a measure of
parenting practices might be changed, perhaps by adding items that reflect a parent’s view of
what needs to change about his or her parenting practices (e.g., tone or volume of voice) or
of what he or she does well. Group members might also develop novel procedures for assess-
ment, for example, putting a coin in a piggy bank every time a parent–child interaction goes
well. Evaluation should always include meaningful indicators of members’ perceptions of
the group itself (e.g., relevance of material, comfort level with format and process, overall
satisfaction).

USING RECREATION AND SOCIAL GROUPS
FOR SELECTIVE AND UNIVERSAL PREVENTION

Kazdin (2000) noted that everyday social and recreational activities often have therapeutic
effects, and as such, practitioners and researchers need to broaden their view of what is an
intervention. In this spirit, it may be useful for social workers to assess the potential preven-
tative effects of social and recreational groups. Examples of such groups include sports
teams, scouting, church groups, theatre groups—the list is virtually endless. These groups
may fall outside the realm of group work as traditionally conceptualized (Toseland & Rivas,
2001). But they serve a preventative function whenever members engage in activities that
build protective factors or reduce risk. For example, adolescent girls may gain protective
factors (e.g., peer interaction skills, internal locus of control) by playing on a soccer team
(Kazdin, 2000). Recreational and social groups may foster members’ interpersonal net-
works, from which they obtain and give instrumental and affective support. For children
and adolescents, such groups may serve a preventative function by decreasing the amount of
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unsupervised time available for engaging in deviant activities, although this protective effect
depends on group norms about deviant behavior (Hawkins, Catalano, & Miller, 1992). So-
cial and recreational groups often provide youths with opportunities to develop a positive
relationship with a caring adult, and such a relationship can serve as a protective factor for a
child or adolescent (Werner, 1992).

Social workers can incorporate recreational and social groups into prevention-oriented
practice by linking participants to groups, identifying and removing barriers to participa-
tion, and advocating for increased availability of such groups. To increase the likelihood
that group membership will lead to desired outcomes for a particular individual, knowledge
of research and assessment of a particular person–environment situation should guide such
an approach. Most important, membership in a group should reflect the interests of the con-
sumer.

FUTURE DIRECTIONS

A prevention framework serves as a promising guide for social workers interested in devel-
oping, implementing, and evaluating group-based interventions aimed at improving the
mental health and psychosocial functioning of children, adolescents, and adults. A substan-
tial body of research-based knowledge already exists to guide prevention-oriented group
work. This includes knowledge of the nature and origins of problems, disorders, and desired
outcomes, as well as knowledge of risk and protective processes thought to affect outcomes.
It also includes research results on effective prevention programs that use a group format.

To fulfill the future promise of prevention, social workers will need to become more
familiar with and use this knowledge base as they plan, implement, and evaluate the ef-
fects of prevention groups. Peer-reviewed journals in social work and other fields make
up the primary repository of this knowledge base. However, selected Internet websites
also provide high-quality information on issues such as risk and protection in selected
populations, screening, and empirically supported group-based interventions. Examples
include the sites of the American College of Preventive Medicine (ACPM, n.d.), the Office
of Juvenile Justice and Delinquency Prevention (2001), and the Prevention Institute (http://
preventioninstitute.org).

Greater use of the prevention knowledge base can lead to more effective social work
groups. For instance, the ACPM website includes information on reliable and valid tools for
assessing risk status for problems such as depression and family violence. Such information
can help social workers screen into a selective prevention group members most likely to ben-
efit from it and screen out those who do not need the intervention and those who need more
intensive treatment.

A key challenge is for social workers to participate more fully in the building of a pre-
vention knowledge base. Currently, a great deal of prevention science occurs in disciplines
other than social work, for example, medicine, psychology, and criminology. Social workers
should continue to use knowledge from these and other fields to guide prevention groups.
However, social work researchers and practitioners can make important contributions to the
prevention knowledge base. This is especially true for approaches to prevention that rely on
a group format. Culturally relevant research on risk and protection that highlights strengths
and empowerment—in addition to problems and disorders—may yield better knowledge
about risk and protective processes that affect outcomes. It can also increase understanding
of how participating in a group interrupts risk, builds protection, and leads to better out-
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comes for group members. In short, prevention-oriented research in social work can in-
crease our ability to demonstrate and replicate the healing power of groups.
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Part IV

Group Work Approaches
Related to Setting

As we stated in the introduction to this book, groups are offered in all of the kinds
of agencies in which social workers are employed to directly help people having personal
difficulties. Although some ways of working may be used with all groups, other ways are id-
iosyncratic to the kinds of problems addressed. Some models of practice may also be more
effective with one type of problem than another. We have chosen for this section a set of
fields of practice that we believe represents a broad array of types of practice and includes
those that are most often written about and included in group work curricula.

In this section, therefore, we have asked writers who are experts in the use of group
methods with particular populations to discuss the methods and models most appropriate
for use with those populations. Some of these populations are defined by age of members
and some by a type of problem. In addition, some categories, such as “involuntary groups,”
demonstrate how to work with several types of problems such as those experienced by in-
mates of prisons or by perpetrators of family violence.

The first chapter in this section (Chapter 11) focuses on groups for persons dealing with
either mental or physical illness or both, as we believe that many mental illnesses relate to
physical conditions and many physical conditions create emotional problems. In addition,
there are some commonalities in ways of helping people who suffer from a disability,
whether this disability is defined as “mental” or “physical.”

Chapter 12 presents ways of working with involuntary group members. This is espe-
cially important for social workers who often serve group members who are “forced” to
come to the group by the criminal justice system, the family, or an institution such as the
school or workplace.

We have included two chapters that focus on service to children. Chapter 13 presents
the ways that a highly creative practitioner and writer works with children who come to the
group for such prohlems as recovering from trauma, functioning poorly in school, or lack-
ing the skills to form peer relationships. Chapter 14 considers the creation of groups in the
child welfare field to help children with such problems as child abuse or the breakup of their
families.

Chapter 15 discusses the many approaches that have been created to help people over-
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come addiction to substances. Groups are the major form of service for substance abuse,
and they are offered in many ways. Practice principles need to be further developed in this
large field so that practitioners can choose the most effective modality for the type of sub-
stance problem experienced by individuals.

Similarly, most programs that serve older adults offer groups to meet many kinds of
needs, and Chapter 16 presents this array of services. The last chapter in this section, Chap-
ter 17, seeks to turn the attention of group workers to a topic that was important in the
early history of group work, especially in community settings. This was the use of groups to
help people who were involved in intergroup conflicts due to their ethnicity, national ori-
gins, race, religion, social class, or other attributes that can separate people. These kinds of
conflicts occur throughout the world today and lead to a vast amount of human suffering. It
is not an accident that the author of this chapter has been involved in helping Palestinian
and Jewish youth in Israel to deal with conflict in nonviolent ways.
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Chapter 11

Groups in Physical
and Mental Health

GEORGE S. GETZEL

At the beginning of a new century, it is quite appropriate for the domain of this
chapter to show disregard of the Cartesian mind–body dichotomy by simultaneously ad-
dressing health and mental health as a focus for social work with groups. The aforemen-
tioned historic separation reflected long-standing conceptual and proprietary issues that
have been decisively challenged by biological research that has focused on the human
brain and its complex biological-chemical-physical processes linked not only to gross mo-
tor and autonomic functions but also to the complex emotional and cognitive functioning
long thought outside the range of vigorous scientific inquiry and applications (Haken,
1996).

Psychiatrists have begun to pay homage to the mental health consequences of physical
illnesses, as evidenced by the new diagnostic category, described globally as “Psychological
Factors Affecting Medical Conditions,” found in the Diagnostic and Statistical Manual of
Mental Disorders (American Psychiatric Association, 1994, p. 675). Psychological factors
may worsen a medical condition and/or significantly influence the course of its treatment.
Medical illnesses and their treatments may create emotional reactions and physiological
stresses. Persons with preexisting psychiatric conditions may experience exacerbations of
symptoms related to either medical or psychiatric conditions.

This chapter presents historical perspectives on perennial conceptual issues in social
work practice with groups in health settings. The nature of contemporary group work prac-
tice is examined. A specific conceptual framework for social work practice within health
care setting is delineated, emphasizing the concepts (1) uncertain conditions, (2) crisis situa-
tions, (3) identity concerns, and (4) redistributional justice. Extensive case illustrations are
presented in support of the framework.
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HISTORICAL PERSPECTIVES

Bartlett (1961), in her magisterial overview of social work in health care, forecasts the
emerging importance of group work for medical social workers. The use of group work in
health care, which was at first cautiously approached, gained momentum in hospitals and
community-based health care settings in the 1960s. Similarly, group treatment has become a
core modality in the treatment of severe mental illness, alcoholism, and behavioral disor-
ders.

After Bartlett’s opening to the group work method, Frey (1966) undertook the first
comprehensive examination of the value and utility of group work in health care settings.
Frey suggested that the nature and function of groups used by social workers arise out of the
particular goals of hospitals and organizations under whose auspices the groups fall. Group
workers need to develop a deeper understanding of the organizational processes of the set-
tings that affect the well-being of patients (the older term used for consumers) and of the
goals pursued by the health care systems that reflect the concerns of persons seeking assis-
tance. The organizational context, referred to as the “outer group” by Homans (1950), be-
comes a crucial point of consideration and intervention in forming and developing the small
group or the “inner group” led by a group worker in a health care setting.

The establishment of group work services in complex health care organizations entails
coordinated activities identified by Schwartz (1961) as parallel processes to the ongoing ac-
tivities of the members and the group as a whole. Staff and administrators (members of an
outer group) are usually wary, if not suspicious, of consumers coming together to express
their needs. The inner group’s expression of need may be seen as unwanted criticism or an-
noying complaints by ill-tempered or ignorant consumers. The “buy in” by staff and rele-
vant administrators is important to the eventual success of a group launched on a terrain of
competing professional statuses and complicated bureaucratic rules and structures.

Despite the difficulties, the last four decades of the 20th century witnessed the increased
use of group work, documented first by Rosenberg and Neil (1982). They noted, in their re-
view of group work in health care settings between 1964 and 1978, an acceleration in the
number of articles describing groups that serve people with specific disease entities, groups
frequently co-led with a physician or nurse in hospital settings. Rosenberg and Neil ex-
cluded articles about group work in psychiatric or mental health settings, following the divi-
sion noted earlier.

EMERGING PATTERNS OF GROUP WORK IN HEALTH SETTINGS

Getzel (1986), reviewing subsequent articles through the early 1980s, reaffirmed an increase
of articles on groups in health care settings, despite the reticence of mainstream overviews of
social work to acknowledge the presence of group work in health settings. In addition to
traditional disease-focused groups co-led by social workers and other health care profession-
als, Getzel noted the emergence of groups that emphasized the reciprocal engagement of the
health care systems to make them more responsive to consumers’ needs and the creation of
emotional support groups of ill persons and their caregivers.

Lonergan (1990) stated that group work in health care settings had a combination of
purposes, including assisting participants with managing physical care, emotional difficul-
ties, and social relations affected by medical conditions. Teamwork was an integral aspect of
the successful use of groups in health care’s interdisciplinary culture. Consumers benefited
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from group participation, as it supported members by buttressing their self-esteem and high-
lighting health care providers’ obligations to respond humanely to individual consumers.

Schopler and Galinsky (1990) saw groups as humanizing health care and giving a more
holistic perspective to consumers’ care, especially because health care had grown more tech-
nologically and organizationally complex, often overwhelming consumers and providers
alike. Contemporary health care was fragmented with a good deal of impersonality, which
may in many instances be a sign of scientific objectivity and organizational efficiency.
Health care in most instances is delivered by one specialist at a time to one patient; group
process seldom is considered as an option or adjunct to the one-to-one service delivery.
Schopler and Galinsky (1990) argued that group work allows for mutual aid and support
and is a cost-efficient means of disseminating information to health care consumers and
their loved ones.

MENTAL HEALTH GROUP WORK IN ISOLATION

Group work in psychiatric settings was viewed as fertile ground in the 1950s (Konopka,
1990; Levine, 1990). Education for group workers in graduate schools typically emphasized
developmental enhancement and citizen participation consonant with students’ presence in
settlement houses, community centers, and other community-based agencies. Historically,
psychiatric settings were the domain and specialization of casework. Psychiatric work had
an great appeal engendered by social work theorists’ infatuations with Freud and Rank. The
few early group workers in psychiatric settings had to contend with caseworkers and other
professionals who were doing group work despite not having been trained in it. This devel-
opment created ideological and turf-based schisms between group work and group psycho-
therapy.

The challenge for group work theory in the 1960s was to define method in such a man-
ner that it encompassed practice in mental health settings. Vinter (1985) presciently articu-
lated that group work must use concepts from the social sciences and psychology to address
social problems such as juvenile delinquency, substance abuse, and domestic violence. He
saw dysfunctional behaviors embedded in social relations that become targets for change
through the power and scope of carefully constructed small-group experience and extra-
group interventions. Vinter and his associates at the University of Michigan began the simul-
taneous tasks of theory building and experimentation (Sundel, Glasser, Sarri, & Vinter,
1985). Their approach followed a vigorous design that entailed careful intake, a thorough
assessment of individual members and of the identified target behaviors to be changed, and
a sequencing of interventions using the specific characteristics of group processes, such as
cohesion, norms, decision making, and activities to change behaviors, as contracted early
with members.

This framework was variously called the Michigan School approach, the remedial ap-
proach, and the rehabilitative and prevention approach. It remains a very useful perspective
for its broad applications and the specificity of its concepts and practice prescriptions. Eval-
uation research is an integral aspect of its philosophy. Cognitive-behavioral approaches fit
easily into the framework. It can be readily applied to problems of health and mental health
(Rose, 1990b). The reciprocal, or interactionist, approach was conceptualized by William
Schwartz (1961, 1994), and its more generalized character presaged the issues of health and
groups in terms now associated with holistic health concepts and environmental medicine.
Schwartz (1994) argued that all human beings, in interaction with all living creatures, seek
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symbiotic union for their immediate survival and well-being and, on a grander scale, that a
species’ survival over time is dependent on its ecological fit with other living things. The
group itself is a means and context for participants to find health, belongingness, and
growth. Schwartz’s ideas continue to influence a range of practitioners, theorists, and teach-
ers (Gitterman & Shulman, 1994).

A REVIEW OF GROUP WORK PRACTICE AND HEALTH

Because there has been so much innovation and turbulence in health care, abetted by rapid
changes in medical technology and in the organization of health care delivery and its fund-
ing, it is useful to look at the group work literature in health care to note emphases and
trends. From even a selective examination of the growing professional literature, it is clear
that considerable evidence shows the creative of use of groups in addressing medical condi-
tions and mental illness. The majority of articles examined came from journals specific to
social work and group work.

Disease-specific groups continued to be a focus of the literature on group work in
health care. For example, sickle-cell disease groups for adults (Butler & Beltran, 1993)
were strongly recommended for persons with this as yet incurable, painful, life-threaten-
ing condition, even though more attention has been given traditionally to support and
psychoeducational groups for children, adolescents, and family caregivers. The group foci
were patient education, support, and task-oriented activities. The themes in the group in-
cluded death anxiety, social isolation, questions of dependency on drugs, and problems
with family and health care providers. Sickle-cell groups were a growing phenomenon
(Kramer & Nash, 1995). Adolescents with sickle-cell disease may come to groups to learn
about the disease, but long-time attenders tend to use groups to work on personal prob-
lems and learn to skills and strategies to deal with difficult life experiences (Telfair &
Gardner, 2000).

Cwikel and Behar (1999), in their review of outcome studies of psychosocial interven-
tion with cancer patients, found individual and group interventions equally helpful, more so
during the treatment phase than at terminal stage, as did Glajchen & Magen (1995) on the
outcomes of community cancer support groups. Duhatschek-Krause (1989) discussed a
support-group-work model for patients with life-threatening illnesses. Group members fo-
cused on strategies of coping with existential concerns, similar to analyses of groups of per-
sons with end-stage AIDS/HIV symptoms and disease (Getzel, 1991; Getzel & Mahony,
1991).

Folzer (2001) saw the importance of group work with mildly brain-injured patients to
learn psycho-social skills that could be practiced in the group. The safety of the peer envi-
ronment allowed for greater candor about symptoms and functional disabilities. Avery
(1998) advocated on behalf of groups composed of women with severe mental illness to in-
troduce a feminist perspective to counter the deleterious effects of the medical model and the
isolation and oppression of women. Special groups for young women with early onset Par-
kinson’s disease have been started (Posen et al., 2000).

Bond and De Graaf-Kaser (1990) reviewed the relative merit of groups in the rehabilita-
tion and treatment of persons with profound mental illness on a fourfold matrix of natural
versus artificial/sheltered environments and experiential versus structured group formats.
They stated that systematic research on traditional group therapy, education groups, self-
help groups, and skill-building groups is rare.
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Camblin, Stone, Merritt, and De Graaf-Kaser (1990) wrote that group work with per-
sons living with chronic mental illness should focus on socialization, problem solving, and
controlling emotional expressions in verbal exchanges in the group. Garvin (1992) argued
that deinstitutionalization of persons with chronic illness lent itself to testing a task-centered
group work approach. There is significant research support for the use of groups that have
structured interventions and a time-limited format with this population. The classical task-
centered model emphasizes on goal formulation and attainment and behaviorally specific
outcomes.

Moore and Starkes (1992) saw the use of group work with mentally ill individuals who
were in institutions for short stays as beneficial in that it maximized their use of available
services in the setting. Group work was identified as an antidote for the toxic effects of a to-
tal institutional environment in a similar way to that recommended by Glassman (1991).
Groups simultaneously provide a therapeutic milieu for solving extant psychosocial prob-
lems and serve as points of contact for patients to address problems they are experiencing in
the institutional environment. The skills of environmental competence and upward and out-
ward influence learned by group members better prepares them for reentry into the commu-
nity.

Roberts and Smith (1994) felt that groups created a sense of community in the psychi-
atric ward and prepared patients better for adaptation to the external community. Lee and
Gaucher (2000) described a comprehensive program using intensive group work interven-
tions with adolescents dually diagnosed as developmentally disabled and mentally ill; an
evaluation indicated significant improvements in social skills.

Armstrong (1990) wrote of the benefit of groups that focused on future plans, practical
concerns, and available resources in assisting the discharge of patients in acute psychiatric
inpatient units; this method differs from that of discharge groups with chronically impaired
patients that heavily focus on feelings of separation and loss. Miller and Mason (1998) de-
scribed the sensitive use of group work with clients who experience their first episodes of
schizophrenia. Grillo-Di Demenico (1990) advocated for educational groups to assist chron-
ically mentally ill persons with occupational issues.

The use of cognitive approaches in groups has been a major theme over the past 10
years. Albert (1994) strongly recommended, for chronically mentally ill older adults, the
use of cognitive therapy groups that used techniques that challenged members’ self-de-
grading images of themselves as mentally ill. Agencies were seen as reinforcing negative
self-concepts by suppressing the discussion of mental illness and its stigma. Cognitive
techniques were judged as consonant with support and socialization in the group (Rose,
1990a).

Rose (1990b) persuasively argued for the integration of careful exposure experiences
to high-anxiety situations into the group as a whole and for group discussion using cogni-
tive interventions for the treatment of agoraphobia. Strong empirical validation for the
approach was noted. Fisher (1995) stated that cognitive-behavioral approaches optimized
results in an outpatient setting and that a combination of disease-recovery and cognitive-
behavioral approaches was more effective in an inpatient setting. Rittner and Smyth
(1999) developed cognitive-behavioral groups for suicidal adolescents that focused on
contracting, identifying triggers for depressive/suicidal ideations, engaging in writing exer-
cises (postcards to the group), and group decision making and activities. Rhodes (1995)
recommended an educational group format for young children in addictive families who
are often overlooked and are at multiple risk for emotional problems and substance
abuse. Cognitive-behavioral techniques have become the primary tools used in AIDS/HIV
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prevention groups with different populations at risk of infection or reinfection (Hackl,
Somlai, Kelly, & Kalichman, 1997; Pomeroy, Rubin, Van Laningham, & Walker, 1997;
Roffman et al., 1997).

Earnshaw(1991) recommended cognitive-behavioral groups for adults on probation in
England who volunteered to participate in a community center program focused on skill
building and resocialization. The initial emphasis of the program and the groups was self-
image, which has been replaced by the here-and-now addressing of lapses in thinking and
reasoning as adults that place the group members at risk for recidivism. This corresponds to
the experience of the use of group work in a probation program for young, violence-prone
male offenders in New York City (Goodman, Getzel, & Ford, 1996).

The AIDS movement continued to make varied use of groups: groups that use a narra-
tive approach (Dean, 1995); groups for persons who are HIV positive (Greene, McVinney,
& Addams, 1993); telephone support groups (Heckman et al., 1999); groups in a homeless
shelter (Mancoske & Lindhorst, 1991) and in a pediatric clinic (Mayers & Spiegel, 1992);
and groups for women (Edell, 1998).

Specific strategies in groups with regressed populations were noted in the literature.
Ryan and Doubleday (1995) described the difficulties in providing mental health services to
isolated, depressed elderly and recommended the establishment of support groups with a so-
cialization function and a topical psychoeducational emphasis. With time and determined
professional guidance, such groups can take on a therapeutic character. Group members em-
power themselves and make demands on the worker to address more long-term emotional
and personal concerns.

Lynn and Nisivoccia (1995) wrote that little emphasis was placed on the use of pro-
gram activities with persons with chronic mental illness and suggested that group activities
are useful because they can be built into time-limited groups that avoid insight techniques.
Simple group activities enhance socialization skills and positive feedback. Schnekenburger
(1995) reviewed her work with a poetry writing group that was successfully launched in a
residence for persons with chronic mental illness, noting its benefits for members and the
general community.

Walsh, Richardson, and Cardey (1991) recommended the use of structured fantasy ap-
proaches in working with emotionally disturbed children who had severe cognitive and so-
cial impairments; they made use of creative drama, videotaping, and playback discussions.
Craig (1990) demonstrated the value of group work with children who survived sexual
abuse and who moved from a sense of being victims to seeing themselves as survivors. Tutty
and Wagar (1994) developed a structured group work approach for children who have wit-
nessed family violence that used storybooks that addressed themes such as divorce, fighting,
and anger, as well as creative drama with video-feedback discussion. Schamess (1990) saw
the importance of integrating family treatment and group work intervention in working
with children at risk; he started a group for children who were reacting to their parents’ di-
vorces and/or separations, using their genograms and a mother–child group for single teen-
agers and their infants to challenge dysfunctional interactions.

Finzi and Stange (1997) developed an innovative short-term group intervention for chil-
dren with adjustment problems related to having parents with mental illness.

Group work in special settings continued to be a focus of the literature. Wolozin and
Dalton (1990) developed a group for men who were separated from their families in a maxi-
mum security prison. Richman (1990) emphasized the importance of group support for staff
and volunteers in hospice settings who face the serial deaths of consumers. In addition,
groups are central in enhancing teamwork, volunteer training, and coordinating multi-
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disciplinary practitioners in their demanding work. He suggested the value of bringing in an
outside consultant to lead staff support groups in a hospice in order to provide comfort and
safety in discussing personally identified issues and concerns. Forte, Barrett, and Campbell
(1996) evaluated a bereavement group for staff members as positively helping participants
reconnect to their social networks and lowering their incidents of grief. Similar recommen-
dations were made for staff and volunteers in AIDS programs (Cushman, Evans, &
Namerow, 1995; Garside, 1993; Grossman & Silverstein, 1993)

Another area of growing interest was groups for caregivers. McCallion and Toseland
(1995) researched the effects of groups for caregivers of the frail elderly. Morris and Woods
(1992) analyzed the research on the benefits of both educational and problem-solving
groups for caregivers of persons with Alzheimer’s disease and related dementias. Support
groups for partners of adult survivors of sexual abuse (Reid, Mathews, & Liss, 1995) were
organized out of the recognition that partners were themselves secondary victims who pro-
vided caregiving to primary victims. Parker, Hutchinson, and Berry (1995) developed a sup-
port group for family members of personnel in the Persian Gulf War in 1991.

There have been many reports of groups for couples, other family members, and care-
givers of persons living with and affected by HIV/AIDS (Ball, 1998; Edell, 1998; Hayes,
McConnell, Nardozzi, & Mullican, 1998; Livingston, 1996; Moore, 1998) Support groups
for caregivers of persons with AIDS, connected through telephone conference calls, were
successfully conducted with members spread throughout urban and rural areas of North
Carolina (Meier, Galinsky, & Rounds, 1995) and elsewhere (Weiner, 1998; Weiner, Spencer,
Davidson, & Fair, 1993).

From this review of the most recent literature, it is clear that group work has moved to
the center of practice attention in a number of areas of health care. Practice skills with
groups have become an absolute requisite for work with people in health settings. Societal
interest in conditions that affect subpopulations, such as HIV/AIDS, breast and ovarian can-
cers, and sickle-cell disease, has made these conditions major foci, which may reflect social
workers’ commitment to oppressed and underserved populations. It would be important in
the future to point out conceptual and practical bridges between disease-specific group work
efforts.

Group workers must follow changes in health technologies that have profound effects
on the well-being of people. Whether it be new medications, testing procedures for biologi-
cal abnormalities, surgical techniques, or treatment protocols, the use of group work to
assist persons to understand technologies and to make informed choices becomes critical.
Consumers’ sense of well-being can be enhanced by peer groups that identify decision-
making options and the consequences of actions. Such groups blend education and advo-
cacy objectives.

Paradoxically, as more complicated health-related technologies develop, so also do the
self-care and mutual aid requirements for consumers and related kin in home health care.
Groups that reinforce self-care as part of aftercare and that support family caregivers will
continue to grow in importance as the duration of stays in health care facilities decrease.

The centrality of group work in treatment programs for the persistently mentally ill and
persons with histories of substance abuse is clearly established. The emergence of group
work in community-based programs for these populations must grow in sophistication
through enhanced professionalization of service providers and the design of group services.
Social workers with groups can play a significant role in training staff members who work
with consumers during acute episodes and in aftercare-recovery programs.

The health care consequences of trauma and the use of groups have been clearly estab-
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lished over the past 20 years; unfortunately, violence in communities and in the world will
call for even wider use of group support strategies. Finally, the worldwide phenomenon of
aging populations in developed countries presents special challenges for group workers to
enhance the psychosocial well-being of elders living into their 80s and beyond who are cop-
ing with multiple disabling conditions and chronic illnesses.

UNIFIED APPROACH TO GROUP WORK FOR HEALTH CARE

A unified approach to group work consists of a formulation with common concepts to assist
the practitioner in working fluidly with group members on problems that historically have
been defined as either medical or psychiatric. A unified approach should address those
cross-cutting situations, such as emotional reactions to physical illness. A useful conceptual
formulation should encompass the characteristics of a variety of illnesses and disabling con-
ditions encountered in institutional environments and community-based settings. Finally, an
effective unified approach should address the complexities of medical technologies and their
consequences to consumers, kinship systems, and communities.

I argue that there are specific variables that merit attention in considering the member-
ship of groups in health care. The interpenetrated variables of (1) uncertain conditions, (2)
crisis situations, (3) identity concerns, and (4) redistributional justice options are proposed
as vital in thinking about and forming groups. People typically are drawn to each other as
they face conditions of uncertainty and search for cognitive, instrumental, and emotional
guidance. When uncertainty reaches overwhelming proportions, it becomes a crisis. Typically,
a crisis entails the breakdown in predictable patterns of adaptation to the inner and external
environments. Behavioral responses and available environmental resources are not avail-
able, and people become vulnerable to crisis reactions. A diagnosis of cancer, the onset of
major depression, or posttraumatic stress reactions to a terrorist attack are events that incur
crisis responses, which typically involve strong shifts in emotions, thoughts, and behaviors.

The emergence of identity questions, simply described as confusions about a person’s
sense of self, are confounded by health-related crises and alterations in how persons are now
treated by kin, friends, neighbors, health providers, and others. Identity questions may be
short term or transitory in the case of acute illness (a child hospitalized for dehydration from
a respiratory infection) or more serious in cases of chronic illness (a young adult diagnosed
with schizophrenia and hospitalized three times for suicide attempts).

Identity concerns are evident in cases of profound shifts of experience to what Viktor
Frankl (1984) has called the “existential triad” of illness, dying, and meaninglessness. The
encounter with highly charged life-threatening experiences transports the person irrevocably
to another psychic place; life will never be the same. The security and predictability of every-
day life vanishes or is greatly diminished. It is as if one is forcibly expelled from one country
into a strange new one. Being placed on a hemodialysis machine after kidney failure or los-
ing an adult child in the collapse of the World Trade Center are examples of life-altering ex-
istential encounters.

In summary, when persons share crisis events that create identity concerns and point to
underlying boundary conditions, the use of groups is vital and has special allure and utility
for consumers and providers in health care settings and contexts. The need for groups is
seeded and grown in the rich soil of uncertainty; groups positively thrive with gentle doses
of conflict, controversy, and contradiction. If you grow anxious about uncertain conditions,
you will reach out to others for data and for emotional support. For example, if your im-
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mune system is compromised by HIV or diabetes, and you are told that you are ineligible for
smallpox injections in anticipation of biological attack by terrorists, what do you do? What
are your options? Will your needs be addressed? Will your voice be heard? Boundary
changes also raise important questions about the goodness of environments in which group
members live and how fairly people are treated by organizations, governments, and others
in society. Group members may find common cause in inequities and choose to empower
themselves by seeking options for redistributional justice.

IMPLICATIONS FOR THE FORMATION
OF GROUPS IN HEALTH CARE

Pregroup planning for groups has been amply discussed over the past 20 years (Kurland,
1978), and its relevance for health care groups is no less significant. According to Kurland,
group work practitioners should give special attention to group purpose, shared needs,
agency context, structure, content, and salient composition factors.

Uncertainty or a health crisis can bring together diverse people who have shared con-
cerns. Such groups may be short term or of longer duration and often allow for heteroge-
neity because stressors may mitigate segregating factors such as age, race, class, and eth-
nicity. Cognitive groups can provide health information and can focus more on content
than group process. Short-term groups are often the only practical format in complex
health settings that emphasize shorter stays. Community support groups may be long
term, with stability of membership over time. The need to overcome attendant fears of ill-
ness or disability was vividly exemplified by groups of persons who saw the growing
HIV/AIDS pandemic in large urban centers more than 20 years ago or of postal workers
who saw colleagues become ill from an anthrax attack spread through the mail system in
Washington, D.C.

Groups that provide education, abet the prevention of illness, provide support for the ill
and their families, and incur social action in behalf of consumers naturally come to mind.
The technology for treating and preventing illness and disease is a key consideration in the
design of group work services in health care. Consumers must develop the skills and the un-
derstanding to use and benefit from the diagnostic and treatment potential of complex medi-
cal technologies. Compliance and benefits from drugs for mental illness, chemotherapies for
cancers, or antiviral treatments for HIV of necessity entail the engagement of consumers and
providers in a variety of formal and informal group interactions. Groups can support the
mutually beneficial collaboration of providers and consumers together or in separate and
coordinated efforts. Groups to educate consumers about disease prevention and treatment
brings providers and consumers closer together.

Consumers in their own groups can learn how to support each other and more effec-
tively deal with health providers. Providers in their own groups can seek out support in han-
dling the stresses of dealing with the vicarious trauma of serving very ill and dying patients.
Family members who take on critical caregiving roles need group education about illness
and treatment, as well as peer support, in caring for a demented older spouse or a child with
a life-threatening blood disorder. Variation of group composition and membership must be
related to group purpose and members’ special needs. Health settings also lend themselves
to short-duration groups (Ebenstein, 1998; Gladstone & Reynolds, 1997), as well ones of
longer duration. The problems in health care require a variety of groups with coordinated
functions in institutional, as well as community-based agencies and contexts. The content of
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groups flows from need and purpose and may involve discussion, activities, audiovisual ma-
terial, telephone links, and computer-assisted group and group-like experiences.

EXAMPLES FROM THE WORLD OF PRACTICE

The following cases illustrate the central characteristics of group work in health care in con-
temporary practice context in what have previously been called medical and mental health
settings. Although these characteristics of group work in health care may appear at any time
in the life of a group, the examples to follow approximate the phases of beginnings, middles,
and endings. Practice challenges and skill demands are noted.

Uncertain Conditions

Uncertainty typically is expressed during the beginning phase of a group, but it may occur at
any time in group development. Group members during this phase express deep ambiva-
lence about being in a group and about what they may learn about themselves and from
each other and the worker. Rather than confront uncertainty in their lives, they may wish to
protect themselves against anxiety through simple denial. The group worker should encour-
age the explorations of group conflicts as problems for the members to solve together, thus
avoiding the tendency to become the professional expert and mentor (unwitting savior of a
seemingly floundering group). The group members may want the group worker’s expertise
and then angrily reject it.

In the following case of a group of adults with chronic mental illness, the group worker
assists members with uncertain conditions that create conflict in the group itself and some
anger directed at him in an unexpected way.

The incident occurred after Paul returned to the group after a hospitalization for a sui-
cide attempt. Members of the group seemed to avoid mention of Paul’s absence and instead
engaged in an intense discussion about whether medication works well for people with de-
pression. Paul asked, in a light, casual way, if the discussion was boring to the social worker.
Other group members stopped and stared at the worker, who became self-conscious and
sweaty. Looking at Paul and the other group members, the worker said, “The group seems
to be reacting to Paul’s important question to me.”

In defense of the social worker, another member, Mary, said that one did not need to be
mentally ill or hospitalized to lead the group. The worker indicated that this might be so but
wondered if Paul and other group members might feel differently. An intense discussion en-
sued in which Paul talked about his anger at himself for trying to kill himself and his distrust
of anyone who had not suffered severe depression. Some members, while defending the
worker, acknowledged their jealousy toward others who were not troubled or who showed
no sympathy for people living with mental illness. A little while later in the process, the
worker helped members discuss their feelings about Paul’s recent hospitalization and their
fears of the same.

During the next session, the worker found the opportunity to say that, on reflecting on
the previous session, he wondered if it was all right for the group to be angry or distrusting
of the worker for not being a patient with a history of serious mental illness. Larry, a fairly
outspoken member, said that the worker should not give himself so much credit; that maybe
the group would drive the worker insane. Amid good-natured laughter, Linda said that the
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group would have to decide whether the worker was crazy enough to join them. More
laughter ensued.

Crisis Situations

The social worker must see the group members as capable of accepting crisis situations that
arise among the membership, avoiding an overprotective stance. To the extent that the social
worker encourages members to discuss how they have handled similar situations, group-as-
a-whole mutual aid will be encouraged instead of flight behavior, taking the form of facile
advice-giving on a one-to-one basis. Mutual interaction is more apt to occur and to be effec-
tively addressed after a group has passed through the issues of formation and beginning. It is
important to point out themes that reflect emotions and ideas shared by the members and to
assist the group in identifying the universality of their plight. A crisis presented by one mem-
ber is understood by others in the group in a more profound way. A crisis may belie existen-
tial issues too painful to address fully at that particular time but that are apt to be raised at
future sessions. The group displays several gestures of mutual aid.

A crisis situation was revealed in a group of women living with AIDS when Mary, in a
tearful, agitated manner, told the other members that she had been diagnosed with cervical
cancer and would be hospitalized the next day. Mary told the group that she did not care
whether she lived or died and felt shame for what would happen to her two young children.
Shaking convulsively, Mary wept, saying that she had not planned for guardianship after her
husband died 6 months previously.

Joan held Mary, and the group began telling Mary that they were very worried about
her. Tanya said that she used a lawyer from the agency when she panicked during a recent
hospitalization. The group worker told the group that it seemed very hard to make a will
and guardian provisions. Joan said that people just don’t want to think about dying but that
one has to be realistic, concluding, “Better late than never.” The group then began a discus-
sion about how, after being diagnosed, they have grown more responsible in thinking about
their children.

Identity Concerns

The theme of identity shifts emerges in groups that consist of people who have serious illness
or have encountered profound trauma. Identity concerns tied to health conditions or a stig-
matized status in society occur routinely in support and treatment groups of consumers.
Groups are powerful vehicles for learning from other members how you are perceived by
others (interpersonal learning input) and how to behave differently (interpersonal learning
output); Yalom (1995) had identified these as therapeutic factors deemed most important by
group members in treatment groups. Groups that have developed strong cohesion and pat-
terns of mutual aid can more openly address identity questions.

In a mental health program for isolated adolescents, identity concerns are normative
and especially overwhelming for a transgendered young man who simultaneously must cope
with questions of gender and sexual orientation. A group of gay and lesbian youths becomes
a safe context in which to begin the tentative exploration of these issues and the attendant
emotions of confusion, alienation, anger, and sadness when identity is not supported by oth-
ers.

Malcolm came to the group looking very depressed and unkempt, a significant change
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from his usual appearance. The group members disregarded him for the first 15 minutes of
the session. The group took on a somber tone when the group worker noted that Malcolm
was uncharacteristically quiet. In defense of him, Meg angrily told the worker that Malcolm
would talk when and if he wished. Leonardo broke through the group’s silence by attacking
Meg for protecting Malcolm. Leonardo said, “Other guys will continue to attack Malcolm
if he does not stand up for himself and quit acting like a fag. You look for trouble wearing
eye makeup.”

Malcolm said that he regretted bothering the group but cryptically indicated that no
one should worry because he intended to quit high school or “do something else.” Several
members became quite concerned and asked him what he meant. The social worker inter-
vened, saying that he, too, was concerned not only with what Malcolm was saying but with
how he was saying it. Malcolm cried. Other members took hold of his hands after he wiped
tears and mascara off his cheeks.

The worker, directing himself to the group as a whole, asked what was going on with
members after Malcolm shared his pain. This started a discussion about a magnet school for
gay and lesbian youths who cannot make it in regular high school. It was not clear whether
Malcolm was listening, as he sat quietly in his chair.

Redistributional Justice Options

The application of the principles of social justice for a group begins when they have suffi-
cient group solidarity and problem-solving capacity, allowing thinking that extends outside
the boundary of the group to the external environment. The group members demonstrate an
interest in and capacity for acting in behalf of their collective interests with social entities
seen as affecting them as individuals and as a collectivity. A growing sense of injustice arises
from the operation of other social systems. Group members make choices based on their
evolving concept of social justice. Their choice as a group might be to support an aggrieved
member or for the group as a whole to join a coalition advocating a common cause. Any ac-
tion by the group would inevitably involve the group worker with the politics of his or her
social agency (Getzel, 2003).

An example of a support group developing a social action focus occurred in a group of
parents of children who had been victims of homicide. The mothers asked for a separate
group to address their specific concerns as oppressed survivors of this horrific tragedy. Over
time, they identified with the powerful image within the group. They later were moved to
engage government representatives about their concerns.

The group frequently discussed how their children’s bodies looked after the murders.
Some mothers suffered because they were unable to have their children in open caskets.

This central group image of mothers of murdered children gave courage to the women
to offer testimony before the state legislature. They succeeded in getting the legislature to
pass an appropriation subsidizing mental health services to family survivors of homicide.
The mothers argued that this was reparation for the government’s failure to protect their
children.

FUTURE DIRECTIONS

Rapid changes in health care technology and the organization of health service delivery now
and in the future will determine the shape of group work services and programs. Advances
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in biological research will make ever-changing requirements on consumers for knowledge
and cooperation to reap the benefits of new treatments, which in turn will affect the quan-
tity and quality of the lives of beneficiaries and their loved ones. Groups for education and
the engagement of consumers are likely to multiply, with interdisciplinary leadership in both
institutional and community-based health environments. For economic and technological
reasons, treatment will continue to grow in outpatient settings and in consumers’ homes.
Family caregiving will be an integral aspect of this trend; thus the need for support for kin
and kith assisting in the care of others.

Genetic testing can anticipate hereditary diseases such as Huntington’s disease, forms of
breast cancer, and other serious disabling and life-threatening illnesses. Advances in genetic
testing will pose profound choices for couples contemplating having children; once again,
groups will be needed for education, support, and psychologically sound decision making.

Although medical advances can relieve human pain and suffering, they also can do
the reverse by keeping persons alive who are in pain with no hope of recovery. Groups
have a great deal of potential to help consumers with the overwhelming emotional task of
writing advance directives (medical proxies, living wills, powers of attorney, etc.). Family
members with decision-making authority for a relative or friend who is no longer compe-
tent to make medical decisions on his or her own may need individual and group sup-
port.

The growing proportion of persons living into late life will require a blending of so-
cial supports and health care in assisted living environments and in private residences.
Group work programs for the frail elderly in day programs and institutions is an impor-
tant growing area of activity. The cultural diversity of the aging population will require
group workers to be sensitive to ethnic, gender, and lifestyle differences of members of
groups. Workers will need to provide group support in settings such as nursing homes
and hospices or during events of large-scale death (natural disasters, wars, or terrorist at-
tacks).

Community-based programs for persons with physical and psychological disabilities
present daunting challenges to the group worker for outreach and engagement. The obsta-
cles to overcome are overwhelming: scarce health and human resources and the additional
social problems of homelessness, substance abuse, domestic violence, and HIV/AIDS. There
is a strong need for innovative, low-threshold individual and group services to engage peo-
ple who fall below the safety net of entitlements and traditional services. Useful technologies
via computer links hold the promise of opening group ties and enhanced communication for
the homebound and the disabled in the community.

Group workers must begin to see the recovery movement (Alcoholics Anonymous and
sister fellowships) as a resource in their work with persons with a variety of addictions and
find ways to integrate recovery groups and their principles into their practice as appropriate.
Groups with a spiritual/religious emphasis should be considered as a form of complemen-
tary care. Group workers would be wise to renew an emphasis on nonverbal activities to
reach verbally inaccessible and ego-impoverished consumers.

Finally, the potential of group work in health care to address social justice issues is of
great importance at a time when the federal government has eviscerated health and human
resources and state and local governments are desperate to balance budgets at the expense
of the poor and sick. In the years ahead, the practice of group work in health care must be
synonymous with a concept of social justice. Without broad participation in the quest for
social justice, personal healing and human solidarity withers and dies. No greater challenge
confronts social workers with groups today.
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Chapter 12

Involuntary Groups

RONALD ROONEY
MICHAEL CHOVANEC

In this chapter, we define involuntary groups, describe the purpose of social work
with involuntary clients in groups, delineate appropriate interventions and their theoretical
and empirical bases, and suggest guidelines for use of the interventions, with examples. We
present an integration of individual and group stages of change and, finally, consider future
directions for such work.

DEFINITION OF SOCIAL WORK PRACTICE
WITH INVOLUNTARY CLIENTS IN GROUPS

Social workers often practice with involuntary clients in mandated groups and also in
groups that are otherwise voluntary. Involuntary clients are persons who experience legal or
nonlegal pressure to accept social services (Rooney, 1992). Some groups are composed of
members who are either coerced or in other ways pressured to participate (Behroozi, 1992).
Mandated involuntary groups are those in which coercion occurs through external, legal
pressure (Rooney, 1992). For example, groups in corrections and with domestic violence
perpetrators include legal mandates. In other cases, social workers encounter involuntary
clients in otherwise voluntary groups. For example, some members may not freely choose to
participate in a voluntary parenting group. The reason may be that they were referred by a
child welfare worker who would monitor their participation as a factor in influencing a rec-
ommendation about child custody.

PURPOSE OF SOCIAL WORK PRACTICE
WITH INVOLUNTARY CLIENTS IN GROUPS

Social workers who practice with involuntary clients in groups perform dual roles of sup-
porting social control and promoting individual growth potential. They perform a social
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control purpose of community protection and client resocialization to roles that clients
might not choose for themselves (Garvin, 1981). The profession has an extensive history of
work with clients who are involuntary without using that term to describe them (Konopka,
1950; Pray, 1945; Roberts & Brownell, 1999). In the past 10 years, more attention has been
devoted to such clients, using the term “involuntary” (Ivanoff, Blythe, & Tripodi, 1994;
Rooney, 1992; Trotter, 1999). Applications to social group work with involuntary clients in
corrections have also been reported (Goodman, 1997; Goodman, Getzel, & Ford, 1996).

Social workers employ a variety of strategies to promote individual growth potential.
One major strategy is the principle of mutual aid designed to enhance individual growth po-
tential (Behroozi, 1992; Goodman, 1997). For example, in addition to working toward pro-
tecting society from further crime, it has been possible to work with offenders to develop
voluntary goals such as pursuing educational and employment opportunities (Goodman,
1997; Goodman et al., 1996).

INTERVENTIONS AND THEIR
THEORETICAL AND EMPIRICAL BASES

Five sources of interventions and their theoretical and empirical bases are reviewed. First,
reactance theory provides a conceptual and theoretical basis for understanding opposition
to change and ways to reduce that opposition. Second, the stages of change model provides
a useful framework for assessing motivation for change among involuntary clients. Third,
motivational interviewing adds specific intervention guidelines directed to particular stages
of change. Fourth, we review stages of change in groups for involuntary clients. And finally,
we review a series of techniques that are useful in enhancing participation by involuntary
group members. Based on these interventions, a matrix for conceptualizing involuntary
groups and involuntary clients in otherwise voluntary groups is presented.

Reactance Theory

Reactance theory provides a useful framework for understanding clients who perceive them-
selves as being coerced into treatment. The theory assumes that people have a variety of
behaviors that they are free to exercise at any time. When some of those presumed free be-
haviors are threatened or eliminated, a person experiences reactance, or a motivational drive
to restore those free behaviors (Brehm & Brehm, 1981). For example, the “free behavior” of
not attending treatment is threatened or eliminated when a person is mandated to attend a
treatment program. The theory suggests that persons who are feeling pressured or coerced
will behave in a variety of predictable ways, such as expressing anger toward the group
leader, passive group participation, or withdrawal from treatment. The Therapeutic Reac-
tance Scale (TRS) measures level of reactance within individuals (Dowd, Milne, & Wise,
1991; Dowd & Wallbrown, 1993). The TRS, in combination with clinical indicators such as
refusal to complete homework assignments or previous poor treatment response, can be
used to assess levels of reactance early in treatment (Beutler & Berren, 1995; Beutler, Kim,
Davidson, Karno, & Fisher, 1996; Groth-Marnat, 1997; Prochaska, Norcross, & DiClemente,
1994).

Reactance theory suggests a variety of strategies to either increase or decrease opposi-
tion to change. For example, efforts to reduce reactance can include providing choices or
clarifying what is and is not mandated (Rooney, 1992). One might wish to increase
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reactance if a client appeared to be unaware of the consequences of critical decisions he or
she might make. To increase reactance, one would emphasize the consequences of failure to
follow through with mandated changes for the involuntary client’s future freedoms. Pro-
viding emotional support and reflection are recommended for highly reactant clients. Struc-
ture through contracting or use of contingencies is recommended with low-reactant clients.
Early attention to reactance allows practitioners to engage the client more quickly and to
increase the chances for a more successful outcome.

Stages of Change Model

The stages of change model evolved from research examining how people overcome addic-
tive behaviors such as smoking, drinking, and excessive weight loss (Norcross, Beutler, &
Clarkin, 1998; Prochaska et al., 1995). A series of five stages are identified related to chang-
ing of addictive behavior. In the precontemplation stage, clients do not recognize problems,
but others in their environment perceive them as having problems. In the contemplation
stage, clients identify problems but are not ready to act on those problems. In the prepara-
tion stage, clients are ready to begin preliminary efforts toward change. Those preliminary
efforts become consistent in the action stage. Finally, in the maintenance stage, clients at-
tempt to maintain changed behaviors.

The stages of change model has been applied to both chemical dependency groups (Yu
& Watkins, 1996) and domestic abuse groups (Daniels & Murphy, 1997). The stages of
Change Scale (SOCS) has been developed for assessing client motivation (McConnaughy,
DiClemente, Prochaska, & Velicer, 1989). Application of this instrument has helped to build
growing evidence that precontemplators are common among those clients seeking mental
health treatment.

Motivational Interviewing

Motivational interviewing suggests specific interventions designed to assist individuals in
progressing along the stages of change. It was developed for work with clients with chemical
dependency concerns, particularly those who were opposed to entering treatment (Miller &
Rollnick, 1991). In this approach, however, resistance is reframed as ambivalence, and strat-
egies are offered to address it. Motivational interviewing group facilitators are proactive in
engaging individual clients at any point on the continuum of motivation for change. In
addition, client self-motivating statements toward change are identified and supported. For
example, the group leader will take the lead in exploring ambivalence and eliciting self-
motivating statements among clients in the precontemplation stage (Miller & Rollnick,
1991). This model has been used in combination with the stages of change model with work
in groups of men who batter (Daniels & Murphy, 1997; Murphy & Baxter, 1997).

Stages of Group Change for Involuntary Groups

In addition to models of individual change in motivation over time, social workers have
long found it useful to conceive of stages of change as applied to groups. Such stages were
originally posed as applying relatively universally to most kinds of groups (Bennis &
Shepard, 1956; Garland, Jones, & Kolodny, 1965). More recently, those stages have been
adapted for specific populations such as women (Schiller, 1995, 1997) and groups of older
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institutionalized persons (Berman-Rossi & Kelly, 1998). Unfortunately, the applications to
date assume that all clients are voluntary, and hence they do not address the coercive forces
that affect the group process for involuntary clients. In addition, a pregroup or preliminary
stage of group development is not included in the aforementioned models. This stage is sig-
nificant for involuntary groups, as potential group members make critical decisions about
whether and how to engage in the group process prior to the first session. Most of the inter-
ventions articulated in this chapter focus on engaging the client and enhancing more volun-
tary participation in the group process. In this chapter, the Kurland and Salmon (1998)
model of group development, which includes a preliminary stage, will be integrated with the
individual stage of change approach to help examine the change process for involuntary cli-
ents within the group setting and suggest appropriate interventions.

Involuntary groups include a pregroup planning phase, in which potential leaders and
organizations decide whether and how to form groups. Because involuntary groups are
likely to stimulate reactance and to bring together persons many of whom are not eager to
change, the first decision to be made is whether to form the group and, if so, how. Involun-
tary groups can provide an opportunity for in vivo learning in which members can learn
from others, including peer modeling; can learn how to help others; and can provide a
source of support for risk taking and making efforts to change. They can also be a source of
effective confrontation or persuasion to stimulate dissonance (Rooney, 1992, p. 281). On
the other hand, fellow members of involuntary groups can serve as role models for antiso-
cial, as well as prosocial, behavior, and some potential members do not learn well in groups
and hence may make the experience less positive for others (Rooney, 1992, p. 284; Trotter,
1999). In this regard, it is useful to consider what kinds of choices are possible for group
members and in what ways they can perceive personal benefit from group participation
(Rooney, 1992).

Having decided to offer an involuntary group, the next step is pregroup contact
(Kurland & Salmon, 1998). Potential group members are secured for the group and oriented
to group participation. Such orientation includes discussing the voluntarism issue and
eliciting the potential group member’s thoughts and feelings about it. In this step with invol-
untary groups, leader efforts are made to enhance choices, however constrained, and to
stimulate self-motivation for participation rather than relying exclusively on threats of pun-
ishment or promises of reward. Changes that are motivated by a perception that an individ-
ual will be benefited, hence self-attributed, are more likely to be long lasting than changes
that occur as a result of either threats or rewards (Rooney, 1992). In this step, potential
members are familiarized with rules, nonnegotiable policies, and choices available in the
group. Such use of orientation for group members entering a program has been supported as
a way of reducing group attrition in domestic violence programs (Brekke, 1989; Tolman &
Bhosley, 1987).

In the beginning stage of group development, Kurland and Salmon (1998) indicate that
members are anxious about the unknown, so themes of trust and distrust are prominent.
Also members present both approach and avoidance behaviors, as they want acceptance and
want to change yet fear being hurt or made vulnerable. The major tasks in the beginning
stage include orientation to the group, clarification of group purpose and norms, and find-
ing commonalities between group members to build cohesion.

In the beginning stage of involuntary groups, members often do not detect a strong con-
nection between their difficulties and those faced by others and hence have doubts about the
likelihood of being helped by the group (Berman-Rossi & Kelly, 2000). Thus avoidance be-
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haviors are more likely to be emphasized by group members. For example, in domestic
abuse groups, men often present themselves in a wary, noncommittal fashion. Providing an
opening statement that anticipates and addresses some of the initial concerns that men typi-
cally present is useful in reducing these avoidant behaviors and engaging men in the group
process. In addition, it is important when clarifying norms that group leaders make explicit
which norms are negotiable and which are not as a way of reducing reactance. Similar to
those in voluntary groups, worker tasks at this stage include attempting to link individual
motivations into a shared stake in the outcome of the group. In addition, group members of-
ten present themselves through anger and frustration early on in the development of invol-
untary groups. Reactance theory suggests that those who feel coerced into joining the group
are more likely to express their frustration and anger toward the group leader. Group lead-
ers are tested early and need to respond to the men’s complaints in an empathic and respect-
ful way without condoning their problem behaviors. Articulating group members’ anger and
frustration early on reduces opposition or avoids its being driven underground by threats of
retribution. The group leader who responds to anger in a respectful way rather than cutting
off or avoiding the issue models a way of dealing with anger without putting others down.
For example, responding respectfully to anger in domestic abuse groups and not avoiding it
provides an alternative to the use of anger for power and control that many of the men in
the group have experienced.

In the middle stage of group development, Kurland and Salmon (1998) suggest that the
group leader’s role is less central, with support provided for increased leadership and mutual
aid between group members. They suggest that group members are likely to be more com-
fortable with the group process and with examining their similarities to and differences from
other members. Members test the group leader to see to what extent they can express their
feelings and bring problems to the group without being rejected or punished.

Depending on the extent to which conflict is identified and responded to in a respectful
and empathic way, the middle stage is very similar to that in traditional or voluntary groups.
Group leadership is tapped and support is provided for the exchange of mutual aid between
members. For example, veteran members can be encouraged to explain ground rules or as-
sist in providing guidance for new members in completing required tasks. The group leader
in involuntary groups continues to have a power to reward and punish that does not disap-
pear. The leader can, however, specify that recommendations will not be made capriciously
based on likes and dislikes but rather based on accomplishment of tasks. How well the ini-
tial anger and frustration that group members present is responded to determines whether
the group becomes a safe place to support individual change or never reaches the level of co-
hesion and trust needed to fully experience this middle stage.

In the ending stage, Kurland and Salmon (1998) suggest that the group leader’s role is
to guide the differentiation process, assisting group members to articulate the changes they
have made and supporting their efforts to reconnect with resources outside the group.

Similar to the middle stages of involuntary groups, the ending stages are strongly de-
pendent on how well initial contacts with group members are made. If the initial anger and
frustration is addressed directly and in a respectful way, endings appear similar to those in
voluntary groups. A key factor is whether the group is closed or open ended. In open-ended
groups, the ending process is less intense as members are leaving at different times. Also
there are typically completion requirements that determine when a group member ends that
add more structure to the ending process. In addition, the levels of changes made by individ-
uals vary widely. Changes made by group members need to be articulated and validated by
the group member, the leader, and others in the group.
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Techniques for Engaging Involuntary Clients in the Group Process

Thomas and Caplan (1999) propose 56 useful techniques for enhancing participation of
involuntary clients in groups and place those techniques into three major categories of en-
hancing process, inclusion, and linking. The group facilitator uses process interventions to
identify the emotional message behind the client’s statement and reflects the client’s
worldview. Linking interventions are used to connect clients’ individual issues with those of
others in the group and to allow the group leader to make generalized statements about the
group itself. Inclusion interventions encourage uninvolved group members to join the group
discussion and include didactic and projective exercises that allow group members to voice
their opinions without being singled out.

Techniques for Examining Faulty Beliefs

How can group members be helped to address critical issues without feeling singled out and
blamed? For example, in the corrections field, leaders who utilize a cognitive restructuring
framework consider that some of the difficulties experienced by law violators emerge from
faulty thinking patterns. Some group members, for instance, may believe that “money will
solve all my problems.” Such beliefs are not socially acceptable, and members might not
readily attest to belief in them. Using the sophistry method, group members who have com-
mitted crimes are asked to debate the pros and cons of such beliefs without immediately ac-
knowledging their own views about these beliefs. For example, some group members would
argue in favor of the position that “if I have been treated unfairly, I have a right to treat oth-
ers unfairly,” whereas others would be asked to dispute that position (Evans & Kane, 1996,
p. 114). Such examination can then engage members in assessing whether those beliefs may
play a part in their legal difficulties.

Techniques for Appropriately Confronting Clients

More forceful addressing of critical issues occurs when members are confronted about
harmful thoughts and behavior. Confrontational approaches were introduced into the chem-
ical dependency field in the 1970s and 1980s (Thomas & Yoshioka, 1989). In the domestic
abuse field, confrontation has been used to address men’s rationalizations about abusive be-
havior and as a way of discussing gender, power, and control issues (Pence & Paymar,
1993). Motivational change approaches based on the stages of change conception and
reactance theory provide alternatives to these traditional confrontational approaches.
Murphy and Baxter (1997) describe the negative consequences of using a highly confronta-
tional approach with domestic abuse perpetrators that might increase their defensiveness
and reinforce their belief that relationships are based on coercion. That is, if members be-
lieve that group leaders can impose their will and beliefs on abuse perpetrators because they
possess the power to coerce, then their belief that power in a relationship is based on ability
to coerce is not being challenged.

There is also evidence that highly confrontational approaches lead to poor client
outcomes (Yalom & Leiberman, 1971) and that clients with low self-esteem and poor self-
concepts are more likely to deteriorate within the group setting (Lambert & Bergin, 1994).
A confrontation–denial cycle has been described as occurring in many groups, whereby in-
tensive confrontations by leaders stimulate a round of denials by clients, setting off another
wave of confrontations and denials (Murphy & Baxter, 1997). Interventions that do not in-
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sist that clients label themselves as deviant but rather focus on those actions that are likely
to help them achieve their goals are less likely to provoke this confrontation–denial cycle
(Murphy & Baxter, 1997). In this approach, the group leader attempts to understand the
world from the client’s viewpoint and supports the client’s ownership of responsibility for
change (Kear-Colwell & Pollock, 1997). Emphasis is placed on understanding pathways
that have led to undesirable outcomes.

GUIDELINES AND EXAMPLES FOR SOCIAL WORKERS
WITH INVOLUNTARY GROUPS

THROUGHOUT STAGES OF DEVELOPMENT

Based on the preceding perspectives, the following seven guidelines are suggested for work
with involuntary client groups and individuals in otherwise voluntary groups. As we present
the guidelines for intervention, we integrate them with the expected stage of group develop-
ment and individual motivation for change (see Table 12.1).

1. Make an appropriate organizational decision about whether a group needs to be in-
voluntary. Because involuntary groups contain both opportunities and challenges, the first
question to be answered is whether the group needs to be involuntary, and, if so, what are
these requirements? Hence the first step is to identify those non-negotiable parts of the
group’s mission from the organization. For example, patients on an inpatient psychiatric
unit might be expected to participate in group treatment as determined in their treatment
plans. Similarly, a group for domestic violence perpetrators must explore alternatives to vio-
lent resolution to disputes. The more freedoms that are threatened, the more likely that
reactance will be stimulated. Hence, in addition to non-negotiable requirements, it is impor-
tant to explore what portions of the purpose and methods of a group can either be negotia-
ble or include choices to be made by members. Hence, if members of groups on psychiatric
units can have some say in the topics to be discussed or some choice regarding which groups
they participate in, reactance could be expected to be reduced. For example, men in a
domestic violence program must complete at least 12 of 15 group sessions in order to gradu-
ate; they can, however, choose which sessions, if any, they will not attend. Choices can be
increased for those potential members who complain about the length or cost of the pro-
gram by providing the phone numbers of surrounding programs to increase their range of
selection.

2. Conduct pregroup orientation. Pregroup orientation is useful for members of volun-
tary groups as well, but particular advantages accrue for involuntary groups. By assessing
the potential client’s current motivation on the cycle of change, the leader can present inter-
ventions that fit the motivation of members. Similarly, reactance may be reduced by clarify-
ing expectations, including negotiable options and choices. These sessions can also raise the
opportunity for contracting concerning other, more voluntary problems acknowledged by
potential members, such as securing further education.

Similar guidelines can be followed to enhance voluntarism of members who experience
pressure to participate in an otherwise voluntary group. For example, with the parent who
is referred to a parenting group, the group leader can first identify and empathize with the
pressure felt by the potential member. The leader can then clarify that the potential member
can in fact choose not to be a member of this group and take the consequences from the re-
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ferring worker or solicit a different referral. In this way, the leader can begin to emphasize
choice in participating in this group. If the potential member then chooses to be a member,
he or she can also decide to pursue personal goals, as well as to carry out the mandated par-
ticipation. For example, he or she might choose to seek support for circumstances as a single
parent and choose to focus on parenting supports and strategies for single parents.

3. Emphasize methods to assist in joining and inclusion in early sessions. Special efforts
have to be made in involuntary groups to assist members to join the group in the beginning
phase and feel included. The leader can assume that most members of an involuntary group
are initially at the precontemplation stage of individual motivation for change, in which they
do not now recognize a need for change. Interventions that engage members in taking in
new information about the costs and benefits of behaviors without forcing them to accept
those attitudes and beliefs are appropriate for this stage. This phase also contains explicit
contracting that includes both required group goals and problems and those selected more
voluntarily by individuals.

A prepared opening statement by the group facilitator can be an important part of an
orientation session. This opening statement allows the facilitator to join with the potential
group members by anticipating some of the major questions and concerns members are ex-
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TABLE 12.1. Interventions, Group Stages of Change, and Stages of Individual Development

Interventions Stage of change

Anticipated level
of individual
development

1. Make organizational decision about use of
involuntary group.

2. Pregroup orientation.
a. Initial orientation of group.
b. Reframe from resistance to ambivalence.
c. Clarify choices.

Pregroup planning Precontemplation

3. Emphasize joining and inclusion.
a. Clarify non-negotiables.
b. Support positive choices made to date.
c. Provide emotional support.
d. Identify self-motivating statements.
e. Provide opening statement addressing client

initial concerns/fears.
f. Link to process.
g. Support inclusion.
h. Link members to each other.
i. Stimulate nonthreatening attention to issues.
j. Continue reframing resistance as ambivalence.

Beginning Precontemplation

4. Decide to make a change.
a. Assist in assessing costs and benefits of change.
b. Provide information about choices.

Middle Contemplation

5. Support in planning actions.

6. Emphasize responsibility for choices rather than
confrontation.

Action

7. Utilize clear criteria for group completion.
a. Plan for maintenance; address relapse.

Ending Maintenance



pected to bring with them as they enter a program. For example, the following is an opening
statement one could use with men entering a domestic abuse program. Techniques utilized
and their purposes are indicated in italics.

“Welcome to the program. I know many of you may feel as if you have been forced to
come here. Many men who are in similar situations never make it this far to come to
the first meeting. I support your choice in attending the program [emphasizing choices
already made]. You may think that we will try to force you to change. The reality is
that no one can make you change [emphasizing choice to reduce reactance]. All we ask
is that you listen to what is said and take the bits and pieces of the program that make
sense to you and that can help you avoid future problems and contact with the court
system [limited, clear requirements to reduce reactance].

“You may also fear that you will be judged as guilty or shamed for the incident
that brought you here. Many of you have already gone through the court system. We
are not here to judge you as guilty or innocent for the charges you bring with you [clari-
fying role and avoiding emphasis on blaming]. Our focus is on helping you to learn from
whatever incident brings you in. Our task is to create a safe environment for men to ex-
amine their actions and learn from their mistakes [positive, future-oriented focus].

“The group has some rules. Physical or verbal abuse is not tolerated in our group
sessions. If you cause it, you will be asked to leave the group session. What we say here
is confidential and should not be shared outside the group [clarifying non-negotiable
requirements]. I cannot force group members to do this but expect you will keep confi-
dence in respect for others in the group. I have to break confidentiality if you tell me
that you are in danger of hurting yourself or others, since legally I must report that in-
formation to other professionals or the authorities [clarifying rights and limitations”.]

The preceding statement emphasizes choices and avoids blaming statements in an effort
to reduce reactance. Nonnegotiable rules are shared, as well as their rationale. After this in-
troduction, members are asked to share information about the circumstances of their refer-
ral and the goals they are setting for themselves for group participation.

In the circumstance of the involuntary member in an otherwise voluntary group, efforts
at this stage can similarly reinforce choices about participation and freedom to choose not
to participate actively but to learn by observing persons who are further along in the change
process. So, for example, the reluctant participant in the parenting group could choose to be
an observer until he or she feels more comfortable about group participation.

4. As group members progress into the contemplation phase, emphasis is placed on de-
ciding to make a change. While some members are progressing into the contemplation phase
of individual motivation for change, the group as a whole may be in the middle phase. As
noted, as many as a third or a quarter of involuntary clients may be at the contemplation
phase of individual motivation at the beginning of the group. Leader efforts at this stage are
focused on helping clients to examine the costs and benefits of change and to make a deci-
sion to change or not to change. Individual ambivalence is explored, and particular themes
in each member’s struggle to change are identified and then linked to the other group mem-
bers. This intervention provides an opportunity for all group members to contribute (inclu-
sion) and builds group cohesion.

For example, a client in the domestic violence group, Jack, reports in the fourth session:
“I have decided that I will not try to contact my ex-partner anymore. My ex-partner should
have a group like this, but I know I did shove her. I am realizing that I was a jerk at times.
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Things just started building up and when she got in my face and told me she didn’t love me
anymore I couldn’t handle it.”

LEADER: It takes a lot of courage to look at oneself and take responsibility [rewarding ac-
knowledging responsibility]. What helped you do this? (after hearing Jack’s response) It
sounds as if you wanted to make sure this type of incident doesn’t happen again. Cer-
tainly staying sober is a good first step in figuring out what to do differently. How is
not drinking working for you [supporting and reinforcing choices]?

After Jack responds to this question asking him about a choice and a strength, the
leader turns to the group: “Has anyone else decided not to use alcohol or drugs as a result of
the incident that brought them in to the program?” The leader reinforces Jack’s self-motivat-
ing statement about maintaining sobriety and tries to link Jack’s process in staying sober
with others in the group. In the process, other men may identify self-care strategies that
might be useful for Jack.

JACK: I just decided it was time to quit using because I have had nothing but trouble when I
start drinking. I am getting tired of it. Sure, I get urges to use every day, but I just think
about being in jail and decide I’m not going there.

LEADER: So, Jack, you think about the consequences and make a decision that drinking is not
working for you; it can be a trigger to violence. What kinds of triggers have the rest of
you noticed that often come before a violent episode?

The leader is linking Jack’s concerns with those of other group members, attempting to
stimulate inclusion in the group as others relate to precipitants toward violence. The leader
expresses empathy, articulates the ambivalence, and focuses on the positive side toward
change. He identifies what the client takes responsibility for, supports positive changes al-
ready made, and draws on other members for support.

5. Members are assisted in the action phase to plan specific actions to address the prob-
lem. Examining alternatives is most relevant in the action phase of individual motivation for
change. For example, men in groups for domestic violence perpetrators often have to com-
plete a role-play task demonstrating that they have a plan for dealing with a potential con-
flict with someone in their current lives. In this potential future encounter, they are asked to
identify the various cues they anticipate in interactions with this person and how they will
address anger and keep themselves calm during the exchange.

In the parenting group, the initially reluctant member, along with other participants,
would be asked to make a plan based on skills learned so far for addressing a potential
parenting conflict that they are concerned about. For example, the reluctant member might
be concerned with getting her child to go to bed on time. This issue may or may not be con-
sidered significant by the referring worker, but it is a voluntary issue to the parent. By em-
phasizing choice about what situation to select and which strategies to employ, the leader
can emphasize self-attribution and support choices.

6. Emphasis on taking responsibility for choices rather than confrontation. If the
leader emphasizes taking responsibility for choices, reactance should be reduced, and influ-
ence efforts can be focused productively around areas of motivation. For example, Roger,
another member of the domestic violence group, reports the following in a middle session:
“My wife and kids won’t talk to me. I call them and they hang up. She’s got this restraining
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order so I can’t even talk to her and the kids. That’s not right. I should be able to talk to my
own family. I am tired of all this. I am going to go over there and handle it.”

When the leader clarifies that by handling it, Roger means going over to his wife’s home
and talking to her, thereby violating the restraining order, he turns to others in the group to
ask: “What do you think of Roger’s plan? Do you think that is going to help him get out of
this group successfully and get back with his wife and kids [articulating Roger’s personal
goals for the program]?” Group members point out to Roger that this is the kind of decision
that got him into the group in the first place and that his situation will only get worse. The
leader points out to Roger that, if he chooses to violate the restraining order and potentially
endanger his wife, the leader will have to warn her, and Roger will not be able to continue in
the group. This fact is presented not as a humiliating confrontation but as a statement of
consequences. He then goes on to ask Roger and other group members: “Can you think of
other ways Roger might be able to initiate contact with his wife and kids without violating
the restraining order or acting against their will [alternative means to reach the same goal]?”
This move to problem solving leads the group to recommend that Roger write a letter to his
wife and children telling them how much he cares for them and how he is working in the
group to get control of his anger.

7. Utilize clear criteria for group completion. Reactance is likely to be reduced by hav-
ing clear behavioral goals rather than vague, amorphous ones. Consequently, if the criteria
for group completion clearly spell out what a member is to do, reactance should be reduced.
For example, in the domestic violence group, a commitment to carrying out specific tasks
designed to implement nonviolent solutions is easy to assess regarding group completion.
The group for domestic violence perpetrators contains the requirement of attending 15
group sessions and completing eight tasks. A tracking sheet is shared with men in orienta-
tion that identifies the topics covered over the 15 weeks and lists the tasks they are required
to complete. This tracking sheet is then given to the probation officer once the men have
completed the program, with program participation measured by sessions attended and
tasks completed. Expectations and instructions for completing each task are available for re-
view before they begin to work on them.

Similarly, in the parenting group, all group members—but especially those who are
initially reluctant—will benefit from a clear delineation of the expectations for successful
completion of the group. For example, each member is expected to attend regularly, to listen
to presentations on different topics, and to choose an area most applicable to him or her in
which to focus planning for improvement. Focusing attention on a self-selected area, such as
interaction around bedtime, is likely to increase voluntarism.

SUMMARY AND CONCLUSIONS

We have explored how social workers can perform dual roles in work with involuntary cli-
ents in groups pursuing social control and fostering individual growth. This dual pursuit
suggests two areas for continued development: the systems context for work with involun-
tary clients and evaluation of intervention.

The Systems Context for Work with Involuntary Clients

Social workers operate within a systems perspective that examines the conditions under
which illegal behavior or behavior labeled as deviant occurs. In this regard, social workers
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are mindful of overrepresentation of members of oppressed groups and persons of color
among involuntary clients (Diorio, 1992; Horejsi, Heavy Runner-Craig, & Pablo, 1992;
Longres, 1991; Rooney & Bibus, 1995). Hence, social workers are aware of over-
representation of persons of color among more restrictive treatments across many popula-
tions and problems. For example, persons of color are more likely to be in prison and to re-
ceive more restrictive options for mental health problems and are more likely to have their
children in out-of-home care (Dewberry Rooney, 2001; Morton, 2001).

Social workers note that restricted access to resources, as well as living in unsafe neigh-
borhoods with inadequate schools, plays a part in determining which members of society
are likely to become involuntary clients. Many treatment approaches for work with offend-
ers emphasize examination of personal choices and taking responsibility for behavior. Social
workers support that emphasis to a degree. Looking at individual pathways that have led
into particular choices and behavior can be constructive. Instead of ineffectual or harmful
raging against persons and systems considered unfair, the group can be an arena for learning
safe, effective methods of negotiating systems. Anger can be channeled into empowering,
rather than abusive, actions. Clients such as Roger can be taught to work with an attorney
to assure regular, consistent, safe visitation with their children rather than threatening their
spouses.

Social workers employ an empowering perspective to look beyond individual pathways
and examine group pathways and access to resources. Hence, social workers examine those
social conditions that made that involuntary contact more likely. For example, Roger may
link with others in the group who are having difficulty making contact with their children
and develop strategies for working with probation and law enforcement to increase oppor-
tunities to demonstrate the changes they are making and improve access to their children.
Similarly, an empowerment perspective would suggest exploring messages about violence in
the media and providing opportunities to learn alternatives to violence in schools. An em-
powerment perspective also suggests exploring organizational factors and attitudes that
contribute to disproportionate racial representation among clients in fields such as child
welfare (Dewberry Rooney, 2001).

The Importance of Evaluation

Much of the work with involuntary clients in groups appears untested and/or ineffective. In
the area of domestic violence, between 40% and 60% of the men who enter a treatment
program have been reported to drop out within the first three sessions (Gondolf, 1997),
with one study examining the attrition rate from inquiry to treatment completion and find-
ing that less than 1% completed the 8-month program (Gondolf & Foster, 1991). Failure to
complete a treatment program can have a significant impact on men’s partners, as well.
Gondolf (1988) found that when men reported to their partners that they were attending
treatment, those partners were more likely to return to them. Hence high attrition rates in
domestic abuse treatment put women at risk for future abuse.

In addition, group leaders of involuntary groups are in explicit positions of power, in-
fluencing program participants and determining who graduates. Many involuntary clients
have experience with authority figures who have used abusive power over them. Ongoing
group evaluation that assesses program interventions and outcomes helps insure that pro-
grams do not replicate the abusive background that many clients entering involuntary
groups have experienced.

Evaluation of involuntary groups needs to address the achievement of both social con-
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trol and individual growth goals. That is, evaluation needs to address whether, for instance,
violence is reduced and whether repeated offenses decline. But evaluation should also ex-
plore whether members set and reach personal growth goals. Process studies are needed that
show whether members learn new skills and whether engagement methods such as those de-
scribed in this chapter enhance attendance and group completion.

Finally, social workers who lead involuntary groups have an ethical responsibility to
evaluate their practice and base their interventions on best practices such as those suggested
herein. If social workers are to achieve success in pursuing both social control and individ-
ual growth with members of involuntary groups, they will need to employ effective skills in
engaging participants in the group process and to evaluate the success of those methods and
groups. Only through this regular examination of the involuntary process found in a variety
of groups will clients, their families, and the community be better served.
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Chapter 13

Strengths-Based Group Work
with Children and Adolescents

ANDREW MALEKOFF

This chapter introduces a framework for strengths-based group work practice with
children and adolescents. At the heart of the presentation are seven practice principles that
are described and illustrated:

1. Form groups based on members’ felt needs and wants, not diagnoses.
2. Structure groups to welcome the whole person, not just the troubled parts.
3. Integrate verbal and nonverbal activities.
4. Decentralize authority and turn control over to group members.
5. Develop alliances with relevant other people in group members’ lives.
6. Maintain a dual focus on individual change and social reform.
7. Understand and respect group development as a key to promoting change.

To set the stage, I present an original poem—“My Kind of Group Work”—which exempli-
fies strengths-based group work. The themes echoed by the poem are explored throughout
the chapter. Following the poem is a summary of research on strengths-based social
work, an introduction to youth assets, and reflections on the relationship between cognitive-
behavioral approaches and strengths-based group work. Practice applications for strengths-
based group work follow.

The settings in which the illustrations take place include an outpatient mental health
clinic, a community center, public schools, a youth drop-in center/coffeehouse, a therapeutic
summer camp, and a school-based mental health/day treatment facility. References in the
text and footnotes are made to settings (e.g., inpatient, residential) that are not specifically
illustrated. The strengths-based practice described has universal application across settings
and populations served.
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MY KIND OF GROUP WORK (GW)

It’s the GW with ragged edges that belie its genius
It’s the GW that can be messy and noisy and chaotic and profound, all at once
It’s the GW where children and youth are group members, not clients or patients
It’s the GW where the group worker does with the group, not for or to the group
It’s the GW where learning by doing is as important as insight by talking
It’s the GW that is not ashamed to laugh and have fun
It’s the GW that makes use of everyday life and not only canned curricula
It’s the GW where worker and group members share responsibility
It’s the GW that threatens grown-ups who are uptight
It’s the GW that welcomes parents, and doesn’t avoid them
It’s the GW that invites the rational and spontaneous
It’s the GW that lets difficult, painful, and taboo subjects see the light of day
It’s the GW that begins with felt need, not a label and diagnosis
It’s the GW that respects pathology, but never worships it
It’s the GW that embraces strengths, not deficits
It’s the GW that welcomes the whole person, not just the troubled parts
It’s the GW that has a social conscience and social consciousness
It is the GW with a dual focus of individual change and social reform
It’s the GW that is a rare gem in the human services, yet faces extinction
It’s the GW that is the hidden treasure in youth development
It’s the GW that needs workers to stay the course

administrators to support the way
and missionaries to spread the word

—MALEKOFF (2002b)

STRENGTHS-BASED SOCIAL WORK:
TAPPING IN TO WHAT ONE HAS TO OFFER

Knowing something about the history and tradition of group work is a good first step to un-
derstanding their relationship to strengths-based practice. Social group work’s origins are a
melding of three early 20th-century social movements: the settlement movement, the pro-
gressive education movement, and the recreation movement (Alissi, 2001; Breton, 1990).
What all three have in common is the conviction that people have much to offer to each
other to improve the quality of their lives. Each movement realized this by organizing neigh-
bors to challenge and change unacceptable social conditions in the community, by enabling
students to practice democracy and learn citizenship in the classroom, and by providing peo-
ple of all ages opportunities to experience the profound joy of participation in a creative
group.

The practice of drawing on what people have to offer is another way of saying that
strengths matter. Helping people to discover the resources to improve their situations is not
an option for social workers but an obligation (Weick & Saleebey, 1995). It is our duty to
understand what people know, what they can do, and what they and their environments
have to offer. To do this we must be willing to look beyond labels, categories, and diagnoses
(Kemp, Whittaker, & Tracy, 1997; Powell, 2001). We need to assume a “stance of uncer-
tainty” (Pozatek, 1994), a commitment to developing relationships with children, adoles-
cents, and parents that transcends the traditional paradigm of practitioner as knowledgeable
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expert and client as naïve initiate, relationships that capture the joy of human collaboration
(Malekoff, 1997). Establishing a strengths perspective is a good starting point.

RESEARCH ON STRENGTHS-BASED PRACTICE

The effectiveness of the strengths-based framework presented herein has not been formally
evaluated. Instead, I present literature on core influences on this framework: strengths-based
social work and youth development.

Some of the “converging lines of research and practice” that support the strengths per-
spective are in the areas of developmental resilience, health and wellness, story and narra-
tive, and solution-focused approaches (Saleebey, 1996, 2001, 2002). A recent example is a
study that points to the effectiveness of strengths-based practice for case management with
people suffering from serious emotional disturbances (Rapp, 1998).

Developmental resilience studies provide a valuable perspective on the growth-enhancing
impact of protective factors and the strength-based variables that mitigate against risk. Ex-
tensive studies (Rutter, 1995; Werner, 2000; Werner & Smith, 2001; Werner, Smith, &
Garmezy, 1998) found that stimulating and supportive environments are a significant
counterforce to constitutional vulnerabilities in children and youths. There are young people
who, despite an exposure to multiple risk factors, do not succumb to serious health and be-
havior problems (e.g., substance abuse, violence, teen pregnancy, school dropout, and delin-
quency). As Hawkins (1995, p. 14) states, “Protective factors are conditions that buffer
young people from the negative consequences of exposure to risk by either reducing the im-
pact of the risk or changing the way a person responds to risk.” In the assessment arena, a
series of measures and protocols have been designed to help practitioners recognize and
work with strengths in children and families (Early, 2001; Gilgun, 1999; Gilgun, Keskinen,
Marti, & Jones, 1999; Graybeal, 2001; Malekoff, 1997).

Another fertile area for building strengths among children and adolescents is in the
classroom group. A recent national study of 90,000 seventh to twelfth graders across the
United States concluded that school connectedness is a critical variable for students’ success
in school (Blum, McNeely, & Rinehart, 2002). Those who feel connected are less likely to
engage in high-risk behaviors. The study concluded that well-managed classrooms are essen-
tial to insuring school connectedness. Classroom management can be improved, the study
suggests, by providing teachers with strategies for engaging and disciplining students.
Knowledge and skill about group work will be an invaluable aid in helping teachers to de-
velop the skills necessary to carry out such strategies in the classroom-group context.

An important arena for strengths-based research is in the youth development field
(Catalano, Berglund, Ryan, Lonczak, & Hawkins, 1998). At the core of youth development
research is the identification of personal and social assets (i.e., strengths) that facilitate posi-
tive youth development (Benson, 1997; Eccles & Gootman, 2002).

STRENGTHS-BASED BUILDING BLOCKS

The Search Institute developed a framework of assets that are signposts of positive child and
adolescent development. A review of more than 800 studies provided a scientific foundation
for the 40 developmental assets identified by the Search Institute (Scales & Leffert, 1999).
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As both a theoretical and research framework, the assets are divided into external (e.g., fac-
tors in the environment that promote health and strengths) and internal (e.g., factors in the
individual, such as competencies and prosocial values, that represent strengths).

External assets are divided into four subgroups (support, empowerment, boundaries
and expectations, and constructive use of time). Examples of specific assets in these sub-
groups are:

• Caring neighborhood and school climate—the young person experiences a caring
neighborhood and caring school climate.

• Safety—the young person feels safe at home and in the community.
• Youth as resources—the community provides young people with useful roles.
• High expectations—parents and teachers have high expectations for youths.

Internal assets are also divided into four subgroups (commitment to learning, positive
values, social competencies, positive identity). Examples of specific assets in these subgroups
are:

• Achievement motivation—the young person is motivated to do well in school.
• Caring—the young person values helping other people.
• Planning and decision making—the young person knows how to plan ahead and

make choices.
• Sense of purpose—the young person reports, “my life has a purpose.”

Group work and youth development are not new. Both have existed since the early part of
the 20th century. In fact, group work was the bedrock of early youth development, and
group workers the driving force in community centers, neighborhood clubs, and camps and
on playgrounds and street corners (Malekoff, 1998, 2002b). The assets have relevance to
group workers working with children and adolescents from a strengths-based perspective.
They offer group workers some direction for identifying needs and setting group goals, es-
tablishing alliances with parents and relevant others, stimulating creative activities, and de-
veloping leadership skills.

COGNITIVE-BEHAVIORAL APPROACHES,
STRENGTHS-BASED GROUP WORK, AND BEYOND

At the beginning of the 21st century, decreasing dollars for human services, the privatization
of mental health care, and the advent of managed care have led to greater attention to short-
term, “solution focused” interventions for troubled youth. As a result, the cognitive-behavioral
approach has gained great visibility. This approach is based on the principle that behavior,
emotions, and cognitions are learned and therefore can be changed by new learning. The
emphasis is on addressing problematic behavior as a target for modification, rather than as
a symptom of an underlying condition or situation.

A leading proponent of the sociobehavioral approach in the field of group work with
children and youth is Sheldon Rose. He developed the cognitive-behavioral interactional ap-
proach of group therapy (1998). In this model, the small group is the context for social rein-
forcement of prosocial behavior, a concept most significant for group work with children
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and adolescents. As the child begins to step beyond the family unit in adolescence, he or she
forms a growing attachment to the peer group. Included among the various behavioral
methods of teaching coping skills to children and adolescents are problem solving and
sociorecreational methods,1 both derivatives of the progressive education and recreation
movements.

In changing times, different theoretical approaches gain favor as an accommodation to
the social, political, and economic realities of the day. Group workers who decide to adapt
various approaches can integrate them with the strengths-based principles described herein.
For example, using a cognitive-behavioral approach in group work with adolescents does
not preclude fostering mutual aid, using the group to promote competence and autonomy,
actively engaging parents, or understanding the role of group process as a powerful change
dynamic. The challenge for group workers subscribing to strengths-based principles is to
create avenues for integration across disciplines and models.

A FRAMEWORK FOR STRENGTHS-BASED
GROUP WORK WITH CHILDREN AND ADOLESCENTS

The following seven-principle framework for strengths-based group work with children and
adolescents evolved from my group work practice experience over the past three decades
(Malekoff, 2001, 2002d). Readers should take special note of Saleebey’s (2002) principles of
the strengths perspective:

Every individual, group, family, and community has its strengths; trauma and abuse, illness and
struggle may be injurious but they may also be sources of challenge and opportunity; assume that
you do not know the upper limits of the capacity to grow and change and take individual, group,
and community aspirations seriously; we best serve clients by collaborating with them; every en-
vironment is full of resources; and caring, care taking, and context count. (pp. 13–18)

The seven principles are described and then illustrated to bring to life their practical
application. The illustrations are a combination of practice summaries, brief vignettes, and
longer narratives. Readers should note that, although examples are chosen to illustrate spe-
cific principles, the principles are overlapping and interrelated.

Principle 1: Form Groups Based on Members’ Felt Needs and Wants,
Not Diagnoses

Groups must not be formed on the basis of a diagnosis or a label. Groups should be formed
on the basis of felt needs and wants. Felt needs are different from ascribed labels. Under-
standing members’ felt needs is where we begin in group work. Such a simple concept, yet so
foreign to so many.2

Failed groups may be blamed on unmotivated and resistant children and adolescents or
uncooperative and sabotaging parents when, all too often, the real culprit is poor planning.
One example of a creative rationale for several failed groups came from a beleaguered prac-
titioner in an inpatient psychiatric setting.

He confidently asserted, “the literature states that groups don’t work for ADD kids”
(ADD and ADHD are shorthand labels for people diagnosed with attention-deficit disorder
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and attention-deficit/hyperactivity disorder). Sweeping generalizations and global state-
ments are rarely helpful. Without agreement among group members and between the
worker and members about what needs and wants a group will attempt to meet, without
clarity in regard to group purpose and individual goals, the effectiveness of a group cannot
begin to be measured or evaluated.

Felt needs refers to individual wants, desires, and areas of concern that are both unique to
individuals in the target population and universal to individuals in the target population (i.e.,
normative adolescent issues, developmental tasks, the need to negotiate difficult environments).

A group for juvenile offenders is offered as an illustration of blending unique and uni-
versal needs. The group was formed around the activity of boxing (Wright, 2002). The pur-
poses of the group, to learn the art and science of boxing, to prevent violence, and to en-
hance personal and social growth, represent the two levels of felt need. Learning the skill of
boxing represents a unique need, a desire of the boys who were recruited for this particular
group. In today’s world, violence prevention could be viewed as a universal need or for this
group, a unique need, given their juvenile offender status and the dangerous context of their
lives. The need to enhance personal and social growth is universal. Learning boxing helps
the group members to reach several physical goals (e.g., boxing, rope skipping, calisthenics).
It also helps them to address social and personal growth in the areas of identity, defense, im-
pulse control, patience, focus, commitment, respect (for self, others, and referee), stress re-
lief, and peer support.

Understanding felt needs is a prerequisite to establishing group purpose, deciding on
group composition, setting individual and group goals and objectives, and determining what
content or means a children’s or adolescents’ group will use to reach its ends (Malekoff,
1997, pp. 53–80). Knowledge and use of the often-neglected planning process is a prerequi-
site for workers with all sound groups (Northen & Kurland, 2001).

The following discussion utilizes an illustration of a child who has been labeled with
attention-deficit/hyperactivity disorder.

Principle 2: Structure Groups to Welcome the Whole Person,
Not Just the Troubled Parts

Group workers must learn to structure groups to welcome the whole person and not just the
troubled, hurt, or broken parts (Breton, 1990). There is so much talk these days about
strengths and wellness. This is hardly a new and revolutionary concept. But it has been ne-
glected for too long. Good group work practice has been paying attention to people’s
strengths and assets since the days of the original settlement houses over 100 years ago,
mostly without any fanfare (Malekoff, 2002b).

A children’s group is a great place for young people to come face-to-face with various
levels of difference, to confront the impulse to isolate and objectify the unfamiliar, and to
reach for strength amid diversity.3 In an early meeting of the “changing-family group,” in a
child guidance center (Malekoff & Laser, 1999), the themes of difference and inclusion came
to the fore. Each of the seven 9- and 10-year-old group members had experienced upheaval
in his or her families. The parents had divorced, separated, or died. The purpose of the
group was to reduce isolation, to explore feelings of loss, and to help members learn how to
cope with these changes.

Near the end of the third meeting of the group, the group worker gave a homework as-
signment: “Over the next week think of something that is important to you, something
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that you really value, and bring it in to the next group meeting to share with the
group.” Allie, a 9-year-old whose father had died just months before, said, “I know
what I’d like to bring . . . but I’d have to dig him up.” Time seemed to stand still as the
group worker silently awaited a response from the group.

And then unexpectedly Jimmy, the most physically active and distractible mem-
ber of the group, who was by then all over the room and into the toys and games on
the shelves, stopped what he was doing. He bounded over to Allie and got about as
physically close to her as he could without making physical contact. Without asking
her what she had meant by her statement, Jimmy said softly, “You could bring a pic-
ture.”

After another pause in the action, Allie reached into her pink plastic purse and re-
moved a tattered photograph. Her action spurred the others to form a semicircle
around her so that each could get a good look at the snapshot she held of her smiling
father.

What the group learned weeks later was that Jimmy knew the feeling that comes
with being an annoyance to almost everyone. When asked for his own impressions of
what his teachers thought of him, he hesitated and shrugged. But after a moment or
two his cheeks reddened, and, with his mouth forming an ironic smile, he said, “They
all hate me.”

In this example, the principle of welcoming the whole person and valuing members as
helpers is stimulated as the group worker steps aside, tacitly inviting full participation, and
enabling the group to respond to Allie’s lament, “I know what I’d like to bring . . . but I’d
have to dig him up.” As a result, Jimmy stepped forward with a touching sensitivity, typi-
cally hidden from the view of others in his day-to-day interactions.

Principle 3: Integrate Verbal and Nonverbal Activities

Competent group work requires the use of verbal and nonverbal activities. Group work
practitioners must, for once and for all, learn to relax and to abandon the strange and bi-
zarre belief that the only successful group is one that consists of people who sit still and
speak politely and insightfully (Malekoff, 1997, pp. 146–165).

Activity is more than “tool,” more than programmed content, more than “canned”
exercises, and more than a mechanistic means to an end. Middleman (1985) aptly de-
scribed the “toolness of program more as putty than a hammer, that is, as a tool that also
changes as it is used” (p. 4). In addition to a wealth of structured resource material avail-
able (e.g., games, exercises, and curricula), there are activities that grow spontaneously
out of the living together that the group members do. These are the creative applications,
the member- and worker-initiated innovations that can be cultivated and brought to life
in the group, contributing to a growing sense of groupness and rich history of experience
together (Malekoff, 1997, p. 148). A simple homework assignment in the changing-family
group, illustrated in the previous section, led to a profound moment and empathic con-
nection for Allie, Jimmy, and their fellow group members who had lost so much in their
young lives.

The following two vignettes offer additional angles on the use of activity by illustrating
(1) how the use of art and action research were used to combat homophobia and (2) how
the decision of a group of children to wear their glasses to group meetings opened a path-
way to greater intimacy. These illustrations reflect work in two kinds of settings: a drop-in
center and coffeehouse for lesbian and gay youths and a residential therapeutic camp for
school-age children.4
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Isolation or Inclusion: Creating Safe Spaces for Lesbian and Gay Youths

A recent action research project was launched with the aim of improving the lives of lesbian
and gay youths by raising awareness of school-based homophobia (Peters, 2001, 2003). The
action research process (Malekoff, 1994) involved surveying more than 1,000 high school
students and then presenting the results for discussion by youths and adults in an all-day
conference. The purpose was to raise consciousness, stimulate interaction, and motivate
change. The settings for this illustration involved a collaborative effort by a coffeehouse for
lesbian, gay, bisexual, transgender, and questioning youths; a community mental health cen-
ter; several public high schools; a community center; and several advocacy groups.

The project began with groups of youths and adults brainstorming to create question-
naires to probe student and faculty attitudes and experiences with homophobia in local high
schools. The process enabled the participants to sharpen their thinking in an attempt to
gather data that would strengthen their roles as advocates. This group process also illus-
trates Principle 6, maintain a dual focus on individual change and social reform.

Beyond developing questionnaires, a group of older adolescent boys formed a creative
art group that arrived at the idea to create almost-true-to-life school lockers defaced with
anti-gay slurs (e.g., faggot) as a means of raising consciousness on a more visceral level. Ac-
cording to one of the student group leaders (Zaleznick, 2001) in the creative art group, “Ev-
ery day gay, lesbian, bisexual, and transgender teens are ‘gay bashed’ in school and many
have nowhere to turn. The art group . . . created model lockers to represent the homophobia
that exists in schools.” Ultimately the lockers, realistic and shocking, became a traveling ex-
hibit used to encourage the development of GSA’s (gay–straight alliances) in schools.

In the following example, a younger group participating in a therapeutic camp found
another way to shed some light on a troubling matter.

Shedding Some Light

Ivan, who lived in a foster family, was a member of a therapeutic summer camp group
for children with serious emotional disturbances. He lived with a foster family with a
history of alcoholism. He had extremely poor vision and was too embarrassed to wear
his thick-lensed, and broken glasses, held together at the bridge of his nose with white
adhesive tape. He was afraid that he would be teased by the group and called names,
such as “four-eyes.” This was the treatment he had grown accustomed to in the school
and neighborhood.

He shared his fears in the group, and the members agreed to be kind and not tease
him. To support Ivan, everyone in the group who wore glasses decided to wear theirs if
Ivan would wear his. This act, a simple nonverbal activity that emerged directly from
the life of the group, spoke volumes.

After some hesitation, unsure about whether he could trust the others and the situ-
ation, he finally agreed to wear his glasses. The first day after the agreement, he wore
his glasses for an hour. No one made fun of him, and all were pleased that he could see
better and perform better while playing board games.

The next day he came to the group with a pair of new glasses and solicited the
worker’s and group’s opinions of the style of frames he had chosen. The group was ap-
proving, validating his choice, which made him smile. He willingly wore the glasses
and, some weeks later, asked the others if they wished to know why his vision was so
poor, requiring corrective lenses. The group became quiet as he told his story of living
in an eastern European orphanage until the age of 4. He revealed that he was strapped
down to a bed in the evenings and that, whenever he cried or refused to go to sleep,
nurses shined a flashlight in his eyes.
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Ivan seemed relieved after sharing his story. The others remained pensive as they
grappled with this information that he hoped would help them to understand him
better.

The young men’s art group and the summer camp group also illustrate Principle 4,
decentralize authority and turn control over to group members. The group members’ initia-
tive is demonstrated in both examples. In the first, the use of art provided both a reflection
of group members’ painful life experiences and a tool for social action. In the second, the
simple act of deciding to wear eyeglasses in solidarity with a fellow member opened an un-
expected door of understanding and intimacy. In the following illustration, turning control
over to group members takes a different “twist.”

Principle 4: Decentralize Authority and Turn Control Over
to Group Members

Group workers need to understand that losing control is not what you want to get away
from; it’s what you want to get to. What this means is that when control is turned over to
the group, and when the group worker gives up his or her centrality in the group, then mu-
tual aid can follow, and members can then find expression for what they have to offer. En-
couraging “what they have to offer” is the kind of group work we need to practice; it is
what real empowerment is all about.

In the following example, a variation on Fritz Redl’s “life-space interviewing” (1966)
demonstrates its application with a group in a day treatment/therapeutic school setting.

Groups-on-the-Go: Mutual Aid in the Moment

This illustration presents groups-on-the-go (Jagendorf & Malekoff, 2000), spontaneously
formed, mutual aid groups for children and adolescents. “Spontaneously formed groups”
refers to groups that are formed in response to a pressing need. They are composed of indi-
viduals known to one another who voluntarily agree to participate. These groups are offered
in an agency that provides sanction and support (and of course adequate space) for the ac-
tivity.

Groups-on-the-go is an extension of life-space interviewing (Redl, 1966, pp. 35–67),
the purpose of which is to address problems in adolescents’ direct here-and-now life experi-
ence.5 Group workers must be problem focused, clear about goals, and active in the pursuit
of their aims. However, they must also be prepared for emergent problems that occur in the
life of the group, to expect the unexpected, and to be ready for “group work on the go”
(Malekoff, 1997, viii).

The two major tasks of life-space interviewing are clinical exploitation of life events
and emotional first aid on the spot. These terms refer to “interviewing (that) is closely built
around the child’s direct life experience in connection with issues that become the interview
focus” (Redl, 1966, p. 41). Groups-on-the-go adds a third feature, mutual aid in the mo-
ment, by which peers are purposefully introduced into the helping mix.

Pregroup planning is critical for effective group work; however, spontaneous interven-
tions are frequently necessary. 6 For example, when a number of students in a school are un-
accounted for at the same time, the reaction can range from a “here we go again” shrug of
the shoulders to general alarm about their whereabouts. Group workers must pay attention
to administrative details, such as obtaining passes for permission for students to leave class.
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They must also be prepared to describe the value of the intervention and to demystify the
process for the gatekeepers in the organization who might otherwise squash such efforts.
With these caveats in mind, readers are introduced to the dance group.

In this illustration, the group worker is a team member in a school-based mental health
program. She represents a community mental health center that formed a partnership with
the school to provide services on site in the school for children and adolescents who have
been identified as having serious emotional disturbances. The dance group begins with an
individual meeting between the social worker and Jay.

Jay sat in session upset, dirty blonde hair over his eyes, with no expression on his face.
Jay loves music and plays the keyboard. He often spoke about the music he listened to.
He likes grunge rock groups that sing about depressing, painful themes. Jay said that he
was invited to Maria’s sweet-sixteen party this Friday and that all his friends from
school were going. Jay said, “But I’m not going. And if I go, I’ll stay outside and smoke
cigarettes or sit in the corner like I did at the prom last year. I’ll just sit like this all
night.” He proceeded to cross his arms, slump down in his chair and look depressed.

We talked for a while about why Jay didn’t want to go to Maria’s sweet sixteen.
Jay finally blurted out, “I can’t dance.” “No? You’ve never danced at a party or a con-
cert?” I asked. “Well, I jump into the mosh pit. Don’t get me wrong, that’s fun: banging
heads and pulling at people’s clothes. But I don’t think they’ll have that at the sweet six-
teen.”

There was a knock on the door, and Jerold bounced in. Jerold has great energy and
poise. And he is a wonderful dancer. “Jerold, perfect timing. Jay, can I tell Jerold about
your dilemma?” Jay seemed to shrug his response, “Sure, tell him.”

“You’re going to Maria’s sweet sixteen, right, Jerold,” I asked.
“Oh, yeah,” he said.
“Well, Jay doesn’t want to go.”
Jerold turned to Jay. “No way, how come?”
“’Cause I don’t know how to dance.”
“You can dance, Jay,” Jerold said.
“No, I don’t know how. If I go I’m just going to sit in the corner or stay outside un-

til it’s over. I’ll wear my torn pants and a tie-dyed shirt. Maybe they won’t even let me
in.”

“Jerold, you’re a great dancer,” I said. “Do you think you could teach Jay to
dance?”

“Yeah, I could teach you, give you some moves. You could do it.”
“What do you say, Jay? You both could come to my office, I’ll lock the door, and

we could have a dance lesson.” (In time two girls joined this group-on-the-go. Ulti-
mately, Jay attended the sweet-sixteen party . . . and danced.)

Far from coming into conflict with the culture of the host setting, groups-on-the-go can pos-
itively influence organizational culture. The worker’s faith in mutual aid and in what young
group members have to offer, willingness to take the risk of forming a group-on-the-go, and
readiness to navigate obstacles and manage logistics can favorably influence the environ-
ment. By emphasizing members’ strengths, maintaining an optimistic outlook that problems
can be solved, and never losing sight of the normative experiences of young people who are
most often identified by deficits, a group-on-the-go can go a long way to adding spirit and
character to a school (or other setting inhabited by children and teens) and instilling a sense
of hope in both the youth and adults who inhabit such a space together.

With the dance group, the worker paid careful attention to including school personnel
in the mix. In the illustration of Principle 5, this is taken a step further, as indicated, by de-
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tailing a careful negotiation with elementary school teachers to gain sanction for a group
idea that was at first greeted with ambivalent feelings.

Principle 5: Develop Alliances with Relevant Other People
in Group Members’ Lives

Group workers involved with children and youths must understand that anxious and angry
parents, teachers, and school administrators are not our enemies and that we must collabo-
rate with them and form stable alliances with them if we are to be successful with their
children. We must learn to embrace their frustration and anxiety, rather than becoming de-
fensive and rejecting. Alliances are needed with relevant others who are deeply invested in
the plight of our group members.

The example to follow also illustrates Principle 3, integrating verbal and nonverbal ac-
tivities, in groups and shows how members with different skill and competency levels can
work together if program content is carefully chosen. The setting for this illustration is a
therapeutic elementary school program.7

A Poetry Club for Kids

A group work service for a classroom group in a special education school setting presents
group workers with a unique set of challenges. One group worker knew that he needed to
contract with the classroom teachers, integrate group purpose with academic and behavioral
goals, and support the prosocial values promoted daily in the classroom. He thought that a
poetry club (Malekoff, 2002a) could build spirit, tap students’ creativity, provide an alterna-
tive and fun means of expression, and cultivate an appreciation for poetry that could extend
beyond the life of the group itself.

The classroom composition in the program was six students, one teacher, and one aide,
they are referred to as “6-1-1 classes.” At the time, three students were in each of two
classes, one older and one younger class. The worker asked them to think about the concept
of “poetry in motion” and explained that all poetry didn’t have to be regimented pencil-to-
paper work and that together they could help the students discover means for finding poetic
expression verbally, musically, and physically, as well. For example, one of the group activi-
ties involved photography, with members taking turns to arrange the group into their own
unique poetic tableau to be preserved photographically.

The group worker presented the idea of mutual aid as a core principle. Older stu-
dents could help the younger ones, and younger ones could encourage the efforts of
the older ones. The staff could easily relate to the prosocial value of promoting mutual
aid.

The teachers provided a list of academic goals representing the grade level of students
in their classes. Samples of the stated goals are: students will learn to comprehend a story;
students will learn to listen to and enjoy stories; students will recall important facts and
ideas; students will learn to read orally with phrasing and expression, pacing, and volume;
students will express personal opinions about readings. It is important to work collabor-
atively with teachers and to respect the goals they wish to accomplish and to standards they
aim to maintain if one expects to be a welcomed guest in their classrooms. In reviews with
the teachers, it became clear that academic goals were compatible with group purposes and
goals.

The purpose and goals of the group were conceived as follows:
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The Poetry Club is a weekly group that is about learning to work together, share, have fun, and
build confidence through the self-expression of poetry. The goals of Poetry Club are related to
academic goals, including following directions, participating in discussions, and reading aloud
fluently and accurately. The Poetry Club members will learn to help one another, applaud one
another, and appreciate one another.

The Poetry Club met once a week over 10 weeks for about 40 minutes each session.

The group meetings began with a reading of a “guess what” poem: poetry that de-
scribed something for them to discover together. Key words were left out of the poems
to create mystery. The group’s assignment was to guess what the poem described. After
the poem was read, the group was instructed to huddle up, as a football team might,
and discuss what they thought the poem was about. Finally, when the members thought
they had arrived at the correct answer, they would say so. The first poem was about a
giraffe. An added bonus was that the poem itself was shaped like a giraffe.

A longer term project was guided poetry. The members were given open-ended sen-
tences to complete about themselves and their fellow group members that probed their
thoughts, interests, experiences, and strengths. The raw material was drafted as a
“poem under construction,” and each week the members would work toward the goal
of refining their poem into a finished product to be included in a group-ending Poetry
Club journal that would record all of their work.

Allowing adequate time for a good ending is essential. In a short-term group such as the
Poetry Club, members should be reminded of how many group meetings are remaining from
the very beginning and along the way. This can be done verbally or on a calendar for those
members who are more inclined to integrate information visually. By providing reminders in
a thoughtful manner, the end of the group does not come unexpectedly to the members, and
planning for a meaningful separation is made possible.

The last three ending-phase meetings were bittersweet, with the members enjoying
readings from the Poetry Club journal, chronicling their good work. The younger boys,
in particular, loved gift-wrapping extra journals that they would bring home to their
families. Free access to scissors and Scotch tape was heaven for the 5-, 6-, and 7-year-
olds. The boys openly wished that Poetry Club could continue and questioned why it
had to end. Transition. Separation. Loss. Not an easy subject for this group.

Along the lines of advocating for a group service in a school or other system, group
workers practicing strengths-based group work need to maintain a dual focus of individual
change and social reform. This principle has been illustrated in the creative arts group that
aimed to raise consciousness about homophobia in high schools. The next two examples
provide further illustrations.

Principle 6: Maintain a Dual Focus on Individual Change
and Social Reform

Group workers must stay tuned in to the “near things of individual need and the far things
of social reform” (Schwartz, 1986). This dual vision was first conceptualized by one of the
earliest group work researchers, Wilbur Newstetter (1935). Group workers must help group
members to become active participants in community affairs, so that they might make a dif-
ference, might change the world one day whereas others have failed. A good group can be a
great start for this kind of consciousness development and action.
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Understanding the dual focus is especially critical for youths today, when so many
world-shattering and traumatic events influence lives. The illustrations that follow describe
group work responses to the Columbine High School tragedy in 1999 and the terrorist at-
tack on America on September 11, 2001.

Beyond shattering one’s sense that the world is a safe place, traumatic events undermine
basic attachments of family, friends, and community (Herman, 1997; van der Kolk, 1987).
As a result, trauma survivors feel abandoned and isolated. One of the goals of recovery is to
restore “the connection between survivors and community” (Herman, 1997, p. 50). If
trauma isolates, group work connects.

In the Aftermath of Columbine: An Intergenerational Collaboration

The Columbine massacre, although it took place in Colorado, affected young people,
parents, and school officials all across the United States. Schools redoubled efforts to insure
security, emergency rooms and outpatient clinic emergency visits spiked, and a general sense
of anxiety filled schools across the United States.

Two weeks after the massacre in Columbine, in one northeastern suburb a group of 12
teenagers and 8 adults was formed for a one-session group to videotape a program for
broadcast. Following is the group worker’s account of this group (Malekoff, 1999):

The meeting started with a pre-group warm up in which the members got acquainted
with one another and the purpose of the group. They were all group members from var-
ious other settings including a high school, a mental health center, drop-in center for
lesbian and gay youth, an outreach program for Latino youth, a chemical dependency
program, and a street outreach program. The purpose of the one-session group, which
was to be video taped for educational purposes, was to explore, identify, and emphasize
what youth need in the aftermath of Columbine. The participants understood this op-
portunity as one that would enable them to debrief and give voice to their impressions
and concerns to a wider audience.

As the 90-minute group meeting unfolded the eyes of the adult participants and
observers widened. They were caught by surprise as they listened to the young people
who ranged in age from 13 to 18. After some discussion about school safety and what
some described as “fascist” measures taken by school administrators (e.g., requiring
transparent book bags, administering random locker checks, searches and pat downs)
they talked about, as one 16-year-old girl stated, “What do we really need.”

To everyone’s surprise they said that what they really needed and wanted was
closer relationships with adults in home and at school. The group worker remarked to
the teens, “You seem to be starving for someone to simply listen to you.”

Intergenerational groups have the benefit of providing both generations an oppor-
tunity to “practice” communication with both adults and youth, other than those with
whom they have daily contact at home or in school. In this group, participation in a re-
corded intergenerational exchange in the aftermath of Columbine was the participants’
way of spreading the message of their experiences and perceptions to others who might
also be struggling. It was their way of making a difference. (p. 1)

A Gift from the Children of Oklahoma to the Children of New York
Following 9/11/2001

Among the services offered by a mental health agency in the metropolitan New York area in
the aftermath of September 11, 2001, are bereavement groups for children who lost parents
in the World Trade Center (Malekoff, 2002c; Morse, 2002). One group worker in a Project
Liberty agency (the Federal Emergency Management Agency [FEMA]-funded post-9/11 cri-
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sis counseling program) made contact with an Oklahoma City organization to exchange
information and experiences in order to prepare for the work ahead. One day a large box
arrived in the mail. It was addressed to the children in the New York bereavement groups. It
came from a group of elementary school children in Oklahoma City.

Inside the box were 55 teddy bears. A laminated card bordered by American flags was
hanging from a string around each teddy bear’s neck. Each card contained a message written
by an Oklahoma City child to a child from New York. One of the cards said,

Dear New York,

I am very sorry about the plane crash. And I am very sorry if someone special to
you died in it.

In both of these examples, young people responded in the aftermath of horrific events.
Group workers need not feel that all groups should take some form of dramatic social ac-
tion to qualify as strengths-based group work. More to the point is that group workers
maintain awareness of appropriate opportunities to take social action and to be flexible
enough to help the group to see possibilities for action.

Participating in a change effort that includes identifying a problem, exploring it in some
depth, seeking solutions, and implementing and evaluating them is an important learning
experience for young group members trying to make sense of the world and a good practical
lesson about the problem-solving process (Malekoff, 1997, pp. 119–145).

Principle 7: Understand and Respect Group Development as a Key
to Promoting Change

Each good group has a life of its own, each one with a unique personality—what group
workers refer to as a culture. All those who work with groups must learn to value the devel-
opmental life of a group. A greater understanding of and respect for group development,
amidst the noise and movement and excitement of a typical kids’ group, can lead to a feeling
of greater confidence in the group worker, confidence that he or she will move ahead and
hang in there and not bail out, as too many an adult already has.

A vital tenet of group work practice is that “the worker must actively understand,
value, and respect the group process itself as the powerful change dynamic that it is” over
time and in each meeting (Middleman & Wood, 1990, p. 11). This tenet demands that the
practitioner have a good knowledge base, reinforced by practice experience, of group devel-
opmental theory. Group developmental theory refers to group dynamics and tasks that are
unique to progressive stages (or phases) from the first to last moments of a group’s time to-
gether. Group development reflects a group’s path toward closeness, interrelatedness, and,
ultimately, separation. Group development is not always a neat and orderly process. A
group is subject to regression when it confronts obstacles and crises.

Two distinguished developmental models, Schwartz’s interactional model (Berman-
Rossi, 1994; Gitterman & Shulman, 1985/1986) and the Boston model (Garland, Jones, &
Kolodny, 1973), are good starting points. Some group leaders have an intuitive sense of
group development, as illustrated by a Little League coach who understood his team’s need
for a good ending as the season came to a close.

One Little League coach instituted an annual ritual of a postseason combination barbecue and
parent–child softball game. As the end of the season approached, the players (boys and girls),
their siblings, parents and grandparents started buzzing about the barbecue, making plans from
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the sidelines. Compare the feeling in this leave-taking scenario to that of the team whose ending
would come and go as swiftly as the final pitch of the final game of the season. (Malekoff, 1997,
p. 176)

CONCLUSION AND FUTURE DIRECTIONS

This chapter presents a strengths-based framework for group work with children and ado-
lescents. Seven principles were offered to serve as a foundation to inform practice so that it
can be flexibly and purposefully practiced regardless of chosen model, approach, or curricu-
lum.

Group workers who rely on curricula, agendas, and exercises require accompanying
knowledge and skill necessary to promote interaction, mutual aid, and spontaneity among
group members. Otherwise, rather than curriculum-guided tools, these activities then be-
come curriculum-driven procedures. Without a good practice foundation, packaged ap-
proaches risk controlling children and youths by inhibiting creative expression.

The strengths-based principles are overlapping and interrelated. They call for group
workers to consider the felt needs of group members, to recognize and activate what group
members have to offer, to use a variety of activities and media to engage and challenge chil-
dren and youth in groups, to reach out to parents and relevant others in group members’
lives, to recognize opportunities for group members to practice social action and citizenship,
and to become familiar with the developmental path of groups.

The future of group work with young people rests with practitioners who are well
grounded in the foundations and traditions of group work. In addition, today’s practitioners
need to develop special knowledge and skill in working with violence, trauma and loss, and
intercultural issues.

Although the September 11, 2001, attack on America is the most horrific public event
in recent memory, it only underscores the increasing violence that children and youths are
exposed to in public arenas (e.g., gang violence, the Columbine shootings, the Oklahoma
City bombing, the Beltway sniper) and in private settings (e.g., child abuse, domestic vio-
lence, witnessing violence). It is clear that we need a public health approach to violence pre-
vention, an approach that offers a continuum of services from prevention to treatment
(Prothrow-Stith, 1993, 2002). Among its many roles, group work can promote intercultural
relations, teach peaceable conflict resolution, and build supportive groups for survivors of
violence.

Research on the impact of violence on children and adolescents and on the role of
group work in prevention and treatment will be critical in the future (Glodich & Allen,
1998). Of equal importance is developing and evaluating approaches for intercultural rela-
tions that reduce prejudice, foster understanding, promote peace, and provide youths with
the skills to become active participants in community affairs (Malekoff, 1997).

The future of group work with children and adolescents relies on educators and practi-
tioners who advocate for integrating group work values, knowledge, and skill into youth
development programs and the classroom. As the studies referred to earlier suggest,
connectedness—attachment to peers, teachers, and relevant other adults—is a good educa-
tional and public health strategy that promotes strengths in young people.

Regardless of the problem to be addressed or the theoretical approach, group workers
should be mindful that children and adolescents want to be taken as whole people with
something to offer, not broken objects to be fixed. Tuning in to and grounding oneself in the
seven principles of strengths-based group work is a good starting point.
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NOTES

1. For recent examples of the efficacy of cognitive-behavioral group therapy for children and adoles-
cents with serious emotional disorders see Thienemann, Martin, and Cregger (2001) and Mendlo-
witz, Manassis, and Bradley (1999), who present studies on groups for adolescents with obsessive–
compulsive disorders and children with anxiety disorders. Mendlowitz et al. (1999) highlight the
role of parental involvement.

2. Beyond identifying need, good group work practice with children and adolescents requires a plan-
ning process that includes gaining sanction and support from agency administration, developing a
clear purpose, selecting and screening members carefully, attending to the structural details (i.e.,
time and space) of the effort, and identifying appropriate content and materials for the group to
meet its goals (Malekoff, 1997, pp. 53–80).

3. Engaging the whole person requires paying attention to intercultural issues. Addressing diversity in
the group can help to promote prejudice reduction, intergroup relations, and group identity. Later
in this chapter an illustration of a group project to fight homophobia in high schools is presented.
For a comprehensive discussion of intercultural issues and group work with youth see Malekoff
(1997, pp. 189–214).

4. Passi (1998) offers a rich assortment of suggestions for creative group programming in psychiatric
day hospitals and residential centers. Her ideas are well suited for an older adolescent population
and, in some instances, can be easily adapted for group work with children and younger adoles-
cents.

5. The group work described by Fritz Redl and David Wineman has been referred to as “program-
ming for ego support” and was forged from their direct experiences in a residential setting (Pioneer
House) for preadolescents. Their landmark books, Controls from Within (1952) and Children Who
Hate (1951), are essential resources for all group workers.

6. This also holds true for residential and other settings (i.e., day treatment, camp, day care) in which
children and youths spend all or the better part of their days.

7. Regarding group work with youth in inpatient settings, Stein and Kymissis (1989) highlight the im-
portance of a good interrelationship among team members and between team members, parents,
and children. This is essential in insuring that dysfunctional patterns of communication are not rep-
licated in the treatment setting.
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Chapter 14

Group Work in Child Welfare

BARBARA RITTNER

The function of child welfare is to ensure that workers evaluate incidents of poten-
tial maltreatment, supervise children deemed at risk for ongoing abuse and neglect, develop
effective services to reduce reoccurrence of maltreatment, and discharge those children be-
lieved to be safe (Rittner, 2002). Almost everything that happens in child welfare settings
happens in groups of one sort or another. Child welfare organizations are composed of
groups of administrators, supervisors, workers, and support staff. Child welfare personnel
often interact with a variety of service vendors, court personnel, and treatment profession-
als. These interactions regularly occur in groups as well.

Many of the children who come under supervision are temporarily placed in group
shelter settings in which many children reside. They may move in with foster families, where
groups of foster and other children also live. Some are placed in small group homes or larger
residential facilities. In large part, foster families are trained in groups, as are adoptive fami-
lies. The training of agency intake workers, foster care workers, shelter staff, and supervi-
sors generally occurs in groups. Many child welfare workers participate in interdisciplinary
team meetings to assess and develop interventions for at-risk children and their families.

It is not uncommon for child welfare clients to be treated in traditional remedial
groups, many of which are open ended (Galinsky & Schopler, 1989); some of these are dedi-
cated exclusively to treating abusive family members. Caretakers with problems that affect
their ability to provide for the care and safety of their children are mandated to enter groups
that treat drug addiction, sexual assault, anger management problems, or mental illness.
These groups are generally open ended and foster the development of mutual aid to change
behaviors or ameliorate the impact of abuse and neglect (Shulman, 1984).

Despite the ubiquity of groups and group processes in child welfare settings, little has
been written about how group dynamics in these settings facilitate the reduction of reoccur-
rences of maltreatment and how failure to attend to group dynamics may create barriers to
effective interventions. Much of what we need to know about these groups can be derived
from other sources—that is, from the literature about task and remedial groups.
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Clearly, then, much of what happens at administrative levels and in service units relies
on the dynamics inherent in task group processes (Ephross & Vassil, 1988). Nonetheless,
group dynamics as a central component of training success is absent from many of the pro-
tocols used to train professionals or caretakers. Although those engaged in treatment groups
are aware of the power of group interventions for people with abuse and neglect histories,
few child welfare workers use group interventions in child welfare settings. This chapter dis-
cusses the role of task, remedial, and training groups within the context of child welfare set-
tings. I address the group practice skills needed by administrators, unit supervisors, child
welfare workers, mental health social workers, and trainers to be effective in child welfare
settings or with child welfare populations.

AGENCY-BASED TASK GROUPS

Lohmann and Lohmann (2002) observed that administrators, in general, are responsible for
providing leadership and oversight, for making decisions, and for building an organization.
Middle and upper-level managers in child welfare agencies are responsible for program
planning and development, work flow, coordination of services, and evaluation of perfor-
mance in concert with federal and state policies and procedures (Austin, 1981; Harris &
Warner, 1988; Lewis, Lewis, & Souflée, 1991). Continuous changes in policy and shrinking
economic support frequently bring various levels of administrators together to assess how
they can provide needed services within the constraints of available resources. Inherent in
the process is complex decision making that may be subject to the scrutiny of the press and
the community (Rittner, 1995).

As Toseland and Rivas (1984) observed, organizational groups have two primary func-
tions—meeting the needs of the agency and meeting the needs of the clients. Administrators
frequently convene and conduct meetings to address the performance of an agency without
necessarily fully attending to group process. The ability of child welfare organizations to
meet the complex needs requisite to protecting children largely depends on how well various
task group members work together toward common goals and how well they can engage in
problem solving as they confront constant shifts in service demands. Further complicating
the situation is the fact that these administrative groups often have changing memberships
that reflect the high turnover rates in child welfare agencies. As people are promoted or
hired, they join others in the context of hierarchical associations within tables of organiza-
tion as members of “administrative teams.”

Direct service units and middle managers, like their higher level administrative counter-
parts, also regularly meet in groups. There is evidence that when these groups are employed
for more than simple information dissemination, they can foster an environmental culture
that protects workers from burnout. Burnout is common in human service agencies and is
associated with high levels of turnover, large caseloads, and stressful jobs (Leiter &
Maslach, 1988). There is no question that working in child welfare is stressful. Direct ser-
vice workers are exposed to a constant barrage of abhorrent abusive behaviors and abject
neglect perpetrated against children. They face unrelenting demands to dislocate and relo-
cate children from one setting to another. At times they deal with hostile parents and de-
manding legal systems that may hold them responsible for predicting the behavior of others.
In addition, many workers labor under large caseloads in constant states of crises, with very
little respect from the community for the difficult job they perform. They are generally
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poorly paid for their efforts, and many only stay for a few years. These dynamics make them
especially vulnerable to burnout (Miller, Ellis, Zook, & Lyles, 1990; Rittner, 1995).

AGENCY GROUP PROCESS AND SKILLS

The more workers and line supervisors see the environment as supportive, the less likely
they are to experience burnout and the more likely they are to provide higher levels of ser-
vice (Leiter & Maslach, 1988; Maslach & Jackson, 1981; Miller et al., 1990). If administra-
tors and supervisors have fundamental authoritarian and supportive functions (Miller et al.,
1990), then it becomes self-evident that how they convene groups and facilitate group pro-
cess can determine how well members manage the demands made on them. There are three
key elements to effective agency-based groups: membership androles, purpose, and process.
Each of these will be addressed in turn.

Membership

The first challenge that conveners of working groups in child welfare face is deciding on
membership. Ironically, this is a decision that is rarely made proactively. Most often the
membership of administrative and supervisory groups is directly related to position or rank
on tables of organization. It is not uncommon for child welfare administrators to meet with
those who report directly to them in groups. Likewise, unit supervisors regularly meet with
their immediate supervisor, unit workers with their supervisors, and so on. In large part, this
is because most of these groups reflect the ongoing business of the agency—that is, adminis-
trative, staff, and unit meetings. In these cases, membership is directly related to function
and span of control. Further, these groups rarely need to consider expanding or changing
their memberships except on an ad hoc basis. They rely more on how well the group is func-
tioning than on who should be attending.

In some cases, however, membership in the group should be carefully considered.
Ephross and Vassil (1988) suggest that membership should be based on two principles: what
the member will contribute and what benefits the member will derive from attending. This is
particularly true when ad hoc groups are formed to address specific problems or issues or
when groups are charged with strategic planning, goal setting, policy and procedure imple-
mentation, or program evaluations. Once the purpose of the group shifts from “business as
usual” to planning or evaluative functions, then membership needs to be expanded to help
the organization adapt to changes in funding, roles, structure, and procedures or to evaluate
how well the agency or units have met their goals. Determining which potential members
possess critical knowledge, have key skills, or will benefit from participating will enhance
the outcomes of the group process and the products of the group (Ephross & Vassil, 1988).

Often the inclusion of representative members in these groups insures that constituents
feel that they have had a role in the process and increases their sense of investment in the
outcomes. In child welfare, representative members may include the major stakeholders: ad-
ministrators, unit supervisors, direct service workers, consumers, and vendors (Lohmann &
Lohmann, 2002). The more those who are or will be doing the job are included in planning,
decision making, and evaluation processes, the greater the probability that the goals set and
procedures developed will be congruent with organizational mission, resource availability,
worker capabilities, and knowledge. Equally important, barriers to successful implementa-
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tion are more likely to be identified and corrected early if membership is broadly based.
Finally, inclusive membership reduces the potential for duplication of services either within
the agency or across service providers (Austin, 1981; Harris & Warner, 1988; Lewis et al.,
1991). It is not always possible to include broad representation from large child welfare or-
ganizations or from very rural ones. Some child welfare agencies in major cities have hun-
dreds of workers providing services to thousands of families, making the selection process
difficult; whereas smaller, rural organizations have limited numbers of workers scattered
over large geographical areas, making availability difficult.

Despite the logic of representative membership with shared power, agency-based
groups are historically top-heavy and tend to embody autocratic leadership. As a result, they
are often perceived by line workers as nothing more than gatherings to inform workers
about new policies and procedures or as potentially punitive sessions in which unit supervi-
sors and workers are castigated for perceived failures with little appreciation of the real na-
ture of the work they do. As Glisson and James (2002) observed in their comparative study
of human service delivery teams, cultures within organizations shape the perceptions of par-
ticipants based on their function and ranks within the agency. Their findings are consistent
with other literature on organizational cultures that suggests that there are important differ-
ences in the lenses through which administrators and line workers view systems and func-
tions and, more important, that those lenses shape the attitudes, perceptions, and decisions
made by each level. This approach can avoid the “us versus them” attitudes that prevent ef-
fective group dynamics from emerging (Hopkins & Hyde, 2002).

Recently, institutionalized group planning activities have occurred with the develop-
ment of strategic mapping and quality assurance groups (Joyner, 2002; Tausch & Harter,
2001). These models of decision making and quality assurance depend on an inclusionary
process, with representatives from complementary functions involved in goal setting and
tracking successes. The literature on these models clearly supports the importance of broad
representation in both goal setting and goal attainment evaluation. The consensus-building
strategy inherent in these models encourages evaluating effectiveness of service delivery be-
yond case reporting (Marshall, Solomon, & Steber, 2001).

Group Leadership Roles

Regardless of the type of agency-based group, the next major decision that many groups
face is designating or selecting a leader (Cohen, 1994). In reality, the more hierarchical the
agency is, the more difficult it is for leadership to be flexible. The assumption often is that
the person with the highest rank is the leader, even though at times that person may not be
the best person to lead. In child welfare hierarchies, rank has implicit and explicit power at-
tached to it. It is difficult in those settings for a leader to fully empower the members in a
group if he or she holds a higher rank. This is particularly true for working groups that fall
outside the scope of the “business as usual” group meeting.

Ideally, leadership can be a “distributive function” (Ephross & Vassil, 1988, p. 100)
that adapts to the emerging needs or demands of a group. In that case, the leadership role
can be selected by the members based on either the knowledge or the leadership skills that a
member brings to facilitating group process or consensus building. It may also be that lead-
ership shifts as demands on groups change. If distributive leadership is impractical—and
there are likely to be times at which it is—then how administrators and managers use the
leadership role is important. Effective administrative and supervisory leaders recognize the
limitations of shared power and authority in naturally occurring groups, including those in
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child welfare agencies. They use their leadership position to develop strategies that can facil-
itate open communication and planning, and they tolerate productive conflict within the
group. In this way, the organization can utilize broad group representation without expect-
ing to realize unattainable presumptions of equality.

Real-Life Example from a Child Welfare Agency Experience

Ample real life examples exist of how unit supervisors can effectively engage group process
in their units by strengthening the dynamics inherent in unit meetings. One such unit super-
visor where I worked began having Friday morning coffee with her unit of nine workers.
Generally lasting 11

2 hours, the time was spent drinking coffee, eating food that the mem-
bers brought in, and reviewing the week in a fashion that closely resembled Duffy’s (1994)
recommended “check-in.” The discussions might focus on problem cases, interagency frus-
trations, changes in court procedures, or interventions and resources that were effective.
Over time, the unit began talking extensively about the problems that adolescents in care
were creating. Eventually, other workers and supervisors were invited to join the discussion
to insure a fuller understanding of the problems these adolescents faced and the demands
they were putting on the units. The units documented the problems that existed and talked
about a variety of possible solutions, culminating in a proposal for the formation of an ado-
lescent unit that was brought to the larger administrative group by the unit supervisors. The
plan was quickly adopted by the administrators, and the unit was implemented and popu-
lated with workers who enjoyed working with that population.

INTERDISCIPLINARY GROUPS

The four major issues that emerge in child welfare interdisciplinary groups are member-
ship, roles, client selection, and reimbursement. Once these issues are resolved, group
meetings are more likely to focus on the types of services that can be provided. It is criti-
cal that the planning stage of interdisciplinary groups include representative membership
and shared leadership so that the goals established incorporate the best interests of clients
in coherence with the best interests of service providers. The absence of clear expectations
about what agencies want and need from each other can create a tendency for agencies to
attempt to “cherry pick” the best clients and refer the most difficult clients to each other.
This is especially true if the basis for continuation of contracts is measured solely by suc-
cess rates.

One of the most common forms of interdisciplinary groups is that in which service pro-
viders meet to discuss intervention options for child welfare families. In some cases, the ser-
vices are provided to address a particular type of abuse (Lyon & Kouloumpos-Lenares,
1987), whereas in other instances a variety of service vendors are present to explore referral
options (Wagner, 1987). Toseland, Ivanoff, and Rose (1987) examined child welfare treat-
ment conferences, a form of interdisciplinary group. The membership included representa-
tives from child welfare, mental health settings, residential care facilities, public health, the
courts, and “others.” The group members’ educational levels reflected those that are typi-
cally found in interdisciplinary groups—ranging from those with undergraduate degrees to
those with doctoral level degrees (including MDs and PhDs). Their findings are encourag-
ingly positive about the benefits of these groups. Besides documenting greater treatment
successes, they found that the conferences kept staff informed about client progress, reduced
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redundancies in services, and avoided contradictory recommendations. Further, team con-
ferences tended to provide a venue for staff to learn from each other in supportive ways.

One of the most robust new treatment modalities in child welfare services is family
group conferencing (Macgowan & Pennell, 2001; Sieppert, Hudson, & Unrau, 2000). This
model is not only interdisciplinary in nature but also brings family and nonfamily groups to-
gether to plan for the safety and well-being of at-risk children. Also referred to as family me-
diation, it is a resource-intensive model of intervention in which the family as a group is
brought together with service providers (often as a group), with the expectation that the var-
ious groups will work together to develop services that will delimit future maltreatment. The
group leader is often the child protective services worker who has as his or her primary goal
the brokering of services across constituencies. Undoubtedly a group model, it brings to-
gether all stakeholders in child welfare to negotiate care and safety plans.

Interdisciplinary groups do have some drawbacks and known failures (Byles, 1985;
West & Poulton, 1997). Byles (1985) describes difficulties encountered in simply making
some interdisciplinary programs or services operational because of mismatched agendas,
differing desired outcomes, or unresolved power differentials. Ephross and Vassil (1988)
would argue that success is dependent on a supportive structure that includes predictable
patterns within the group. These patterns might well include consistency in meeting place,
agenda items, and leadership. Toseland et al. (1987) raised concerns about the complex
problems that emerge in selecting and providing leadership in these groups because the skills
with which leadership roles are executed can have a major impact on their success. In many
ways, the degree to which all of the stakeholders feel that their issues, concerns, and desires
are being met may have a great deal to do with how successful these groups are. Therefore,
the degree to which the group leaders are trained as skilled group workers is an essential ele-
ment that may not be adequately addressed by the sponsoring agencies.

All interdisciplinary team programs struggle with concerns about possible levels of con-
sumer participation. In child welfare, there are additional issues. Among them is the ques-
tion of who is the consumer—the child(ren), the biological parents, the foster parents, or the
adoptive parents. Further, there may be very tense relationships among child welfare con-
sumers—that is, among foster or adoptive parents and biological parents. In some cases, the
roles that families can assume in these teams may be uncertain. Child welfare clients are
never voluntary service recipients, even if they are not adjudicated and are cooperative.
Often the people in these teams have the power to remove or return children or to determine
the type of services or placement that the parents or children will have. Finally, in some cases
because of potential litigation, consumers may be excluded from participation in a particu-
lar team even if generally they are included.

In summary, child welfare workers and administrators would do well to develop skills
as task group leaders. The power of these groups to augment the quality of services to chil-
dren and their families is often overlooked, suggesting that training components that focus
on task group leadership skills should be on the agenda of human resources departments.

DIRECT SERVICES TO CHILD WELFARE CLIENTS

Group services are provided to abusing and neglecting parents, to children and adolescents
under supervision, and to adult survivors of abuse and neglect in a variety of venues. This
section addresses the role of group work as a means of direct remedial intervention with
children and biological parents. Again, little has been specifically written about best prac-
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tices for child welfare clients, but there is an abundance of research about groups addresses
problems shared by child welfare clients.

Group Work with Children under Child Welfare Supervision

Children who come into child welfare services often have experienced multiple levels of
abuse and neglect. Their experiences predispose them to social and emotional problems.
Current research demonstrates that the earlier maltreatment occurs, the more likely the
child is to develop associated behavioral and emotional problems that may well persist into
adulthood (Heffernan & Cloitre, 2000; Zanarini et al., 2002).

Children in foster care are rarely treated together in groups unless they are in a resi-
dential setting with a high number of adjudicated children. Even then, not all the other
members have histories of abuse and neglect that brought them under child welfare super-
vision. Rather they are referred to groups because of problems that emerge as a result of
the abuse and neglect they experience—emotional or behavioral problems, as well as ad-
justment problems. Among the earliest reported children’s groups were those developed to
help children cope with parental divorce (Titkin & Cobb, 1983), paralleling circum-
stances faced by foster children who may have experienced domestic violence, loss of con-
tact with parents, and repeated changes in residences and caretakers (Rittner, 1995). Like-
wise, Knittle and Tuana (1980) were among the earliest clinicians to report using group
work to treat girls who were victims of interfamilial sexual abuse, a trauma that is often
seen in foster children.

Most empirically supported groups with children focus on adolescents rather than on
children of latency and prelatency ages. In recent years, the emphasis has been on group
treatment with a cognitive-behavioral therapy (CBT) orientation, which appears to be as ef-
fective as individual treatment in reducing symptoms of depression and anxiety,
posttraumatic stress disorder, school problems, substance abuse problems, and poor peer re-
lations (Manassis et al., 2002). Generalizing from studies with nonabused adolescents, it be-
comes apparent that CBT groups could be effective in treating children with abuse and ne-
glect histories (Kaminer, Burleson, & Goldberger, 2002; Manassis et al., 2002). For
example, Manassis et al. (2002) found that children with high levels of social phobia did
better in individual therapy than those with more generalized anxiety and hyperactivity,
who were treated effectively in CBT-oriented groups. Both anxiety and hyperactivity are
common presenting problems in children with abuse and neglect histories.

Abused and neglected adolescents, like their nonabused counterparts, develop problems
with depression and substance abuse, as well as problems associated with eventual develop-
ment of personality disorders (borderline and antisocial personality disorders; Heffernan &
Cloitre, 2000; Kaminer et al., 2002; Zanarini et al., 2002). Kaminer et al. (2002) noted that
adolescent participants in a CBT group manifested marked decreases of depression and anx-
iety symptoms, reduction of substance abuse, and improved family and peer relationships.
In addition, the members sustained gains in a variety of associated areas over a 9-month pe-
riod after leaving treatment.

Real-Life Example: An Adolescent Foster Care Group

Once the adolescent unit previously discussed was developed, I volunteered to be a part of
it. One day, as I drove one of my repeat runaway foster children from juvenile detention to a
temporary shelter, I asked her why she ran away from every placement. She complained
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about her new school (she had been in four or five schools in the previous 11
2 years because

of her constant changes in placements), her foster parents, and her lack of friends. At the
time, I also had three other runaways in the shelter. I sat down with all four of them and
asked why it was so hard for them to stay put. As they talked, I realized that they needed to
be meeting in a group exclusively for adolescents in foster care. With the approval of both
agencies (child welfare and the shelter), I started a group that met every other day at the
shelter. After a tentative start, the youths started talking about what it was like to be in fos-
ter care. By the third meeting, they wanted to know if other “kids in the system” could join.
We expanded the group to 10 adolescents, spanning ages 11 to 17. It became apparent to
me that I did not understand what it felt like to be a foster child at the mercy of a system
that rarely consulted them about their needs and wants. They talked about what it was like
to be around peers complaining about their parents. Most of them had very complicated
relationships with their parents and foster parents. Some didn’t know who their parents
were, others couldn’t live with their parents, and a few didn’t know where their parents
lived anymore. They talked about running from their parents almost as often as they ran to
their parents. Every day they felt that they were the “only ones,” the ones without parents.

Over time the group became a place where these adolescents belonged, where others
also understood exactly what it was like to be a foster child. They taught each other survival
skills in foster care—how to live, if necessary, like a boarder in a foster home and how to use
school activities to avoid having to go “home.” They talked about their experiences when
other adolescents in their schools found out they were in foster care. They talked about de-
pression and ways to manage it; they talked about the trauma and abuse they had experi-
enced in the system and outside of the system; they talked about how painful it was to lose
siblings into the child welfare system and not be able to find them anymore; they talked
about their uncertain futures; they talked about using drugs to dull the pain; and they talked
about living and barely surviving on the streets. They came to group every week and,
remarkably, stayed put, in part so they could attend the group.

Group Work with Biological Parents

In fact, the very things that brought these children into the system and into the group are the
very things that also bring many adults into groups. Many practitioners treat the survivors
of abuse and neglect in mental health settings. Sometimes they come because of the conse-
quences of their childhood experiences, and at other times they are mandated into treatment
by the courts.

Most child protective service workers develop agreements with abusive and neglecting
parents about needed services that are expected to reduce the risk of future maltreatment.
Employing casework strategies, they monitor compliance with case plans through visitations
that evaluate the ongoing safety of supervised children. Compliance with those plans is then
used as a basis to decide whether to continue supervision (Rittner & Dozier, 2000).

The literature supports a triadic connection between trauma, alcohol and other drug
(AOD) problems, and abuse and neglect of children (Blackson, Tarter, Loeber, Ammerman,
& Windle, 1996; Chaffin, Kelleher, & Hollenberg, 1996; Cohen et al., 2002; Miller, Smyth,
& Mudar, 1999; Rittner & Dozier, 2000; Sagatun-Edwards, Saylor, & Shifflett, 1995).
Miller et al. (1999) found that women with higher levels of punitiveness toward their chil-
dren were more likely to be in domestically violent relationships, to have AOD problems,
and to have childhood histories of abuse. This is consistent with the work of others, who re-
port high levels of co-occurring mental health and substance-related problems (Sacks,
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2000). It is possible that the lack of adequate trauma assessment of parents under child wel-
fare supervision may partly explain why substance abuse treatment dropouts and failures
are so common in that population (Murphy et al., 1991; Rittner & Dozier, 2000).

One of the dilemmas that workers face is how to make the kinds of referrals that can
delimit future abuse events. A number of established comprehensive models of group treat-
ment have proven effective with abusive parents. The most common are multiple family
treatment models, self-help groups, and groups that address the major underlying problems
that those parents have that potentially compromise their ability to care for their children.

From its inception, treating groups of abusing parents together in what has been known
as multiple family treatment (MFT) has been shown to be effective (Benningfield, 1978;
Shorkey, 1979). When used in conjunction with regularly scheduled home interventions,
MFT has been associated with a reduction in subsequent reports of maltreatment, better
parenting skills, and creation of supportive networks (McKay, Gonzalez, Stone, Ryland, &
Kohner, 1995). MFT often employs a curriculum-driven group model designed to enhance a
parent’s understanding of developmental issues, challenge and modify dysfunctional
parenting behaviors, enhance anger management, create resource and support networks,
and reinforce effective parenting skills (Constantino et al., 2001). In addition to parenting
skills, some models of MFT focus on reestablishing mutual attachments between the child
and parents (McKay et al., 1995). Despite findings that suggest that the group dynamics
help families to work together to resolve multiple and complex problems, MFT is underused
(OShea & Phelps, 1985).

Abusing and neglecting parents have been referred to a variety of self-help groups,
including Parents Anonymous (PA; Bly, 1988). PA group membership includes peer role
models and professionally trained leaders as facilitators who rely on a structured group cur-
riculum to help parents learn how to effect changes in their disciplinary behaviors (Garvin,
1987). These groups are among the few groups specifically developed to serve parents who
are referred, or likely to be referred, to child welfare services. Like all self-help groups, these
groups have a strong identity with mutual aid group dynamics and processes, as members
connect through shared understanding of the problems they face and derive support and
help from each other in solving those problems.

Many parents are mandated into substance abuse treatment or anger management
groups on the assumption that abuse and neglect is a consequence of AOD use (Rittner &
Dozier, 2000). Unfortunately, in child welfare, this may be an overly simplistic understand-
ing of the dynamics of abuse and neglect in parenting behaviors. This statement is particu-
larly true for mothers who abuse and/or neglect their children (Miller et al., 1999).

The assessment and treatment of trauma in caretakers who abuse may be an important
step in delimiting future abuse events. Once the assessment has been made, a referral to an
adult survivor group may be indicated. These groups are important resources for those with
histories of childhood sexual abuse, as well as other types of abuse (Morgan & Cummings,
1999; Nesbit Wallis, 2002). Survivors commonly experience higher levels of depression, var-
ious symptoms of posttraumatic stress disorder, interpersonal relationship and social adjust-
ment problems, and anger management problems (Morgan & Cummings, 1999). Impor-
tantly, these consequences are just as likely to be present whether the victims experienced
one or multiple events of sexual abuse (Hazzard, 1993; Heffernan & Cloitre, 2000;
Zanarina et al., 2002). Survivor groups provide a safe environment in which to process trau-
matic events with other victims with similar experiences.

The current research suggests that CBT is effective in treating survivors. Some study
findings, however, suggest that the best outcomes are associated with many exposures to
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group and individual treatments over time rather than with a single group experience of a
specific type. This finding may reflect the fact that trauma survivors are slow to trust and
share their life experiences with others. Follette, Alexander, and Follette (1991) and others
(Morgan & Cummings, 1999) found that when sexually abused women had prior exposure
to group treatments, they derived more symptom relief. It would appear that a normalizing
process occurs in these groups when trauma survivors realize that they have developed cop-
ing strategies that mirror those used by other survivors. Over time, survivors become more
open to the influence of other members and begin to see them as powerful allies in shaping
new self-images and coping strategies.

Finally, many parents charged with abuse and neglect are referred to substance abuse
treatment groups. The reason is that, when abuse and neglect are found to be present, work-
ers often presume substance abuse is also present (Chaffin, Kelleher, & Hollenberg, 1996;
Rittner & Dozier, 2000; Wolock & Magura, 1996). It is imperative that the evaluation of
substance-related problems be comprehensive enough to determine whether it is the major
factor that is contributing to abuse and neglect of children (Rittner & Dozier, 2000). This is
especially true if the treatment focus is primarily on establishing abstinence. Once it is deter-
mined that substance-related disorders are the primary problem affecting parenting behav-
ior, then substance-abuse treatment should be pursued (see Fisher, Chapter 15, this volume).

TRAINING: GROUP-BASED LEARNING

Child welfare training for staff members and caretakers generally occurs in group settings. It
is obviously more efficient to do so. Employees are usually trained in groups before entering
units, and adoptive parents, as well as foster parents, receive preservice training in groups.
This section focuses on foster and adoptive parent group training models.

Foster and adoptive parents need training to enhance their knowledge about the vari-
ous systems they will encounter. It is important that foster parents, especially those who
might adopt placed children, understand the potential losses they will experience with possi-
ble reunification of the children with their birth parents. These parents require many skills
in dealing with children with severe attachment disorders, trauma histories, and acting-out
behaviors. Because of these unique parenting demands, there is growing evidence that group
training enhances the attitudes and skills necessary to become effective and satisfied foster
or adoptive parents (Burry, 1999; Gillis-Arnold, Crase, Stockdale, & Shelley, 1998).

Formal group training for foster and adoptive parents grew out of what was previously
the “certification” of them (that is, making sure they and their homes met standards). Ini-
tially, it was assumed that people wanting to be foster parents were already knowledgeable
about being parents. Over time, it became evident that being a “parent” to foster or adopted
children was very different from raising biological or even stepchildren. The failure to fully
prepare parents for what they would face in fostering and adopting abused and neglected
children led to high levels of aborted placements, especially in foster care (Runyan &
Fullerton, 1981).

Only a few studies have evaluated foster or adoptive parent training. Hampson and
Tavormina (1980) published one of the earliest studies, which compared foster parents
trained to use behavioral modification programs with those trained in more self-reflective,
psychoeducationally oriented support groups. They concluded that the best training incor-
porated elements of both, because neither one was found to be independently effective. This
study was followed by a study that compared foster parents trained in groups with those
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trained individually in their homes (Hampson, Schulte, & Ricks, 1983). Both of these stud-
ies support the understanding that foster parents who are assigned to group trainings tend
to have better attendance and tend to rate children’s behaviors more positively.

Since the 1980s, adoptive and foster parent training has primarily occurred in groups,
with most states adopting the Model Approach to Partnership in Parenting Program (MAPP,
1987). Even though the focus and content of this training tends to vary from program to
program and from state to state (Lee & Holland, 1991), most generally use a 30-hour group
training format to help prospective parents decide if adopting or foster parenting is for them
(Baum, Crase, & Crase, 2001). Those parents who go through the entire training obtain
skills and attitudes believed to be associated with successful adoptive or foster parenting,
particularly in skill acquisition (Burry, 1999).

The MAPP model uses lectures, role playing, and group discussions to facilitate learn-
ing. In addition, participants are provided with “homework” assignments that are intended
to help prospective parents develop insights into their potential success as foster parents. Al-
though studies have examined the impact of MAPP training on parenting attitudes (Lee &
Holland, 1991), few have evaluated possible group-process benefits. MAPP is a curriculum-
driven training that relies on a prescriptive, formatted curriculum. Group activities are built
into each module primarily in the form of role plays and group discussions. Unfortunately,
although the parents meet in groups and are trained in a group-based model, it is question-
able whether the model in fact uses group skills specifically to reinforce the potential long-
range mutual aid that these parents need. Hampson and Tavormina’s (1980) early study
should serve as a reminder to trainers that foster parents trained in groups can benefit from
the elements of mutual aid in group dynamics and processes that are incorporated into the
sessions.

Real-Life Example: Group Home versus Foster Family

Once the previously cited adolescent unit was developed, it became apparent in the group
that one of the problems these youths faced was directly connected to being in foster homes.
Many of the adolescents in the group admitted that they preferred living on the streets or in
shelters to living with foster families. A number of factors drove those feelings. For some,
the challenges of being part of a family were overwhelming. They had been in the system
long enough or had come from such severely dysfunctional families that the intimacy and
closeness of foster family life substantially increased their feelings of anxiety and depression.
Others found that foster parents did not necessarily understand the degree to which they relied
on their own autonomy for survival, autonomy that the foster parents resented. Others ad-
mitted that feeling dependent was threatening to them. As this area of discussion continued,
it became clear that we needed to advocate with caseworkers for different kinds of place-
ments for some of the youths in the group. That conclusion eventually led to a meeting with
a local service provider to expand nontherapeutic residential care to older adolescents in the
system. This action may have accounted for the fact that this community was one of the earli-
est to adopt an “independent living” unit for adolescents aging out of the foster care system.

CONCLUSION

Foster care is a complex service delivery system that often relies on groups to provide a
range of services to at-risk children. All of these groups have as their goal to keep children
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safe. The achievement of this goal may well depend on the degree to which members of nat-
urally occurring and remedial groups collaborate with each other to achieve the goal of re-
ducing the risk of subsequent maltreatment. It is critical that researchers develop effective
means of studying and analyzing child welfare–based group dynamics and processes so that
administrators and service providers can better understand what factors in these groups
contribute to meeting that essential goal—keeping our children safe.

Finally, there is a movement in child welfare to develop more empirically based practice
models. People working in groups will continue to frame much of what is planned, devel-
oped, and implemented to better serve at-risk children and their families. Too often those
plans do not adequately examine the role of group dynamics as central to the group’s suc-
cess (Bronstein, 2003). It would be helpful if research on planning and implementing groups
looked at which kinds of groups are most effective. Inasmuch as the role of group-based de-
cisions is likely to continue to be central to child welfare, research on how those groups con-
tribute to the successes, as well as the failures, is key to the development of better programs
to serve this population.
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Chapter 15

Groups for Substance
Abuse Treatment

MAURICE S. FISHER

Group work approaches are a mainstay of inpatient programs and treatment and
are the cornerstone of most outpatient programs for substance abusers. Although group
work is not a panacea, this method continues to be the most commonly applied modality for
the treatment of alcoholism and other substances (Fisher, 1995; Golden, Khantzian, &
McAuliffe, 1994; Rotgers, Keller, & Morgenstern, 2003). Many consider group work to be
the treatment of choice for addicted persons (Cooper, 1987; Fisher & Bentley, 1996;
Matano & Yalom, 1991).

This use of groups is widespread because group members can help one another examine
what has, as well as what has not, worked and under what conditions. Group work using
cognitive-behavioral techniques may be particularly helpful with self-regulation and per-
sonal management of deficits. Additionally, professionally led groups, like self-help groups
such as Alcoholics Anonymous (AA), Cocaine Anonymous (CA), and Narcotics Anonymous
(NA), have the benefit of a common history among the membership in terms of their alcohol
and other drug use experiences.

The purpose of this chapter is to describe and provide an analysis of four group work
models currently in common use. Two of the models, the disease-and-recovery model and
the cognitive-behavioral model, have been specifically suggested for persons dually diag-
nosed with mental health and substance use disorders.

RATIONALE FOR USING GROUP WORK MODELS
WITH SUBSTANCE-ABUSING CLIENTS

For clients who have a substance use disorder, recovery can be aided by improving their so-
cial skills and the quality of their interpersonal relationships. Because group work focuses
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explicitly on these issues, it is an important component of substance abuse treatment. Group
authorities in the chemical addiction field (i.e., Fisher, 1995; Flores, 1997) advocate for
groups for the following reasons:

1. Groups reduce the sense of isolation often experienced by persons with substance
use disorders, who may experience a sense of relief to discover that other people are
struggling with similar problems.

2. Groups help instill hope in persons with substance use disorders such that they can
experience recovery; this generally occurs when they observe other members of the
group who are recovering from chemical addictions.

3. Groups provide an opportunity for the members to learn how to cope with chemi-
cal addictions, as well as other psychosocial problems, by observing how others
with similar sorts of situations cope with them.

4. Groups can provide a good deal of new information to members through material
presented by the group work leader or via guest facilitators, instructors, and other
members.

5. Groups help members to develop enhanced self-concepts (e.g., self-worth and self-
image) or to modify distorted self-concepts because of the feedback members re-
ceive from other members as to their worth, skills, and abilities.

6. Groups provide reparative family experiences as the group members offer each
member support and nurturance that may be lacking in their own families. Group
interactions may also help members to experiment with alternative ways to create
improved interactions in their families.

7. Groups provide emotional and affective support when members undertake anxiety-
provoking or difficult tasks in their life situations outside the group. This may take
the form of encouragement, reinforcement, or coaching.

8. Groups help members to acquire the social skills that they need to cope with life sit-
uations instead of using substances to overcome feelings of inadequacy in these situ-
ations. Groups offer many opportunities to learn social skills through observing
others and being coached by other members. Members can then try the skills out in
a safe and supportive environment.

9. Group members may confront each other in very powerful ways regarding chemical
(licit and illicit) use or any other dysfunctional behaviors. The effectiveness of con-
frontation within the social work group context lies in the potency of receiving the
same feedback from several people, especially people who come from similar situa-
tions and have similar problems. (The use of confrontation is frequently found in
groups of substance abusers because of the use of the defense mechanisms of denial.
The appropriate uses of confrontation must be carefully assessed in terms of the
needs and capacities of the members being confronted.)

10. In view of the large numbers of people who require substance use treatment, group
services may create some economic advantages in the use of professional personnel
because of the ability of groups to help a number of people concurrently.

11. The effects of the group treatment may extend beyond the boundaries of the group
context or individual meeting by encouraging members to provide support to one
another outside the group session.

Persons experiencing substance abuse problems frequently enter treatment with dis-
torted views of the world in which they live owing to years of drug use that impaired their
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perceptual capacities. Drug use also tends to be highly associated with social skill deficits,
feelings of isolation, and a general distrust of others. This is especially true of persons who
have lost or destroyed any healthy or pseudohealthy relationships they may have had
through the use of drugs and the lifestyle they have adopted.

Additionally, obvious difficulties are inherent in treating clients who still use their
drug(s) of choice in the same group with persons who have abstinence as their goal. There is
concern that the “users” will monopolize the group process and that members with alterna-
tive goals (e.g., quitting or, in the case of alcohol, moderation) will tend to assume responsi-
bility for the ones still uncommitted or unmotivated to modify their drug usage. Based on
the client’s stage of change seeking, my recommendation is to assign active substance users
to groups that focus on motivational modalities prior to active group therapy in more
change-oriented groups (see Prochaska, Norcross, & DiClemente, 1994).

DIFFERENCES BETWEEN SUPPORT GROUPS
AND GROUP WORK MODELS

It is necessary to differentiate group therapy from self-help groups such as AA, CA, and NA.
Social group work is defined here as:

an orientation and method of social work intervention in which small numbers of people who
share similar interests or common problems convene regularly and engage in activities designed
to achieve their common goals. In contrast to group psychotherapy, the goals of group work are
not necessarily the treatment of emotional problems. The objectives also include exchanging in-
formation, developing social and manual skills, changing value orientations, and diverting antiso-
cial behaviors into productive channels. Interventive techniques include, but are not limited to,
controlled therapeutic discussions . . . education, and tutoring. (Barker, 1999, p. 449)

Social group work models of substance abuse treatment stress the difficulties members
have in integrating and modulating their affective lives. In contrast to self-help groups,
group work is conducted by a practitioner who uses a psychosocial model of substance
abuse on which to base decisions about group composition, interventive strategies, and ther-
apeutic goals. Other group experiences, especially AA, CA, and NA, may provide crucial
support to members who experience periods of painful uncovering in group work. Hence it
is possible to see other groups complementing the efforts of group work (Fisher, 1994;
Mack, 1981). Yet it is important to note that support groups are not treatment per se; they
are ancillary and collateral to treatment efforts and prove helpful for a person who lacks a
supportive interpersonal network.

DESCRIPTIONS OF SOCIAL WORK GROUPS
AND THEIR RELATIVE EFFECTIVENESS

The question regarding the effectiveness of group work for persons with substance-abuse
and dependence is critical. Part of the rationale for using group work methods lies within
the typical defensive nature and style of the persons with abuse or dependence. According to
Flores (1997) this characteristic style involves a defensive posture commonly referred to as
denial. Moreover, people with substance abuse and dependence usually present with a com-
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plexity of myriad defenses and character pathologies, and the workers need to have a con-
cise understanding of the individual member’s defensive process and character dynamics if
they intend to help each member benefit from treatment. Also, each person who has a sub-
stance use disorder has a unique history of biological, psychological, and social causes that
led to the problem of abuse and/or dependency.

This section discusses four major group work approaches for people who abuse sub-
stances. For each approach I describe the theoretical underpinnings utilized by the ap-
proach, the outcomes sought, the general length of treatment, the structure of sessions, the
typical techniques employed, and the evidence of relative effectiveness.

Interactional Group Psychotherapy

Theoretical Foundation

This approach is based on the following assumptions: (1) Interpersonal relationships play a
critical role in the development of the individual; (2) maladaptive patterns result in psychi-
atric symptomatology; (3) the interactive group process focuses on the dynamic interplay of
individuals within the “here and now” of the group meeting; (4) interpersonal learning—
insight that results from the examination of this dynamic—is considered a primary vehicle
of therapeutic change (Matano, Yalom, & Schwartz, 1997, p. 303).

Matano et al. (1997, p. 303) propose that “the effective use of the here and now occurs
in two stages”:

First, the group must plunge into its own interaction. Second, the group has to step out-
side itself and begin to understand what has just transpired. An interactive approach
assumes that clients within the group context will eventually tend to display the same
maladaptive thoughts and behaviors they exhibit outside therapy. Additionally, through the
reactions and feedback of other group members, clients become acutely aware of their
maladaptive behaviors and alternative approaches within the safe confines of the therapy
group.

Although the preceding represents the basic heuristic of writers such as Yalom who
have done the most to advance and develop interactional group approaches, other writers
on this approach also integrate a great deal of psychodynamic theory into their work. As
Flores (1997) states with reference to the work of Louis Ormont, a more explicitly psycho-
analytic theorist:

Ormont, like most modern psychoanalysts and self-psychologists, sees pathology as the result of
self-defeating defenses or resistances that are erected against transference wishes, shame, guilt,
and fears of oedipal and pre-oedipal retaliations. He views these defenses as necessary, though
maladaptive, attempts at self-preservation that are the consequences of unmet developmental
needs. (p. 144)

Desired Outcomes

The posture of writers who take an interactional perspective contrasts with many others. An
interactional approach “stresses the role of the interpersonal relationships in the genesis and
perpetuation of addiction” (Matano et al., 1997, p. 305). Therefore, the idea that addiction
is to be viewed primarily as a disease is not a central one in this model, although Matano et
al. state that both models have validity and that the challenge is to integrate models (i.e., dis-
ease and recovery and the interactional approaches) and to know when to emphasize which
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one. Important outcomes stressed by these authors are a priority on recovery, identification
as an “alcoholic” or “addict,” modulation of anxiety levels, a therapeutic approach to re-
sponsibility, and incorporation into the language and belief systems of AA (p. 305). These
outcomes are not antithetical to the goals of AA, and Matano and colleagues indicate their
respect for AA and the need for an integration of support groups and group therapy ap-
proaches.

Length of Treatment

Treatment of people with substance use disorders is viewed as a long-term process with indi-
vidual variations depending on the characteristics of the group members and their stage of
recovery. Flores (1997) states: “The therapist may find that in some cases the entire first
year of treatment may be spent on ‘just’ maintaining sobriety, with little or no active encour-
agement of personality modification” (p. 173). Such periods of growth take place over time
periods ranging from 2 to 5 years of abstinence (p. 175).

Recruitment of Members

Flores (1997) sees it as inevitable that persons who are determined to be chemically depend-
ent and in need of treatment should and will be referred to psychotherapy groups. Neverthe-
less, he asserts that these clients may not affiliate with these groups because they are poorly
prepared for groups by professionals who underestimate the initial anxiety clients feel about
such referrals as well as the fact that they may be in an acute state of withdrawal and toxic-
ity. Flores (1997, p. 71), based on the work of Rutan and Stone (1984), indicates that such
preparation must accomplish the following:

1. Establish a preliminary alliance between client and therapist.
2. Gain a clear consensus about the client’s therapeutic hopes.
3. Offer information and instruction about group psychotherapy.
4. Deal with the initial anxiety about joining a group.
5. Present and gain acceptance of a contract.

Structure of Sessions

Flores (1997, pp. 164–165) presents the following protocol for group psychotherapy treat-
ment with addicted populations:

The early stages of therapy should be patterned after Cummings’ description of “exclusion ther-
apy” (1979). Essentially this approach requires that the issue of drug usage be approached first
and the client excluded from therapy unless he or she agrees to the goals of abstinence. Alcohol,
or other drug, addiction should therefore be the primary focus during the early stages of treat-
ment.

During the first two months of treatment, much of the group’s time would be spent on edu-
cation of the disease concept of alcoholism/addiction and the development of what Yalom
describes as group cohesiveness (1985). The group at this point would provide support and struc-
ture as Wallace recommends (1978). Gradually the shift should be initiated to move the group
from a support model to an interactional model as described by Yalom (1974). During this time,
directive and active leadership required at this early stage (Wallace, 1975) should shift to allow
the group to take a more active and responsible role in the group process.
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. . .
Much of the time throughout treatment should be spent on confronting the addicted per-

son’s denial system (Cummings, 1979; Wallace, 1975). A heavy focus should be directed toward
getting the addicted person to make a gradual recognition of their buried feelings. Usually, feel-
ings of extreme guilt would be best dealt with by providing an overall simplistic cognitive struc-
ture of their illness (Wallace, 1975).

Techniques Utilized

The following are some of the major techniques employed by practitioners of this approach.
These are not listed in any particular order but are provided with reference to the actual
group situation at the time:

1. Confrontation. This consists of realistic feedback about the member’s behavior as
seen by the practitioner. According to Flores (1997), this must be offered with empathy, con-
cern, and caring, especially concern about the member’s dangerous, self-defeating behaviors.

2. Promote optimal level of anxiety. The worker must assess whether the amount of
anxiety elicited by the group experience will be disabling or will foster change. As Matano
and Yalom (1991) note:

A number of therapeutic techniques can help reduce the [client’s] anxiety. Generally speaking, the
more structure and support provided, the lower the anxiety. This can best be accomplished if the
therapist is active, supportive, and explicitly teaches about the process of group therapy and ad-
diction. If here-and-now interactions become emotionally charged, then the therapist can titrate
the level of anxiety by steering the group into a stage of objective reflection about the interaction.

Thus, the therapist does not aim to eradicate anxiety from the group but to manage it care-
fully according to the [client’s] tolerance levels. By successfully navigating anxiety-producing situ-
ations, a [client] can develop confidence about performing adequately in similar interactions out-
side the group and may also learn that such negative emotional states can be tolerated without
recourse to drugs or alcohol. (pp. 276–277)

3. Promote a here-and-now, process-oriented focus. This is especially important in the
later stages of treatment, when the members are ready to examine their interactions in the
group, experiment with new interpersonal behaviors, and receive and offer feedback from
others about their behavior in the group (Levine & Gallogly, 1985).

4. Confront group obstacles. Group conditions, especially those related to safety,
honesty, openness, and authenticity, that impede the therapeutic work must be challenged
(Levine & Gallogly, 1985).

5. Work to prevent relapse or to handle it when it occurs. This involves confronting
denial or refusal to do work in the group, making the principles on which the group operate
(e.g., “one day at a time”) simple, and maintaining the members’ humility in the face of re-
verses that occur within the group context.

Evidence of Effectiveness

Most of the materials on which this discussion of interactional group psychotherapy has
been based provide anecdotal evidence as to the effectiveness of this approach but do not
present data from experimental designs. One exception to this type of evaluation is an arti-
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cle by Sandahl, Herlitz, Ahlin, and Roennberg (1998). These authors engaged in a project in
Sweden in which they compared psychodynamically oriented time-limited group psycho-
therapy with a cognitive-behavioral treatment of a homogeneous group of male and female
clients who were moderately alcohol dependent. Members were randomly assigned to the
two treatment groups. At 15-month follow-up, clients from both groups had improved.
Those in the psychodynamic group, however, seemed to have been able to maintain a more
positive drinking pattern during the whole follow-up period compared to the clients in the
cognitive-behavioral treatment who seemed gradually to deteriorate.

Social Skills Training

Theoretical Foundations

The basic premise of this approach is that “through a variety of learning techniques (e.g.,
behavioral rehearsal, modeling, cognitive restructuring, didactic instruction), people and
their social networks can be taught to use alternative methods of coping with the demands
of living without using maladaptive addictive substances such as alcohol” (Monti, Abrams,
Kadden, Cooney, & Ned, 1989, p. 1). Such addictive behaviors are understood to be
maladaptive, or irresponsible, ways of managing both small and large stressors in daily life
(Baer, Kivlahan, & Marlatt, 1995).

Desired Outcomes

The group members are helped to acquire skills to cope with the stresses that elicit or main-
tain the use of substances. These skills include social skills, assertiveness, refusal skills, main-
taining close relationships, enhancing social support, problem solving, relaxation, anger
management, and managing emergencies.

Length of Treatment

Social skills training is typically short term. Hester (1995) suggests that length of treatment
involvement is correlated with the individualized goals (e.g., sobriety vs. moderation man-
agement) of the client. Hence each client would utilize group treatment (i.e., contracting for
specific numbers of sessions) based on an individualized plan of recovery.

Recruitment of Members

Full social skills training is introduced to members when they have made a commitment to
change. Nevertheless, the processes of skill and motivational enhancement (Miller &
Rollnick, 1991) are not seen as separate but complementary, with attention to both present
at all times in the group context.

Structure of Sessions

Once an assessment has identified the kinds of skill deficits group members must work to
overcome, sessions are devoted to specific tasks, homework assignments, and practice
opportunities to develop such skills. Psychoeducational approaches may also be used to in-
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struct clients in the essential components of the skills. Anxiety and stress management, as
well as community reinforcement and behavioral self-control procedures, are introduced as
needed. The group context is a good one for these activities because of the opportunities the
group offers for modeling and practice of skills with peers.

Techniques Utilized

The following are techniques that are frequently used for skills training:

1. Assessment of skill deficits. An example of an instrument for this is the Alcohol-
Specific Role Play Test (Monti et al., 1989).

2. Modification of maladaptive cognitions. The practitioner helps members to identify
cognitions that prevent their acquiring the skills and to replace these with appropri-
ate cognitions.

3. Teaching of coping behaviors through instruction, modeling, directed practice, and
feedback. The practitioner may make use of written handouts, presentation of infor-
mation, short lectures, and role plays. In the role plays, either the practitioners or
other members offer themselves as models of the appropriate behaviors. Short film
clips may be utilized for the same purpose.

4. The teaching of problem-solving strategies. The practitioner instructs the members in
how to specify problems, generate alternative solutions, evaluate each solution,
choose the best, most responsible solution, and implement the solution.

5. The use of self-reward systems. The client is helped to select and administer self-
rewards after utilizing the skill. Examples of these self-rewards are treating ones self
to a good meal, going out to a movie with a significant other, or relaxing in a hot
tub. The practitioner ascertains the kinds of rewards that are most gratifying to the
client but that are not related to the use of drugs or to destructive outcomes.

Evidence of Effectiveness

The social skills approach has been proposed as an alternative to confrontation, to hostile,
controlling, and blaming approaches (Miller & Rollnick, 1991). The former approach dem-
onstrates that empathy and supportive measures are important (Baer, Kivlahan, & Marlatt,
1995; Najavits, Weiss, Shaw, & Muenz, 1998). The evidence shows that through social
skills approaches, coping skills are elicited and natural coping resources are developed (Baer,
Kivlahan, & Marlatt, 1995).

Cognitive-Behavioral Groups

Theoretical Foundations

A behavioral approach contends that all behavior is a product of antecedent events that
elicit the behavior and the consequences of the behavior that maintain it and make it more
likely to reoccur (e.g., reinforcements and punishments). A cognitive-behavioral approach is
based on the idea that these antecedents and consequent events are not limited to acts that
people perform but also include the thoughts (cognitions) and feelings of the individual, as
well as others. For example, a drug user might experience the antecedent events of (1) a
belief that an environmental stress will be overwhelming and (2) an offer of drugs. In this
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instance, the consequences might be an immediate feeling of pleasure and a set of beliefs that
all problems will now be solved. A cognitive-behavioral intervention will seek to help the
individual modify the antecedents or consequences or both. In groups, other members may
suggest alternative ways of modifying these forces and support the member in doing so.

Additionally, many advocate treatment that uses a cognitive-behavioral approach for
the client with a dual diagnosis (mental illness and substance abuse). For instance, Osher
and Kofoed (1989) describe an integrated perspective based on a cognitive-behavioral
approach (i.e., self-medication model) of addiction. Cooper (1987) argues that a cognitive-
behavioral approach portrays substance use disorders as being related to efforts to self-
medicate for particularly painful affective states. Beck, Wright, Newman, and Liese (1993)
argue that “cognitive therapy is ideally suited for these individuals, since it has been devel-
oped and tested on patients with depression, anxiety, and personality disorders” (p. 10). In
fact, Beck et al. (1993) note that cognitive therapy treatment for clients with dual diagnoses
is based on an integrated perspective. That is, they strongly suggest that, when a co-occurring
psychiatric syndrome is found to exist in a client with alcohol or other drug use, the thera-
pist should focus simultaneously on substance abuse and the symptoms of the mental
disorder, as well as on any other factors of interaction, such as social problems. So as to gain
necessary pretreatment data, Beck and colleagues (1993) suggest the use of a “case concep-
tualization” (Persons, 1989) defined as the evaluation and integration of historical informa-
tion, psychiatric diagnosis, cognitive profile, and other aspects of functioning.

Desired Outcomes

Cognitive-behavioral groups seek to help members prevent lapse (i.e., a deviation in rational
judgment) and relapse (i.e., resuming a pattern of substance misuse) by reducing the average
number of drinks or other drugs taken on a daily basis, as well as the total number of sub-
stance-using days. Intermediate outcomes sought include regular attendance in the group,
completion of homework assignments, and staying in the group treatment until completion.
Lifelong abstinence with involvement in support groups is encouraged.

Length of Treatment

A well-documented study of cognitive-behavioral treatment (Graham, Annis, Brett, &
Venesoen, 1996) indicated that the inpatient treatment component consisted of 12 weekly
sessions that lasted for 60–90 minutes. Participants in an evening outpatient program
attended groups twice weekly for the 12 weeks, and abstinence was required during the 12
months that clients were in the full program.

Recruitment of Members

In the Graham et al. study (1996), members were participants in a 12-step, 26-day residen-
tial program or an evening group counseling program. Clients in the residential program
tended to have moderate to severe alcohol problems, with the majority having both alcohol
and other drug problems. These participants received a variety of services, including group
discussion, rational self-counseling, anger management, and goal setting. Clients in the eve-
ning program were mild to moderate substance abusers. In another study reported by Wash-
ington (1999), participants had a primary diagnosis of substance abuse, were addicted to at
least one chemical substance, and were nonpsychotic.
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Structure of Sessions

In the Graham et al. (1996) study, the groups were highly structured. Clients were asked to
complete a weekly homework assignment in which they prepared for and experienced a
high-risk event. They also completed weekly reports of cravings for and use of alcohol and
other drugs. Graham et al. (1996) reported: “Each session generally included: group or indi-
vidual discussion of desires to use or actual use during the previous week; discussion of com-
mon high-risk situations; anticipating individual high-risk situations likely to occur in the
coming week; and planning for how these situations could be handled without relapse”
(p. 1131).

Techniques Utilized

In the first session in the Graham et al. (1996) project, clients discussed their responses to a
standardized measure of high-risk situations (Inventory of Drinking Situations; Annis, Gra-
ham, & Davis, 1987; Inventory of Drug-Taking Situations; Annis & Martin, 1985). Session
2 initiated the process of helping clients “identify upcoming high-risk situations, evaluate
their own desires to use and identify strategies, in advance that would help them to avoid
use” (p. 1131).

The authors described subsequent sessions as follows:

Sessions 3–10 continued the process and also included discussion of general types of high-risk
situations that tend to be common for many people, such as negative emotions and conflict with
others. Sessions 11 and 12 attempted to bring the client’s focus to the most likely relapse circum-
stances and involved discussion of strategies for avoiding relapse, even this “worse case sce-
nario.” The homework assignments for each session provided a structure for clients to focus on
practicing both cognitive and behavioral rehearsal of strategies for avoiding relapse in real life
high-risk situations. In so far as real-life situations allowed, the counselors guided the clients . . .
through successful mastery of the “less risky” high-risk situations, avoiding the riskiest situations
until the client was ready. (p. 1131)

Evidence of Effectiveness

Graham et al.’s (1996) study compared persons receiving group versus individual cognitive-
behavioral training. Washington’s (1999) study compared individuals receiving cognitive
versus experiential group therapy. In the former study, both individual and group formats
were well received by clients. Clients in both conditions completed homework assignments
and completed the program to about the same degree. There was, however, a greater ten-
dency for the group residential clients to stay with the program until the final stages (82.6%
for the group compared with 61.9% for the individual treatment). The same was true for
the evening group clients (74% for group and 64.7% for individual). There were no other
significant differences in substance use between group and individual treatments. The same
lack of difference appeared at 12-month follow-up. In summarizing the implications of these
findings, Graham and her colleagues (1996) state:

The present study tested a group approach that was closely comparable with the individual
method developed by Annis. The findings suggest that this group approach is as successful as the
individual approach. Based on this finding, research focusing on enhancing group approaches
would be desirable. The present study has shown the viability of using individual identification of
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and planning for high-risk situations in a format that incorporates the advantages of group sup-
port and feedback. Research is needed to further develop this model to obtain greater increases in
rates of maintaining gains from treatment. (p. 1137)

Washington’s (1999) study compared cognitive group therapy with experiential group
therapy. The participants were all women with chemical dependence. Women in the cogni-
tive group had higher scores on the outcome measures that examined self-efficacy. As the
author states: “The general pattern of positive change demonstrated by the cognitive group
on social self-efficacy is meaningful considering the loneliness and isolation that are charac-
teristic of chemically dependent women” (p. 193). A similar pattern was found with refer-
ence to general self-actualization. A major limitation of this study was the absence of
random assignment to the groups.

Disease-and-Recovery Group Therapy

Theoretical Foundations

This approach is anchored in the 12-step principles and traditions of Alcoholics Anony-
mous. The core aspects of this model are: (1) accepting that people are not always responsi-
ble for their thoughts, behaviors, and emotions; (2) accepting that people are limited in what
they are able to control and at times are at the mercy of their biopsychosocial makeup; (3)
accepting an “alcoholic” or “addict” identity; and (4) accepting abstinence as the treatment
goal.

Group members should recognize that they have arrived at a crisis in their lives, are
powerless over alcohol or other drugs, and must surrender to a “higher power” in order to
recover from the disease of addiction. Also, members should strive for total abstinence from
all illicit drugs; this is attained through an effort to abstain “one day at a time.” Addi-
tionally, members should acknowledge their personality defects and wrongdoings and make
amends to people whom they have abused. From this perspective, members should under-
stand that people with alcohol or other drug use problems have an underlying biological
vulnerability characterized by a loss of control over the substance.

Minkoff (1989), Daley, Moss, and Campbell (1987), and Evans and Sullivan (1990) de-
scribe the disease-and-recovery model as holistic in its approach to the treatment of both
mental health and substance abuse issues. Each of these authors argues that the disease-and-
recovery approach has many similarities to and is comparable to those approaches utilized
in mental health treatment. For example, they claim that both mental health and substance
abuse problems share the same concepts of illness (Minkoff, 1989), the general goal of re-
covery (Evans & Sullivan, 1990), and complementary interventions, such as group therapy
and peer support (Daley et al., 1987). In this treatment approach, the consumer is seen as
powerless over the reality of having comorbidity and powerless to cure it, powerless to
consistently control the symptoms of each disease, and ultimately powerless to consistently
prevent harmful consequences of the symptoms. Each disorder is viewed as having a com-
plex, multifactorial etiology in which a hereditary or congenital biological predisposition
interacts with psychosocial stressors to result in the emergence of symptoms (Lamb, 1982).
Profound denial is seen as a prominent characteristic of comorbidity, and overcoming denial
by way of a recovery process is viewed as the first major treatment task. Analogous recovery
processes have been described for both substance use and mental disorders (Alcoholics
Anonymous, 1975; Harding, Brooks, & Ashikaga, 1987).
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Desired Outcomes

Disease-and-recovery group therapy seeks to prevent relapse by achieving the proximal out-
comes of development of an “alcoholic” or “addict” identity, acknowledgement of a loss of
control, acceptance of abstinence as the main treatment goal, and participation in ongoing
support group activities (e.g., getting a sponsor, attending AA, CA, and/or NA meetings).
Reliance on external control (i.e., a higher power) limits individual responsibility (Fisher,
1994). Acceptance by the members that their “disease” is chronic, progressive, and eventu-
ally fatal is considered by Fisher and Bentley (1996) as a paramount client internalization.

Length of Treatment

In a 1996 quasi-experimental group comparative study across inpatient and outpatient
domains, Fisher and Bentley (1996) found that by using an intensive program of 45-minute
groups held three times weekly (with a total of 12 group sessions), a disease-and-recovery
group had about the same positive outcomes in decreasing substance abuse severity as did a
cognitive-behavioral group design. However, in the same study, the disease-and-recovery
group was shown as less effective than a cognitive-behavioral group for outpatient clients.

Recruitment of Members

In the Fisher and Bentley (1996) study, members were referred by mental health and sub-
stance abuse professionals who utilized specific inclusion criteria provided to them. The
inclusion criteria was that each member meet the current DSM criteria for substance use
disorder (type unspecified) and for an Axis II personality disorder (type unspecified). This
study was aimed at clients who were not psychotic (i.e., actively hallucinating) to increase
the chances of facilitating group interaction among membership.

Structure of Sessions

The Fisher and Bentley (1996) study utilized a strict 12-session protocol. Each session gener-
ally included discussion of the concepts of “disease” and of “powerlessness.” Didactic mate-
rials from AA, CA, and NA were used, as well as homework assignments. Additionally,
clients were requested during each session to assess potential triggers for relapse, their indi-
vidual motivation to manage the “disease,” and potential obstacles for their continued
recovery.

Techniques Utilized

In the disease-and-recovery group designed for Fisher and Bentley’s (1996) study, the 12
sessions were divided into three traditional phases, beginning, middle, and end. The authors
indicated that in the beginning phase (three sessions) the acceptance of the “disease” con-
cept is begun. Heavy emphasis is placed on helping the group members understand the 12
steps and how to therapeutically use them. Additionally, emphasis is placed on core con-
cepts such as “surrender,” as in surrendering one’s reluctance to begin treatment, “power-
lessness” (over the disease alone), as well as understanding the concept of “one day at a
time” (relative to staying present oriented).
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The second phase of treatment, the middle six sessions, shifts focus to increasing clients’
sense of responsibility in for using and abusing behaviors. Errors in not taking responsibility
for substance using and abusing (i.e., blaming, minimizing, and justifying), as well as other
unmanageable behaviors, are stressed by all members. Heavy emphasis is placed on promot-
ing the notion and use of a “higher power,” on which ultimate responsibility for recovery is
placed. Emphasis is also placed on “letting go” of resentments that may serve as a catalyst
to relapse. During the last three sessions, the termination phase, Fisher (1995) notes that
heavy reinforcements are given for honesty and thoroughness of understanding oneself
through confrontation. Detailed attention is paid to the “sick” and “bad” behaviors as part
of the “disease of addiction.” Throughout all 12 sessions, Fisher (1995) supports members’
attendance at support groups (AA, CA, and/or NA) in order to maintain the individual
member’s recovery plans.

Evidence of Effectiveness

As mentioned, Fisher and Bentley (1996) reported on pre- and posttest evaluations using the
Addiction Severity Index (ASI; McLellan, Luborsky, O’Brien, & Woody, 1980). Results
showed improved interpersonal relationships with families and a lessening of overall alcohol
and drug use. Among outpatients, the disease-and-recovery group showed less promise in
overall reduction of alcohol and drug use severity than did a group using the cognitive-be-
havioral model (Fisher & Bentley, 1996).

PRACTICAL GUIDELINES FOR IMPLEMENTATION
OF SOCIAL GROUP MODELS

Group therapy is useful for persons who have dual diagnoses, particularly those with per-
sonality disorders, who can learn to identify errors in their own thinking and in the thinking
of others (Center for Substance Abuse Treatment [CSAT], 1994). Specifically, group work,
as proposed in cognitive-behavioral and disease-and-recovery models, helps members iden-
tify erroneous thinking about alcohol, other drug use, and relapse. For example, when a
group member glamorizes stories of alcohol and/or drug use or criminal behaviors and act-
ing-out behaviors, these group models are useful in limiting their views.

The following guidelines help maximize membership participation within the context
of all of the four models. These guidelines are primarily derived from my clinical practice ex-
perience in conducting groups from this population (Fisher & Bentley, 1996).

First, these models are not suggested for persons who are actively psychotic or who
have poor reality testing abilities. The rationale here is that the disease-and-recovery model
centers much of its focus on appealing to “higher powers,” which may exacerbate some cli-
ents’ delusional systems. The cognitive-behavioral model requires that one be able to under-
stand the use of what is sometimes a rather abstract concept for the purpose of predicting
potential relapse situations. Initial screening should also assess the existence of a personality
disorder, along with substance abuse, but should also screen for psychopathology. An instru-
ment that has been found useful to this end is the Structured Clinical Interview for DSM-IV
Personality Disorders (SCID II; American Psychiatric Association, 1997).

Second, at the start of the initial session, therapists should make individual contracts
with each member to encourage prosocial behaviors and to avoid attempts to dominate,
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control, or compete for attention with other group members (CSAT, 1994). Also, such con-
tracting gives members an opportunity to begin development of aftercare treatment designed
to enhance relapse prevention.

Third, group workers should avoid creating groups that consist entirely of clients
dually diagnosed with one type of personality disorder to enhance mutual learning from
diverse personality characteristics. The group models as proposed are best conducted with a
mix of consumers who suffer from a range of personality disorders. As noted earlier, con-
temporary substance abuse involves multiple substances (Wallen & Weiner, 1989); thus hav-
ing a mix of persons using a variety of substances seems inevitable. In this way, it is believed
that the heterogeneity of the group composition will increase the potential for ego integra-
tion and sharing of ego strengths (Fisher, 1994).

A fourth and final guideline is related to having understandable and specific group
rules. The cognitive-behavioral model and the disease-and-recovery model are best con-
ducted in an inpatient setting in which the group therapists have control over the environ-
ment. This allows the group members to develop a degree of security and comfort so that
they can more fully share and take potential risks as group cohesion increases. In a similar
manner, groups require rules so as to maintain motivation for treatment.

The outcomes of substance abuse groups have been poorly studied (Fisher & Bentley,
1996). There is a need to develop a more comprehensive understanding of the role that the
group worker should play to enhance the outcome of treatment effects among members.
Finally, there should be additional studies comparing models such as the disease-and-recovery
model and the cognitive-behavioral model among different populations and settings so as to
establish the best fit for consumers.

REFERENCES

Alcoholics Anonymous. (1975). Living sober. New York: Alcoholics Anonymous World Services.
American Psychiatric Association. (1997). SCID: Structured Clinical Interview for DSM-IV. Washing-

ton, DC: American Psychiatric Press.
Annis, H., Graham, J., & Davis, C. (1987). Inventory of drinking situations (IDS): Users guide. To-

ronto, Ontario, Canada: Addiction Research Foundation.
Annis, H., & Martin, G. (1985). Inventory of drug taking situations (IDTS). Toronto, Ontario, Can-

ada: Addiction Research Foundation.
Baer, J., Kivlahan, D., & Marlatt, G. (1995). High-risk drinking across the transition from high school

to college. Alcoholism: Clinical and Experimental Research, 19(1), 54–61.
Barker, R. (1999). The social work dictionary (4th ed.). Silver Spring, MD: NASW Press.
Beck, A. T., Wright, F. D., Newman, C. F., & Liese, B. S. (1993). Cognitive therapy of substance abuse.

New York: Guilford Press.
Center for Substance Abuse Treatment. (1994). Assessment and treatment of patients with coexisting

mental illness and alcohol and other drug abuse. (DHHS Publication No. 94-2078). Rockville,
MD: Substance Abuse and Mental Health Services Administration.

Cooper, D. (1987). The role of group psychotherapy in the treatment of substance abusers. American
Journal of Psychotherapy, 12, 55–67.

Cummings, N. (1979) Turning bread into stones. American Psychologist, 34(12), 1119–1129.
Daley, D., Moss, H., & Campbell, F. (1987). Dual disorders: Counseling clients with chemical depend-

ency and mental illness. Center City, MN: Hazelden Education Materials.
Evans, K., & Sullivan, J. M. (1990). Dual diagnosis: Counseling the mentally ill substance abuser.

New York: Guilford Press.
Fisher, M. (1994). Effectiveness study of two group models with substance abusing mentally ill (multi-

272 APPROACHES RELATED TO SETTING



challenged) consumers. Unpublished doctoral dissertation, Virginia Commonwealth University
School of Social Work, Richmond.

Fisher, M. (1995). Group therapy protocols for persons with personality disorders who abuse sub-
stances: Effective treatment alternatives. Social Work with Groups, 18(4), 71–89.

Fisher, M. S., & Bentley, K. J. (1996). Effectiveness study of two group therapy models with dually di-
agnosed consumers. Psychiatric Services, 47(11), 1244–1250.

Flores, P. (1997). Group psychotherapy with addicted populations. New York: Haworth Press.
Golden, S. J., Khantzian, E. J., & McAuliffe, W. E. (1994). Group therapy. In M. Galanter (Ed.), Sub-

stance abuse treatment (pp. 303–315). New York: American Psychiatric Press.
Graham, K., Annis, H., Brett, P., & Venesoen, P. (1996). A controlled field trail of group versus indi-

vidual cognitive-behavioral training for relapse prevention. Addictions, 91(8), 1127–1139.
Harding, C., Brooks, G., & Ashikaga, T. (1987). The Vermont longitudinal study of persons with se-

vere mental illness: 2. Long-term outcome of subjects who retrospectively met DSM-III criteria
for schizophrenia. American Journal of Psychiatry, 144, 727–735.

Hester, R. (1995). Behavior self-control training. In R. Hester & W. Miller (Eds.), Handbook of alco-
holism treatment approaches: Effective alternatives (pp. 148–159). Boston: Allyn & Bacon.

Lamb, H. (1982). Treating the long-term mentally ill. San Francisco: Jossey-Bass.
Levine, B., & Gallogly, V. (1985). Group therapy with alcoholics: Outpatient and inpatient ap-

proaches. Beverly Hills, CA: Sage.
Mack, J. E. (1981). Alcoholism, A.A., and the governance of the self. In M. H. Bean & N. E. Zimberg

(Eds.), Dynamic approaches to the understanding and treatment of alcoholism (pp. 128–162).
New York: Free Press.

Matano, R. A., & Yalom, I. D. (1991). Approaches to chemical dependency: Chemical dependency
and interactive group therapy: A synthesis. International Journal of Group Psychotherapy, 41,
269–293.

Matano, R. A., Yalom, I. D., & Schwartz, K. (1997). Interactive group therapy for substance abusers.
In J. L. Spira (Ed.), Group therapy for medically ill patients (pp. 296–325). New York: Guilford
Press.

McLellan, A. T., Luborsky, L., O’Brien, C. P., & Woody, G. E. (1980). An improved evaluation instru-
ment for substance abuse patients: The addiction severity index. Journal of Nervous and Mental
Disorders, 168, 26–33.

Miller, W., & Rollnick, S. (1991). Motivational interviewing: Preparing people to change addictive be-
haviors. New York: Guilford Press.

Minkoff, K. (1989). An integrated treatment model for dual diagnosis of psychosis and addiction.
Hospital and Community Psychiatry, 40, 1031–1036.

Monti, P., Abrams, D., Kadden, R., Cooney, N., & Ned, L. (1989). Treating alcohol dependence: A
coping skills training guide. New York: Basic Books.

Najavits, L., Weiss, R., Shaw, S., & Muenz, L. (1998). Seeking safety: Outcomes of a new cognitive-
behavioral psychotherapy for women with posttraumatic stress disorder and substance depend-
ence. Journal of Traumatic Stress, 11(3), 437–456.

Osher, F., & Kofoed, L. (1989). Treatment of patients with psychiatric and psychoactive substance
abuse disorders. Hospital and Community Psychiatry, 40, 1025–1030.

Persons, J. (1989). Cognitive therapy in practice: A case formulation approach. New York: Norton.
Prochaska, J., Norcross, J., & DiClemente, C. (1994). Changing for good: The revolutionary program

that explains the six stages of change and teaches you how to free yourself from bad habits. New
York: Morrow.

Rotgers, F., Morgenstern, J., & Walters, S. T. (Eds.). (2003). Treating substance abuse: Theory and
technique (2nd ed.). New York: Guilford Press.

Rutan, J., & Stone, W. (1984). Psychodynamic group psychotherapy. Lexington, MA: Collamore
Press.

Sandahl, C., Herlitz, K., Ahlin, G., & Roennberg, S. (1998). Time limited group psychotherapy for
moderately alcohol dependent patients: A randomized controlled clinical trial. Psychotherapy
Research, 8(4), 361–378.

Groups for Substance Abuse Treatment 273



Wallace, J. (1975). Tactical and strategic use of the preferred defense structure of the recovering alco-
holic. New York: National Council on Alcoholism.

Wallen, M., & Weiner, H. (1989). Impediments to effective treatment of the dually diagnosed patient.
Journal of Psychoactive Drugs, 21(2), 161–168.

Washington, O. (1999). Effects of cognitive and experiential group therapy on self-efficacy and per-
ceptions of employability of chemically dependent women. Issues in Mental Health Nursing, 20,
181–198.

Yalom, I. D. (1974). Group therapy and alcoholism. Annals of the New York Academy of Sciences,
233, 85–103.

Yalom, I. D. (1985). The theory and practice of group psychotherapy (3rd ed.). New York: Basic
Books.

274 APPROACHES RELATED TO SETTING



Chapter 16

Groups for Older Adults

RUTH CAMPBELL

In recent years, groups held with and by older adults have increased considerably as
research has identified the multiple losses and deficits of aging, as well as the strengths and
potential of this later stage of life. The settings in which groups are held have also expanded
with the development of new geriatrics programs at medical facilities, adult day centers for
people with memory loss, an increase in assisted living residences, lifelong learning pro-
grams such as Elderhostels, and other community-based programs.

Two widely recognized facts about the older adult population are (1) that the percent-
age of Americans over age 65 is rapidly increasing and that within that population the larg-
est increase will be in the percentage over age 85 (Administration on Aging, 2002) and (2)
that the group we label as “old” represents a very heterogeneous group, spanning at least
two generations, with a wide range of health status, racial and ethnic background, educa-
tion, income, and experience. This diversity is reflected in the many different kinds of
groups involving older adults, including those that are purely educational or
psychoeducational, support and self-help groups, recreational and creative activities, groups
for those with a specific illness such as depression or Alzheimer’s disease, and political and
community action groups.

Group work with the elderly, according to Toseland (1995), developed over the early
part of the 20th century in three distinct settings: settlement houses and community centers,
homes for the aged, and state mental institutions. Maurice Linden (1953), a psychiatrist,
was one of the early leaders, co-leading a group therapy program for elderly regressed
women in a state mental institution in Pennsylvania (Burnside & Schmidt, 1994). Kubie and
Landau (1953) described their experience in developing a senior center program for low-
income elderly in New York. Group work in homes for the aged and nursing homes
(Konopka, 1954; Shore, 1952) focused on helping residents adjust to the nursing home, re-
main socially active, and enhance their physical and cognitive functioning.

The two most comprehensive books in the field, by Toseland (1995) and by Burnside and
Schmidt (1994), document how group work can be utilized by healthy, active elderly people,
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by those with chronic conditions, and by the frail elderly with physical and cognitive impair-
ments. Toseland (1995) notes that there are three categories of contraindications for group
participation. These are (1) practical barriers such as transportation, frailty, or lack of enough
people in a setting to support a group; (2) people’s particular therapeutic needs, such as acute
crisis situations or material too personal to disclose in a group; (3) people with certain person-
ality or mental health problems. However, it is often possible to target groups especially for
certain populations or to start with individual counseling and gradually move to a group.

Interest is increasing in the geropsychiatric literature as models used with younger pop-
ulations, such as cognitive-behavioral therapy, dialectical behavior therapy, and interper-
sonal therapy group methods, are adapted and evaluated for use with an older population.
Research has demonstrated the effectiveness of these therapies, as well as provided some evi-
dence that these psychosocial interventions offer broader effects and greater stability of
response than seen with medications alone (Hollon, 2002). Practitioners are also drawing
on existing gerontological research to explore new group options for the elderly. A cognitive
therapy group for the elderly, an intergenerational reminiscence group, a “meaning of life”
group, and writing groups are examples of groups that grew from practitioners’ recognition
of the special needs of their clients (Ingersoll-Dayton & Campbell, 2001).

Groups are viewed as especially powerful agents of change for the elderly, uniquely
suited to the challenges of the aging process: coping with loss, shrinking support networks,
societal change, and chronic illness. Although recreational groups are certainly important,
this chapter focuses on some of the newer interventions in psychotherapy: reminiscence,
caregiver, and other support groups and groups using creative methods. Most of these have
generated empirical evidence supporting outcomes and also point the way to future develop-
ment of the field.

THE PURPOSE OF GROUP WORK WITH THE ELDERLY

The purpose of group work, regardless of the intervention and the physical and cognitive
level of the participants, is to enable the older adult to function at the highest level possible
and to push the boundaries of what the individual, family, or society at large expects from a
certain person in a certain situation. Groups provide a cushion, a way to safely explore one’s
own identity and to forge new connections with others. For the elderly, groups may often
represent a surrogate family, a new network of friends, and a way to explore areas in their
lives that they never had the time or opportunity to do earlier. For the leader, groups with
the elderly are a particular challenge, a balancing act between asserting leadership, provid-
ing counseling and support, and stepping back to allow the group to take over. The purpose
of the group will often depend largely on how the group defines it. The significant role of
the group worker is to develop groups that are sensitive to the changing needs of this popu-
lation and to the wide diversity of roles, abilities, and as yet unfulfilled desires of adults in
the later stages of life.

Several theoretical approaches provide the framework for group work practice with the
elderly. Rowe and Kahn (1987, 1997), in their concept of successful aging, pointed out that
many characteristics of aging, such as decreased mobility and physical and cognitive decline,
that are thought to be normal stages of the aging process are actually due to lifestyle and
other factors that can potentially be modified through exercise, nutrition, cognitive training,
or active participation in life. The concept of selective optimization with compensation, de-
veloped by Baltes and Baltes (1990), emphasizes the variability among individuals as they
age and affirms that the self does remain resilient in later life.
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These concepts confront the idea that used to be prevalent, even in the professional
community, that older people cannot change: “If he never joined a group before, why would
he now? What can be gained from working with people with memory loss?” Groups them-
selves, as Yalom (1985) wrote, instill hope. The purpose of being in a group is to make some
change that will enhance one’s life, reinforce one’s ability to cope, and build on existing
strengths.

Social support is also a significant element of successful aging. Studies have shown that
older people who maintain meaningful ties with others are likely to be in better physical and
mental health than those who do not (Krause, 2001). As people age, they are more likely to
be living alone; for example, about half of women over the age of 75 lived alone in 2000
(Administration on Aging, 2002). Even elderly couples may find themselves isolated due to
chronic illness, caregiving demands, distance from family members, and changes in their so-
cial networks. Groups offer a more structured opportunity to gradually and safely make
new friendships and replenish support networks.

Aging is often depicted as a time of loss. Spouses, friends, and significant family
members die, become ill, or move. Retirement may bring a loss of role, status, and
income. Chronic illness, which affects about 80% of people over age 65, imposes limita-
tions that affect mobility, transportation, enjoyment of familiar activities, and daily
functioning. Sensory losses in vision and hearing, in particular, require major life adjust-
ments, and declining memory, even in the earliest stages, challenges an individual’s sense
of self and identity. The proliferation of support groups to address these specific needs
(groups concerned with losses of hearing and vision, diabetes, cancer, etc.) has been an
important development in helping older adults learn new coping patterns and flexibility.
The ability to give as well as to receive assistance is an important characteristic of social
support (Ingersoll-Dayton, 2001), which is, in itself, a powerful argument for group par-
ticipation.

An important perspective in dealing with these losses is recognizing and reinforcing
strengths relevant to later life. Wisdom, according to Baltes, Smith, Staudinger, and Sowarka
(1990), includes a deep understanding of human nature, knowledge about social relation-
ships, and a recognition of life’s uncertainties (Ingersoll-Dayton, 2001). Another strength of
older adults is resilience, the ability to cope with setbacks and recover. Resilience also im-
plies the ability to reframe cognitively what has happened, changing the meaning of the
event (Pearlin & Skaff, 1995) in order to deal with unbearable losses.

Yalom’s (1975) classic description of the curative factors of group therapy has been
adapted to apply to the aging by Toseland (1990), Ronch and Crispi (1997), Burnside and
Schmidt (1994), Erwin (1996), and others. The following are especially important for group
leaders working with the elderly to strive to achieve: instillation of hope; universality (learn-
ing that others have had similar experiences); a sense of belonging and affiliation; the oppor-
tunity to learn and assume new and meaningful roles; receiving and sharing information and
skills in problem solving; consensual validation and affirmation; offering a safe place for
ventilation and integrating diverse experiences; and encouragement to explore creativity
both in the arts and through new ways of thinking about life.

INTERVENTIONS

Group interventions in the following categories are discussed: psychotherapy, reminiscence
and life review, caregiver groups, support and self-help groups, community action, and edu-
cational and arts groups.
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Psychotherapy

Although the prevalence of major depression among the elderly is lower than in adults at
midlife and younger, the potential adverse effects of depression, such as suicide, neglect of
health, and stress on physical and social functioning, make it a significant issue faced by
professionals working with the elderly. It is estimated that about 2% of community elderly
suffer a major or clinical depression; another 2%, dysthymia; and an additional 4–8% suffer
depressive symptoms secondary to bereavement, adjustment to physical illness, and other
life changes. Among residents of long-term care institutions and the medically ill, clinical de-
pression is found in about 12–16% of the population, and depressive symptoms affect an
additional 20–30% (Blazer, 1998). Other emotional problems seen in practice include anxi-
ety, suspiciousness and agitation, sleeping problems, long-standing mental health problems
such as schizophrenia, and alcohol and drug abuse.

The specific characteristics of these problems and the attributes of group therapy are
well matched. Leszcz (1997) writes, “An overarching concept is that of the unique capacity
of group psychotherapy to offer a self-esteem enhancing, relational matrix to its partici-
pants” (p. 93). Multiple medications make it difficult to manage these conditions with medi-
cations alone. Cognitive impairment, loss of supportive relationships, and physical disability
present other challenges to treatment (Hollon, 2003). Group therapy is less expensive than
individual therapy, and being part of a group may also reduce the stigma attached to ther-
apy that prevents some older adults from seeking treatment. Only about one-fourth of
depressed older adults actually are treated for depression. Low-income and minority elderly
people are even less likely to receive treatment. Hollon (2003) notes that researchers have
found a greater stability of response with psychosocial methods than with medications
alone.

Standardized Therapies

Standardized therapies consisting of structured, manual-based interventions that involve
cognitive and behavioral strategies have been effectively used with younger adults and also
have the most empirical support with the elderly. Brief standardized psychotherapies focus
on the stressors and losses common in late life, with the goal of reducing psychopathology
and increasing quality of life (Klausner & Alexopoulos, 1999). Treatment focuses on chang-
ing patterns of thinking, learning new skills, and improving problem-solving abilities.

1. Dialectical behavior therapy (DBT). Lynch, Morse, Mendelson, and Robins (2003)
adapted DBT for use with depressed older adults. They found the following components of
standard DBT treatment relevant in treating this population: acceptance of elements of life
that cannot be changed (radical acceptance), increased awareness without judgment (mind-
fulness), attentional control (mindfulness), better tolerance of pain, acting contrary to
depressive urges, and increased interpersonal effectiveness. By focusing on maladaptive cop-
ing styles and behaviors functionally related to depression, the researchers hoped that these
behaviors and coping styles could be modified to decrease the likelihood of future depressive
episodes.

Thirty-four depressed people age 60 and over living in the community were randomly
assigned to either 28 weeks of standard medication management or medication management
in combination with a DBT weekly skills training group plus weekly half-hour individual
telephone coaching. Group sessions lasted 2 hours. Four group sessions focused on educa-
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tion about depression, teaching core mindfulness concepts and practices, and encouraging
participants to develop daily mindfulness practices. Two sessions focused on better tolerance
of pain and distress, three sessions on emotional regulation skills, and five sessions on inter-
personal effectiveness skills. After this, the 14 sessions were repeated so each topic was cov-
ered twice. Besides receiving weekly 30-minute telephone contact with the therapist, mem-
bers could also call their therapist between group sessions if there was a crisis. After the 28
weeks, telephone coaching that reinforced the use of these skills continued every 2 weeks
and then was reduced.

Patients in the DBT group sessions showed significant improvements on self-rated de-
pression scores and adaptive coping. They also were less concerned about being liked and
hurting others’ feelings, were better able to say no to requests, were less apologetic, and felt
less responsible for other people’s problems compared with patients receiving medication
only. The DBT group members also showed nearly significant improvements in hopeless
thoughts, which should reduce their vulnerability to suicide.

2. Cognitive-behavioral therapy. The goals of cognitive-behavioral therapy are to
change thoughts, improve skills, and modify emotional states that contribute to
psychopathology (Klausner & Alexopoulos, 1999). Developed in the late 1950s by Aaron
Beck (1972), it has become one of the most successful and widely utilized psychotherapies
for treating a wide range of problems. As Fogler and Edwards (2001) point out, the empha-
sis in cognitive therapy on educational methods and concrete techniques for change make it
especially acceptable to older adults. Their group, “New Ways to Feel Good,” appeals to
older adults intimidated by the term “cognitive therapy.” Two social workers conduct 10
weekly group sessions with a maximum of 10 members who have DSM-IV diagnoses of de-
pression and/or anxiety. Each group session starts with a brief go-around question, then a
short lecture presenting the basics of cognitive therapy, group discussion of problems, goal
setting, and goal review and homework assignments.

Brok (1997) states, “As a general rule, the more structure there is in a group, the less
the manifest anxiety” (Brok, 1997, p. 117). He stresses the importance of flexibility of
method in his “life enrichment counseling approach,” which aims to help older people de-
velop ways of making meaningful use of leisure time. Group members list leisure activities
on a structured form, evaluate them for enjoyment, and then participate in cognitively
based, theme-oriented group discussion. For example, one member listed piano playing as a
favorite activity. In group discussion, it became clear that she had not played the piano in
many years. The group explored this further. One member suggested where a piano was
available, and others talked about how and when the woman might play it. The group then
was able to activate a long dormant interest (Brok, 1997, p. 127).

3. Leszcz (1997) proposes a model of integrated group therapy drawing on the theoret-
ical perspectives of the various clinical strategies. Rather than selecting from a single focus
on social support, interpersonal skills, coping skills, or distorted cognitions, he believes it is
consistent to integrate these various methods, employing therapeutic strategies as opportu-
nities arise in the group. Therapy interventions must always be clearly rooted in patient need
and evaluated in an ongoing fashion, collaboratively with the patient (Leszcz, 1997).

This approach is integrative, not eclectic, in that all strategies proceed from overarching
theoretical perspectives. The interpersonal focus gives a picture of the individual’s intra-
personal world, through exploring the individual’s subjective sense of self historically and
currently. The group processes of cohesion, acceptance, and empathic exploration can pro-
vide feedback and add new perspectives. Reminiscence can be helpful in gaining a clearer
understanding of the individual member. Developmental and self-psychological factors ad-
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dress the causes of guilt, demoralization, and fears of engagement, stimulating openness in
members who may not have previously experienced this. As members require specific skills
to acquire self-mastery, cognitive-behavioral methods can be used, cognitive distortions con-
fronted, and homework assigned to reinforce behavioral change. Another aspect of integra-
tion involves the concurrent use of medication. Group members exchange information
about medications, sharing anxieties and fears, and responding to side effects.

In all methods, effectiveness of group therapy is rooted in the individuals’ engagement
and interaction within the group and the feeling of success and connection they experience
in the group. In all of these interventions, the therapist’s attitude of respect, hopefulness, and
genuine warmth and empathy is essential. The therapist working with the elderly has to be
more active than is needed with a younger group to insure a nonfailure experience and to
help members’ integration into the group through therapist bridging, reframing, or translat-
ing patient verbalizations and behaviors (Lesczc, 1997).

Nonstandardized Therapies

Nonstandardized therapies do not rely on structured, manual-based treatment and vary
from short term to longer term or ongoing groups. They focus on feelings, change over the
life course, and deal with issues from the individual’s past, as well as the present.
Psychodynamic psychotherapy focuses on resolution of interpersonal conflicts, understand-
ing and acceptance of achievements and disappointments in life, and adaptation to current
losses and stressors. For frail elderly group members, the goal is to help members come to
some acceptance of physical limitations, to grieve losses of both relationships and physical
functioning, to address fears of dependency, and to repair or optimize personal interactions
with others in their lives (Klausner & Alexopoulos, 1999).

A short-term therapy group with Holocaust survivors and second-generation members
who were not related is an example of a supportive, psychodynamic approach. The group
aimed to integrate the past by focusing on the conflicts of the Holocaust. The survivors felt
the support of the second generation, who asked to hear their stories, and the second gener-
ation was supported when they could share their angry feelings and have them heard and
validated (Erlich, 2002). The groups meet for 10 to 12 weekly sessions for 1½ hours. Com-
mon themes for the survivors and second-generation members included separation, mourn-
ing of loss, anger, and feelings of inadequacy. These common feelings facilitated empathy,
understanding, and identification between the two generations.

Group therapy in nursing homes helps residents maintain control in their lives, recog-
nize their fears, express feelings of loss, deal with loneliness, and provide affirmation of each
other. Ronch and Crispi (1997) observe that, although task-oriented groups are valuable in
nursing homes, discussion-oriented groups provide many benefits for the residents. They
present a nonthreatening environment in which to discuss topics they are unable to discuss
elsewhere. They can find commonality of experience and develop more meaningful relation-
ships with other members, creating a buffer for loneliness and isolation.

The orientation of Ronch and Crispi’s (1997) groups is interactive, with a here-and-
now focus. Residents are referred because staff or family members recognize a maladaptive
behavior syndrome or a diagnosable mental disorder. Ronch and Crispi (1997) advocate the
importance of focusing on the purpose of the group, as well as their perceived problems.
They ask, “Why is this resident experiencing difficulties at this time?” Domains include
losses, somatic complaints, personality disorders, and issues concerning the resident’s auton-
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omy and perceptions of aging and what is expected of them in this situation. Therapists can
question the validity of these expectations and clarify situations in which relations between
individuals and staff members are built on inaccurate perceptions. These groups, most of all,
provide a safe place to express feelings and individuality, which may not be possible in the
public atmosphere of institutional living.

Written and Oral Reminiscence

Reminiscence as an intervention grew out of the seminal article by Robert Butler (1963) on
life review, which he characterized as “a naturally occurring, universal mental process char-
acterized by the progressive return to consciousness of past experiences, and, particularly
the resurgence of unsolved conflict; simultaneously and normally, these reviewed experi-
ences and conflicts can be surveyed and reintegrated” (Butler, 1963, p. 66). Recent writers
have challenged the idea that life review is a natural process occurring in individuals before
death (Wink & Schiff, 2002). Studies have shown that not all older adults want to review
their lives or feel the need to do so.

Reminiscence groups have been widely utilized, both with healthy older adults and with
those with Alzheimer’s disease and other physical and cognitive problems. Burnside sees
reminiscence as having a narrower focus than life review, serving a supportive, restorative
function. Reminiscence groups help group members relive and appreciate events in the past
that are personally significant (Burnside, 1995).

The process of reminiscing in a group can restore a sense of self, as individuals talk
about events in their lives that have real meaning for them. There are big differences in
how this intervention is used. The group leader has to assure that everyone has a chance
to speak, that the group does not become a series of monologues, and that the talking,
listening, and sharing is deepening members’ engagement with each other. When painful
memories surface in the group, individual sessions with the group leader may be neces-
sary in order to fully address the emotions arising from the reminiscence session. LoGerfo
(1980–1981) distinguished three types of reminiscence: (1) informative—the sharing of
stories; (2) evaluative—similar to a life review process; and (3) obsessive—rumination, re-
petitive thoughts, obsessive mourning. Experienced leaders need to recognize the obsessive
reminiscences and address the needs of the individuals involved without allowing them to
dominate the group.

Many reminiscence groups are structured through themes. Burnside (1995) reports that
most themes use a lifespan, chronological order, such as first pet, first job, first day of
school. She recommends that leaders should be flexible about themes and change them if the
group is not interested. The wording for themes should be very precise and easily under-
stood. Gender and cultural aspects of the group need to be taken into account (see Nomura,
2001, for examples of themes used with Japanese elderly). Although a variety of profession-
als and staff members lead reminiscence groups, the availability of kits and other structured
programs can, with an inexperienced leader, result in sterile, rote kinds of groups without
significant interaction and engagement among members. Props, including those that stimu-
late the senses—hearing, smelling, and touching—can be effective in eliciting memories: the
smell of coffee, the odor of mustard plasters used on the body, the feel of a familiar lotion
smoothed on hands, the sound of music both long past and current. Sherman (1995) studied
the relationship between objects and reminiscence, finding in several cases that cherished
objects not only stirred memories but also triggered a process of related memories, recon-
structing certain periods in people’s lives. He also found that the over-80-year-old group had
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significantly fewer personally meaningful memorabilia and also were less likely to engage in
reminiscing.

However, Erwin (1996) and others have designed specific modules for more frail elderly
in day care centers and nursing homes that use reminiscence selectively and effectively. Using
the topic of “favorite vacations,” for example, the group leader begins by talking about her
own favorite vacation. As group members identify vacation places they enjoyed, the leader
puts a sticker marking each location on a large map. The leader may prompt questions for
sites, smells, sounds, weather, or people who were part of the vacation. She also suggests
that guided imagery can be used, if the group leader can do this, to further enhance the
imaginative experience. Erwin’s topics are not based on the past but incorporate the present,
with topics such as lifelong learning, a family genogram, and seasons of the year.

Besides the oral reminiscence groups just described, an increasing trend is toward writ-
ten reminiscence, such as the guided autobiography groups developed by James Birren
(Birren & Cochran, 2001). The process of writing stimulates further recall and gives group
members a chance to rehearse and edit the memories before they present them to the group.
Birren and Cochran (2001) organize group sessions around themes which are more reflec-
tive than the themes discussed in oral reminiscence: the major branching points in one’s life;
your family; the role of money in one’s life; major life work or career; health and body; sex-
ual identity; experiences with and ideas about death, spiritual life, and values; goals and
aspirations. They also suggest expanded themes for specific groups, such as war veterans,
prospective retirees, and ethnic minorities. The goals of this kind of group include: (1) help-
ing to build a sense of community; (2) developing strategies to deal with life changes; (3)
helping group members understand their pasts and also explore future directions; and (4)
helping members find resources to face challenges and losses.

Other, less structured writing groups combine both the practice of writing at home and
reading in the group with group discussion about the writings. Chandler and Ray (2001)
describe a “senior memories” group with primarily African American seniors. Members
gathered to write memories of Detroit, and their writings conveyed a strong sense of place,
“the dirt streets, the tired horse and wagon tumbling full of what any household could part
with for the money” (Chandler & Ray, 2002, p. 79). They also reflected on their own lives,
their childhoods, work, and families. Leaders did not assign topics but prompted as needed.
Participants agreed that they said things in this group that they hadn’t told their friends or
families (a common finding in writing groups).

Such diverse groups as Hispanic elderly in a New York settlement house, retired sea-
men, and participants meeting at an African American library are described by the writers,
social workers, and artists who facilitated these groups, which were sponsored by a writing
project in New York City (Kaminsky, 1984). Written, as opposed to oral, reminiscence has
the value of creating a concrete product that can be shared by many others outside the
group and that exists as a legacy after the person has died. Writing also bestows a new iden-
tity, that of a “writer,” to group members, which makes this process more acceptable to
many seniors than group therapy or a recreational group.

Most of the writing groups described in this chapter are short term, lasting 8–10 weeks
with possible follow-up sessions. The benefit of a long-term writing group continuing more
than 20 years is described by Campbell (2001). Men and women from very different back-
grounds, educational levels, and beliefs, through their writing, become a kind of surrogate
family, sharing intimate stories, helping each other when they are ill, providing food and
transportation when needed, and attending memorial services as members die. Although
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members do write memoirs, they also write fiction, poetry, letters to the editor, and philo-
sophical essays. The group is loosely structured so that the members request assignments as
needed from the group leader. However, frequently they respond to what is happening cur-
rently in their lives, as well as to memories stimulated by writings of other group members.
In a recent group session, Mr. B began with a letter to the editor about politics in Washing-
ton; Ms. C wrote about her recent surgery and slow recovery; Ms. D began writing about an
argument she had as a child with her cousin over a pet, which led to the revelation by her
cousin that Ms. D had been adopted, a fact she had not known before. The readings and dis-
cussions form an intricate pattern, going back and forth among past, present, and future.
Although this group is led by a social worker, another, similar group has been facilitated by
a volunteer for many years. The cohesion and success of many short-term groups offer pos-
sibilities for continuation that should be explored.

Other innovative uses of reminiscence groups for the frail elderly are described by
Supiano, Ozminkowski, Campbell, and Lapidos (1987). Volunteers were used to take down
the oral compositions of nursing home residents. Many group participants achieved impor-
tant benefits: reduced depression, improved interactions with other nursing home residents,
and a restored sense of identity and achievement. Writings were displayed in several nursing
homes, and a collection was published and distributed to friends and family members. The
effect on the nursing home staff was also positive, as they observed residents engaged in a
very different way than was usually seen on the floor.

Groups for Family Caregivers

Family members provide most of the care given to frail older persons in the community.
Caregivers can find satisfaction and also stress in caregiving (Kramer, 1997). Significant lev-
els of stress, feelings of burden, compromised physical health, and even premature mortality
are reported in the caregiving literature (Sorensen, Pinquart, Habil, & Duberstein, 2002).
Many of these informal caregivers, primarily spouses but also adult children, are themselves
over the age of 60 and coping with their own aging issues. Because of growing concern with
the needs of these caregivers, group work with family caregivers has developed into a major
focus of the group work literature for the elderly. In particular, support groups for caregivers
of people with Alzheimer’s disease, who generally experience the highest level of stress, are
widely available in the community and in hospitals and nursing facilities. Three different
types of group treatment are discussed in this section: psychoeducational groups, psycho-
therapy groups, and support groups.

Psychoeducational Groups

Psychoeducational interventions are a recently increasing way of addressing the problems of
caregiving. A general stress mediation model (Aneshensel, Pearlin, Mullan, Zarit, &
Whitlatch, 1995) suggests that multidimensional mediation may be needed to improve out-
comes in a stressful situation. Ostwald, Hepburn, Caron, Burns, and Mantell (1999) devel-
oped a 14-hour training program of weekly, 2-hour sessions for primary caregivers and their
families based on this model. At least one additional family member other than the primary
caregiver was required to accompany the caregiver and patient to the seven weekly sessions.
Patients participated in a concurrent day care program, making it easier for the caregiver to
attend the group. The structured content began with information about dementia; in subse-
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quent sessions, caregivers viewed videos of the assessment of their relatives and were told
their family members’ functioning levels. The last two sessions focused on caregiving skills,
with an emphasis on involving all family members as active learners. An interesting outcome
of this program was that improvement on the burden score was not apparent until the 5-
month follow-up interview. Compared with the waiting-list control group, who showed
substantial increases in their burden scores during this same period of time, the treatment
group on average showed a reduction in feelings of burden, and the treatment also seemed
to prevent any significant increases (Ostwald et al., 1999).

In one program (Gallagher-Thompson & DeVries, 1994), wives and daughters of indi-
viduals with dementia attended “coping with frustration” classes, in which they were taught
specific skills, such as relaxing in a stressful situation and learning to be appropriately asser-
tive with their elder and other relatives. The strategy of using “classes” instead of “group
therapy” reduces the stigma that many people attach to seeking help. Three models of
psychoeducational intervention have been developed by Gallagher-Thompson and col-
leagues (1997): coping with depression, increasing problem-solving skills, and anger man-
agement. Caregivers monitored their moods and pleasant events and set step-by-step goals
to increase these events. Participants showed decreases in depression and increases in morale
when compared with a control group. The problem-solving class focused more on prob-
lem-solving strategies for daily life, whereas the anger management class incorporated re-
laxation techniques and taught participants to identify specific situations that precipitated
anger, as well as the physical manifestations of anger (Gallagher-Thompson, Lovett, &
Rose, 1991).

All of these classes were attended by European Americans. Gallagher-Thompson et al.
(1997) adapted the program to make it specifically relevant to Hispanic caregivers of de-
mentia patients. One change was to begin each session with a “check-in,” time because the
Hispanic caregivers wanted to talk to each other informally before the class began. The
leaders also noted that the pace of information was too fast and the homework too compli-
cated and that the reading material, translated into Spanish, needed to be modified to be
more relevant to the Hispanic situation. A great deal of interaction and peer support arose
among the caregivers as a result of the skills training component.

Hebert and colleagues (2003) developed a group program based on a transactional the-
ory of stress and coping (Folkman et al., 1991). The purpose of the program was to improve
stress management skills by teaching caregivers how to respond to difficult behaviors,
thereby reducing their burden, distress, and anxiety and enhancing their well-being. The
program consisted of 15 two-hour weekly sessions with two components. The first compo-
nent, cognitive appraisal (four sessions), aimed to help the caregiver identify specific stress-
ors, distinguish between the changeable and unchangeable aspects of the stressor, and
choose coping strategies. The caregivers also received a home assignment to practice their
ability to identify four specific stressors, the changeable and unchangeable elements, and
their own emotional reactions. The second component (11 sessions) taught three specific
coping strategies: problem solving, reframing, and seeking social support. In a randomized
controlled study of this program, Hebert et al. (2003) found that it decreased the frequency
of and reactions to behaviors, especially disruptive ones. However, there was no indirect ef-
fect on more general problems such as burden, stress, psychological distress, affect, and lack
of social support. Although Hebert et al. (2003) recommend that this kind of program,
which aims at targeted outcomes, should replace the more traditional support groups cur-
rently organized by the Alzheimer’s Association, it is hard to see how the vast network of
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Alzheimer’s support groups, often peer led, could support this much more intensive inter-
vention.

Psychotherapy Groups

Shaw (1997) co-led a long-term Alzheimer’s Association family support group guided by the
modern analytic group principles of paying attention to the resistances brought up in the
group process and the transferences to other group members or group leaders. The group
had a maximum of 12 members and was culturally, socially, economically, and religiously
diverse. Loneliness and loss of companionship were common themes. When one man talked
about his 24-hour devotion to nursing his wife, refusing to place her in a nursing home, the
leader used a bridging technique to help build emotional connections between him and other
group members. The leader asked group members why the man continued in these devoted
efforts while depriving himself of pleasure. The group noted his sadness, frustration, and
moral conflict. He was able to share his anger and disappointments within the empathic
safety of the group.

Support Groups

Support groups differ from traditional group therapies in that their goal is not to change the
members’ problematic behaviors. They are widespread, inexpensive to run, and can be pro-
fessionally led or peer led, often organized by a local or national group such as the Alzhei-
mer’s Association. Although many reports suggest that these groups are effective at relieving
caregivers’ levels of stress, the majority of controlled experimental studies have not shown
that they have any significant effect (Hebert et al., 2003). However, most of the groups stud-
ied have used, on the average, eight weekly 2-hour sessions, frequently using information
and emotion-sharing strategies. Hebert et al. (2003) suggest that these programs need to be
spread over a longer period, to have a specific theoretical framework, and to focus especially
on the management of difficult behaviors and the responses they create. The University of
Michigan’s Turner Geriatric Clinic has two ongoing support groups, as well as a structured
six-session lecture/discussion format, which is held two or three times a year. The ongoing
groups, one for adult children and another for spouses (“Caring for Your Mate”), allow
caregivers to attend regularly or irregularly, depending on their situation. The groups have a
strong nucleus of participants who both receive and give support and information. A peer
volunteer contacts members in the Caring for Your Mate group in between sessions, and
members often contact each other between meetings as well. New members can join at any
time; members frequently remain in the group for an extended period of time after the per-
son they were caring for dies.

Two problems with support groups are that they reach a relatively small percentage of
those who need help and that they are predominantly composed of white, middle-class,
more highly educated individuals. An eight-week series for African American women caring
for a parent with dementia (Sistler & Washington, 1999) used the serenity prayer as a major
theme of their sessions. Caregivers discussed what factors they could not change, such as
their parents having the disease and the progression of the illness. Problem-solving activities
focused on difficult behaviors, on identifying feelings of both the caregiver and care receiver,
on caring for oneself, and on keeping the care receiver active. Participants discussed religion,
prayer, and their feelings about God. Combining problem solving with the serenity prayer
helped participants improve in self-confidence, well-being, and happiness, as measured in
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posttests. Targeting a specific homogeneous group is effective in reaching caregivers who do
not usually attend support groups.

A multicomponent model in an outpatient clinic combined the support-group approach
with two individual and four family task-oriented counseling sessions. Spousal caregivers
were required to attend weekly support groups, which continued indefinitely. Counselors
were always available to help deal with crises and to meet changing needs. As a result,
spouses in treatment groups were able to delay nursing home placement almost a year longer
than the control group for patients in the early to middle stages of dementia, when place-
ment is probably least appropriate (Mittelman, Ferris, Shulman, Steinberg, & Levin, 1996).

A meta-analysis of caregiver interventions (Sorenson et al., 2002) found that multicom-
ponent interventions—combining group sessions with individual treatment, as in the afore-
mentioned study—were particularly effective in reducing caregiver burden and also had pos-
itive outcomes on well-being and knowledge but were less effective than psychotherapy and
psychoeducational groups in reducing caregiver depression and care-receiver symptoms. Re-
spite and day care interventions did reduce caregiver burden and depression and increased
well-being. Support groups were also effective at reducing caregiver burden and improving
knowledge and skills. Sorenson et al. (2002) conclude that group interventions are more ef-
fective than individual treatment in alleviating care-receiver behaviors. This is probably due
to the group setting, which promotes the exchange of experiences and allows rehearsal of
specific caregiving skills.

Because individuals have a wide variety of needs and preferences, it is helpful to have a
repertoire of strategies, not a “one-size-fits-all” approach. Clinicians should identify the
goals of the group in order to determine which intervention to use. Interventions of seven to
nine sessions are adequate to address knowledge and skills but may not provide enough time
to improve depression or alleviate burden.

Groups for the Frail and Cognitively Impaired

As diagnosis of Alzheimer’s disease becomes more sophisticated, early diagnosis is increas-
ingly common. Many of the group strategies described here can be adapted for people with
cognitive difficulties. Cognitive-behavioral interventions and other psychotherapeutic meth-
ods for treating depression can be of great value to people with early dementia and even
middle-stage dementia (Teri & Gallagher-Thompson, 1991). Using a support group format,
the “Coffee House” (“Memory Café,” 2001), a group for people with early dementia, meets
weekly for 5 hours, beginning with structured group discussion in which members cover
such issues as the effects of the diagnosis, their memory problems, and their anger about not
being able to drive and being “bossed” around by spouses or adult children. Guided by co-
leaders, participants are encouraged to openly discuss the losses they are feeling and their
anger, fear, and other emotions. It has also become an activist group. Members compile “tip
sheets” to advise others how to communicate with someone with memory loss and to dis-
cuss how they would like to be treated. “Don’t speak louder. Take your time. Give me time
to answer. Don’t say a lot at once.” Several members also appeared on a panel at profes-
sional meetings to talk openly about their experiences and to tell professionals what they
need from them.

Besides participating in the support group, members exercise, have lunch together, and
work on individual projects such as guided autobiography. Some have compiled memory
books or tried painting and other art projects. They attended a lecture on Alzheimer’s dis-
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ease that was part of a large Learning in Retirement program. The object is to find ways to
maintain the participants’ existing strengths and to respond to the individual’s entire life his-
tory, not just their status as a person with memory loss.

Geriatric skills enhancement (GSE) was developed in institutional settings to bridge the
gap between recreation and psychotherapy. The aim was to work with the skills deficits and
psychosocial losses of aging persons at various levels of functioning (Erwin, 1996). Patient
focus groups identified concerns such as social isolation and reduced social networks, lim-
ited mobility, declining physical strength, and a sense of powerlessness. Core group modules
were developed that incorporated music, art, photography, humor, reminiscence, sensory
awareness, and movement. The goals are to review how individuals became invested in the
larger community and the results of their participation. Talking about school, neighbor-
hood, church, and city affairs recognizes the desire of adults in a nursing home to still feel
part of a community.

A group for cognitively impaired men was formed at a Japanese nursing home to give
the men a place where they could meet together and talk about their work and their inter-
ests. In most nursing homes, men are the minority, surrounded by women. In this group,
men exchanged name cards (made for them by the staff) and not to know about each other’s
former occupations, war experiences, and current lives (Kurokawa, 2002).

Support, Educational, and Advocacy Groups

Support groups help members work through difficult life transitions—illnesses, widowhood,
retirement. Often these groups combine an educational purpose with support, as in an 11-
week Pathfinders class for recently bereaved widows and widowers (Caserta, Lund, & Rice,
1999), which focuses on increasing competency in self-care skills such as meal planning,
household maintenance, and managing finances. The hospice movement has made extensive
use of bereavement support groups as an integral part of the grieving process. The telephone
conference call offers an innovative method of reaching homebound elderly persons and
caregivers who might not otherwise be able to participate in a group. Kaslyn (1999)
discusses the logistics and benefits of this kind of group, emphasizing the considerable ad-
vantages of accessibility, anonymity, and convenience. On-line groups for caregivers are
becoming increasingly popular for the same reasons. Each person can participate at his or
her own convenience and can offer advice and encouragement, as well as receive it.

In groups for special populations, such as older gays and lesbians, Fassinger (1997)
emphasizes the importance of going beyond psychological interventions to encompass ad-
vocacy, consultation, and attention to social systems. Advocacy groups and political
movements, such as the AARP and the Gray Panthers, offer leadership roles to older
adults and opportunities to make an impact on society. Retirees make up a substantial
proportion of board members of nonprofit organizations and are a significant force in
many volunteer groups aimed at social change or helping others. Resident councils in
nursing homes, when working with collaborative management, can also empower nursing
home residents to contribute to their environment (Lee & Carr, 1994). In volunteer
groups such as peer counseling, older adults plan and implement programs to benefit
their peers and provide a link between professionals and elderly clients (Bratter & Free-
man, 1990; Campbell, 1995).

Other group interventions that exist outside the usual group work literature include the
Elderhostel and Learning in Retirement programs, which have responded to the increasing
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education levels in the older population and their enthusiasm for continued learning and
teaching. Classes, often taught by retirees themselves to their peers, cover an extensive range
of topics and offer the stimulation of challenging ideas, along with group interaction. Their
widespread popularity can be seen in the thick pages of the Elderhostel catalogue and the
rapid increase of Learning in Retirement programs throughout the country.

Finally, art, music, dance, and drama groups nurture talents that may not have been ev-
ident in earlier years. Well-known folk artists such as Harry Leiberman have emerged from
art classes in senior centers. Perlstein (1984) developed living history plays that were written
and acted by older adults and performed to other older adults in senior centers and nursing
homes. Worley and Henderson (1995) used creative drama as a means to help older adults
integrate their thoughts and dramatize personal narratives. Aging can liberate individuals
from earlier roles or obligations and spur those who always wanted to act or write or paint
to do it now before time runs out.

FUTURE DIRECTIONS

The much anticipated baby boom generation is expected to present a new face of aging. In
terms of education, income, skill with new technologies, and a greatly increased population
of older Hispanics and Asian Americans, the look of future generations is bound to be dif-
ferent. What that will mean for group work can be seen in the success of current examples
discussed herein, such as Learning in Retirement and new ways of working with the
cognitively impaired. This generation will also be more accustomed to psychotherapeutic
and self-help interventions than the current group of older adults. Leadership will more
often be assumed by the elderly, who will have a stronger voice in directing the types of
groups and level of professionalism involved.

The rapid growth of assisted living creates a new category of group living that presents
opportunities for different kinds of group work and exploring new kinds of communities of
the elderly. Individuals fully accustomed to and comfortable with the computer and the
Internet will develop new kinds of virtual groups, which can already be seen among care-
givers, people with Parkinson’s disease and other chronic illnesses, and the many seniors in-
volved in the Seniornet internet community.

As more people live to advanced old age, the profession needs to explore how to work
with “individualized” group plans and evaluate which are effective with diverse populations
in terms of race, ethnicity, education, and physical and cognitive ability. It is hopeful to ob-
serve that many of the interventions described here are being systematically studied, often
using control groups, to determine exactly what benefits can be expected from certain inter-
ventions. The field has gone beyond mere pre- and posttests of one group.

The challenge is not only to continue intensive evaluation of group methods but also
to develop new ways of collaborating with older adults in clarifying expectations for
groups and developing flexible models that can change as the needs of members change.
For the generation that brought new meaning to the term “commune,” it will be interest-
ing to see what new forms of groups will emerge to meet the multiplicity of experiences
that are part of aging. Perhaps the most difficult challenge is to train practitioners in
group work and to integrate groups more completely into senior settings. It is unsettling
to look at a large number of activities programs in institutional settings and day care pro-
grams and observe such a limited range of formulaic activities, such as trivia and bingo,
and few opportunities to share feelings, anxieties, and common experiences. As discussed
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here, many group modalities are being developed and studied. The next step is to train
professionals in the field to use them effectively to enhance the quality of life for older
adults and their caregivers.
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Chapter 17

Groups for Reducing
Intergroup Conflicts

DAVID BARGAL

Had René Descartes, the famous philosopher, lived today, he probably would have
modified his famous saying—cogito ergo sum (I think, therefore I exist)—to the following:
“I am in conflict, therefore I exist.” The current reality for people who live in Western plu-
ralistic societies is full of conflict. In the interpersonal realm, there are conflicts in families,
for example, between children and parents and husbands and wives. In workplaces, we wit-
ness conflicts among employees and between management and workers. At the community
level, there are ethnic, racial, and interest group conflicts. At the international level, conflicts
between states are prevalent. In retrospect, it seems that the 20th century was one of the
cruelest times in human history, as regards the number of wars and conflicts and the high
costs in terms of human life and material damage.

In Western democracies, which are characterized by pluralism, various racial, ethnic,
and interest groups hold divergent outlooks. Each group pursues its own goals and seeks to
gain influence, power, and resources from the available pool of material, social, legal, and
political means. Traditionally, such conflicts have been resolved either through violence or
through legal action. Although such means may offer immediate solutions to concrete is-
sues, they cannot in themselves achieve long-range settlement of the conflict. Nor do they
create a climate for ongoing dialogue between the parties in conflict. It is possible, however,
to develop conflict management strategies to help the rival parties engage in more open and
rational dialogue in order to achieve their goals through negotiation and mutual consent.

This chapter presents the rationale, theoretical background, and intervention principles
for conducting workshops to improve relations and reduce conflict between groups. A de-
tailed description of an intervention that I conducted illustrates an attempt to improve inter-
group relations between Arab and Jewish youth in Israel and serves as the main source of
data. It is argued that social work, and group work in particular, may provide appropriate
settings for promoting interventions aimed at improving intergroup relations in many situa-
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tions encountered by clients. In accordance with this approach, social work with groups
should deal more with ethnic, cultural, racial, community, and organizational conflicts and
should offer a repertoire of interventions to cope with these issues.

ARAB–JEWISH RELATIONS IN ISRAEL
AND CONFLICT MANAGEMENT WORKSHOPS

The Israeli–Palestinian conflict is a protracted one and has recently even escalated to the
point of frequent suicide bombings and harsh responses by the Israeli army. About 18% of
the population of the State of Israel is composed of Arabs, who identify with many of their
relatives residing in the Palestinian Authority. However, the Arabs residing in Israel are con-
sidered full-fledged citizens of the state and are entitled to full legal, social, educational, and
welfare privileges. In practice, because of the ongoing conflict between the Arab countries
and the State of Israel, its Arab citizens have been subject to discrimination, deprivation of
some rights, and isolation from the Jewish population for almost 50 years.

Although behavioral sciences may not have a direct impact on the political process,
which affects Israeli–Palestinian relations, it is possible to bring about change among indi-
viduals at the level of interpersonal and intergroup relations. One of the interventions that
has been developed to improve relations between Arab and Jewish youth who are citizens of
Israel is the conflict management workshop (CMW).

Bargal and Bar (1990a) defined the CMW as:

organizational arrangements devised to bring together two opposing groups (on ethnic, political,
or interpersonal grounds) at a relatively isolated location. Through the use of interpersonal,
group, and organizational means, the two parties come to know each other’s members closely.
Some of the roots and manifestations of the conflict between the groups are brought out into the
open, discussed and clarified, in order to enable them to get along more satisfactorily. (p. 5)

INTERGROUP RELATIONS AND INTERGROUP CONFLICTS

The study of intergroup conflict is viewed as a derivative of intergroup relations, which are
an inseparable facet of the structure and composition of almost every modern pluralistic so-
ciety. Tajfel (1982), a prominent contributor to this area of study, has described intergroup
relations as “one of the most difficult and complex knots of problems which we confront in
our times” (p. 1). Another renowned scholar in the field of intergroup conflict, Sherif
(1966), defined intergroup relations as follows: “Whenever individuals belonging to one
group interact, collectively or individually, with another group or its members in terms of
their group identification, we have an instance of intergroup behavior” (p. 12).

On the basis of their “in-group,” individuals develop stereotypes, prejudice, and dis-
crimination toward members of other groups. Moreover, conflictual intergroup relations
may escalate toward hostility, animosity, and even violence. These negative emotions and
their concomitant behaviors in the forms of delegitimacy, aggression, and, in some cases,
even deprivation of human rights emanate from several sources (for detailed surveys of the
topic, see Brewer & Brown, 1998; Stephan, 1985; Stephan & Stephan, 1996; and Stephan
& Stephan, 2001). Numerous attempts to understand intergroup conflict and discrimina-
tion have focused on the following main factors: social cognitive processes, personality de-
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velopment, social-cultural influences, social identity, and conditions of intergroup conflict
and competition for realistic resources.

First, regarding social cognitive processes, Fiske and Taylor (1991) define social cogni-
tion as a theoretical perspective that explains how information is processed and stored. The
assumption underlying the social cognition approach is that humans have limited cognitive
capacity to manage the overload of daily social and interactive stimuli. Therefore, the mind
categorizes information about situations, objects, and people “before engaging memory or
inferential processes” (Howard, 2000, p. 368). The cognitive products of these processes are
schemata, or representations regarding oneself or one’s social world. Regarding the role of
schemata in social interaction, Howard (2000) points out that they lead us to reduce and
summarize information by its basic elements. Such categorization is a cognitive device for
storing information, but important facts may be lost in the process. Moreover, categoriza-
tion frequently implies the evaluation of some categories as better or worse than others.
Thus social cognitive processes are not only related to perception but also actually define so-
cial relationships. In addition, they have an impact on the development of biased stereotypes
(prejudice) and discriminatory behavior.

Attribution processes also manifest themselves in the service of social cognitive pro-
cesses (Stephan, 1985). Attribution processes provide the “rules” used by humans to per-
ceive and explain other people’s behavior. Because very little information is available to the
perceiver, who is also biased by in-group affiliation, he or she tends to attribute bad charac-
teristics to the other group members and to blame those characteristics on their personalities
rather than on circumstances or on social, political, and historical contexts. For example,
whites may perceive blacks as lazy, uncivilized underachievers. Much of the blame in this in-
stance is put on the individual black person rather than on economic, political, and cultural
circumstances.

The second theoretical approach to the development of intergroup discrimination is
rooted in the dynamics of personality development. According to the psychodynamic ap-
proach (Adorno, Frenkel-Brunswick, Levinson, & Sanford, 1950), manifestations of preju-
dice and discrimination reflect a deep personality conflict that stems mainly from an author-
itarian personality makeup. The expression of prejudice serves as an outlet for hostility that
is harbored as a result of harsh methods of upbringing during childhood. Although the
authoritarian personality construct has been a topic of numerous studies, a direct link could
not be established between socialization practices and the prejudice of one group against
another (Ashmore & Delboca, 1976). More recent research (Altmeyer, 1998) established the
empirical existence of a new type of authoritarian personality.

The third, sociocultural, explanation for the development of prejudice and discrimina-
tory behavior is based on the assumption that these patterns are learned in the same way as
other preferences, beliefs, and values—through interaction with one’s sociocultural environ-
ment (Ashmore & Delboca, 1976). Socialization, which embodies the various mechanisms
through which culture is transmitted from one generation to the next, operates through vari-
ous channels. Four major channels of socialization have been distinguished: parents, peers,
schools, and mass media. However, most of the research evidence on this issue is
correlational, and “it is not clear exactly how cultural patterns are transformed into the
prejudice of individuals and the relative importance of the various agents of socialization is
not known” (Ashmore & Delboca, 1976, p. 97).

According to the fourth approach, social identity theory (Tajfel & Turner, 1986), preju-
dice and intergroup tension originate in the individual’s affiliation with a group. The group
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serves as the individual’s main source of social identity: The in-group is perceived in positive
terms, and its members are viewed in a differentiated and personal way, whereas the out-
group is perceived in a negative light, as a depersonalized collective. Intergroup discrimina-
tion is motivated by a desire for a positive social identity that can enhance self-esteem.

“Realistic group conflict theory” is the fifth approach to explaining the development of
intergroup discrimination (Campbell, 1965; Sherif, 1966). According to this theory, preju-
dice is the product of a negative interdependence between different social groups. Such inter-
dependence is manifested in relations between a conqueror and the conquered population or
between a dominant majority and a suppressed minority. In this context, the dominant
group uses its power and status to keep subordinate groups in an inferior position. Members
of the dominant group tend to view their subordinates in terms of negative stereotypes and
act accordingly. Ultimately, this approach is used to rationalize the attempt to maintain the
inferior status of less powerful groups and even justify their exploitation. Prejudice may also
be part of a psychological reaction to competition between two groups for valued, scarce, or
limited resources (Sherif, 1966).

Within the conflict between Arab and Jews in the State of Israel, elements of the theo-
ries discussed here can be identified. The Jewish population may perceive their Arab coun-
terparts as dangerous and unreliable, whereas the Jews may be perceived as domineering
and discriminatory. The two national groups isolate themselves from one another, each
focusing on its distinct identity, history, values, and beliefs. The Jewish group makes up
82% of Israel’s population, and the Arabs make up the rest. There is little constructive inter-
action between them, and competition for scarce resources such as land generates negative
dependence and hostility, which is manifested in prejudice and discrimination toward the
Arab minority group members. It seems that the only way to alleviate this situation is
through planned activities aimed at reducing tension and fostering social justice. The next
section deals with the principles guiding these attempts to reduce intergroup tension.

THEORETICAL APPROACHES AND PRINCIPLES
FOR REDUCING INTERGROUP CONFLICTS

Two major approaches have been employed to reduce intergroup tension and improve inter-
group relations: facilitative conditions and conflict management workshops or encounters.

Facilitative Conditions

Facilitative conditions are based on Allport’s (1954) contact hypothesis. This hypothesis,
which was elaborated by Amir (1969), has recently been upheld and reconfirmed empiri-
cally (Pettigrew, 1998; Pettigrew & Tropp, 2000). According to this approach, the following
conditions may strongly contribute toward the improvement of intergroup relations be-
tween adversarial groups (Fisher, 1990):

1. Contact in an intimate, pleasant, and rewarding organizational climate.
2. Equal status between the two groups.
3. The existence of cooperative superordinate goals (Sherif, 1958), which participants

in the two groups work together to accomplish.
4. Strong institutional support for the program.
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Conflict Management Workshops

The conflict management approach derives its principles of intervention from several
sources:

1. The notion of reeducation (Lewin, 1945/1948), or resocialization, which suggests
that individuals may undergo changes in knowledge, values and standards, emotional at-
tachments, and conduct mainly through interaction in small groups (Lieberman, 1980,
1983).

2. The course of change that occurs among participants in the group is characterized
by three phases: “unfreezing,” “movement,” and “refreezing.” “Unfreezing” is the phase in
which the motivation and readiness for the change are emphasized. “Movement” refers to
the phase in which the participants gradually change their attitudes and reframe their cogni-
tive beliefs toward their own group and toward out-group members. “Refreezing” refers to
the institutionalization of the change in the form of new habitual attitudes or behavior to be
applied within, as well as beyond, the group’s meetings (Lewin, 1947/1958).

3. The facilitators of the group are the most important agents of change that help par-
ticipants modify their attitudes, emotions, and behavior. The facilitators employ basic coun-
seling skills such as positive regard, empathy, and support for the participants (Carkhuff,
1969; Egan, 1986), who may engage in a prejudiced discourse in the group sessions. In this
context, the facilitators convey the message that the encounter is a safe setting in which par-
ticipants can renounce biased beliefs about members of other ethnic and social groups. The
facilitators also give minilectures concerning issues related to prejudice, stereotypes, group
processes, and intergroup conflicts. The lectures are intended to help the participants under-
stand and incorporate the changes, which they undergo more fully (a detailed example of
the facilitator’s activities is provided later in this chapter). According to Bargal and Bar
(1994), the optimal encounter focuses on three main target units: the individual, the small
group and its dynamics, and intergroup relations. The following is a general description of
each of the three target units.

The Individual Participant’s Personality

The participant’s personality is at the center of the intervention. The components of the par-
ticipant’s personality include cognitive mechanisms for organizing his or her impression of
the social world, such as stereotypes regarding members of the other group and feelings to-
ward them. Specifically, the intervention focuses on prejudiced and discriminatory behavior
manifested by participants toward each other. The principal psychological processes by
which stereotypes and prejudice can be modified are: creation of a supportive climate by the
facilitators; catharsis of feelings when needed; and planned confrontations regarding partici-
pants’ biased perceptions of others or themselves. The facilitators are in charge of develop-
ing intimate and meaningful contacts among members of the group, in addition to encour-
aging discussions about beliefs and feelings and enhancing participants’ insight into biased
attitudes and feelings they hold toward themselves and others.

The Individual Group Member and Group Affiliations

The second target of intervention is at the group level. At the center are the participants’
multiple group affiliations, which generate multiple identities. As mentioned, the partici-

296 APPROACHES RELATED TO SETTING



pants’ in-groups are perceived in positive, differentiated terms, whereas out-groups are per-
ceived in a negative, generalized way. The group achieves its goal of molding participants to
its standards and norms by exerting pressure (Tajfel & Turner, 1986). The participants are
sensitized to these mechanisms as a first step toward alleviating these pressures and develop-
ing a more individualistic, independent perspective toward their group affiliations and iden-
tities.

Intergroup Relations in a Diverse, Pluralistic Society

The third target of intervention focuses on the intergroup level and on relations among eth-
nic, gender, and social groups in a pluralistic society. Topics dealt with in minilectures, dis-
cussions, and experiential activities focus on issues of inequality and injustice in the relations
between the majority group (Jews) and the minority group (Arabs). Common behavioral
manifestations of minority–majority relations, such as respect, patronage, and exploitation,
are examined. Participants become aware of the need to play an active role as agents of
change and point to ways in which they can mitigate social injustice. In this spirit, coopera-
tive projects continue even beyond the duration of the workshop. The projects generally
focus on educational and social activities, which are conducted in schools and surrounding
communities.

Conflict management workshops have been conducted in an attempt to deal with inter-
national conflicts (Burton, 1969), including tensions in Ireland (Doob, 1970; Doob & Foltz,
1973) and in the Middle East (Cohen & Azar, 1981; Cohen, Kelman, Miller, & Smith,
1977; Kelman & Cohen, 1979, 1986). These workshops are based on principles and meth-
ods derived from small-group research, as well as from research on attitude change and
counseling. Since Lewin first proposed this approach toward managing intergroup conflict
(Lippitt, 1949), several modifications have been introduced. Blake, Mouton, and Sloma
(1965) and Blake and Mouton (1984) offer a model that entails working with parties in con-
flict on their images of each other, as well as opening avenues of communication, and work-
ing together on solutions to specific problems.

CONFLICT MANAGEMENT WORKSHOPS
AT THE NEVE SHALOM SCHOOL FOR PEACE

The Jewish–Arab village of Neve Shalom (“Oasis of Peace”) was founded in 1970 to
encourage and enhance meaningful and enduring contact between Jews and Arabs in Israel.
The village is a model of Arab–Jewish cooperation based on equality and mutual trust. Resi-
dents live and work together for the attainment of mutual “superordinate” goals within a
fully integrated community. Members of each national group are encouraged to maintain
and take pride in their separate religious, cultural, and national identities (see Shipler, 1986).

The School for Peace at Neve Shalom is an educational entity that is located in the vil-
lage but operates autonomously. The school conducts conflict management workshops
aimed at promoting peaceful Arab–Jewish coexistence based on equality, mutual trust, and
respect. Since its establishment, numerous workshops have been held for Arab and Jewish
youths, with a total of 5,000 participants from both nationalities over the years. Although
the majority of youths participated in a single workshop, some of them attended several
additional meetings as well.
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The workshops were held in a “cultural island” (the village of Neve Shalom), where
cooperation between the two national groups is put into practice. Several aspects of the
workshop have been dealt with in earlier publications (on the role problems of facilitators,
see Bargal & Bar, 1990a; on preparation of participants, see Bargal & Bar, 1990b; on the
application of Lewinian theory in the workshops, see Bargal & Bar, 1992).

The workshop model applied at Neve Shalom incorporates many of the structural
principles of management, training, and evaluation proposed for conflict management
workshops (Bargal, 1992). Details regarding the structure, process, and intervention prin-
ciples that may be generalized and adapted to different cultural settings are presented
next.

Components of the Conflict Management Workshops

Objectives

As suggested by Bargal and Bar (1990b), the workshops aimed to achieve the following
objectives: (1) to initiate contacts and acquaintances among participants belonging to the
two national (Arab and Jewish) groups; (2) to arouse awareness of the complexity of the
Arab–Jewish conflict situation; (3) to change previous distorted stereotypes and prejudices
that the members of the two national groups hold toward each other; (4) to help partici-
pants develop impartial behavior and attitudes toward one another; (5) to teach basic skills
for conflict management; (6) to help participants develop humanistic, democratic perspec-
tives and an orientation toward working for social justice.

The detailed description of the encounter between Palestinian and Israeli youths gives
an idea of how these objectives were realized. In a subsequent part of the chapter, the pro-
cess of intervention in the workshop unfolds and the intrapsychic, interpersonal, and inter-
group mechanisms that operated are described and explained.

Selection of Participants

The selection of the appropriate participants for the workshops may largely determine the
extent of their success. Research into group work emphasizes the importance of prior selec-
tion of candidates for group interventions in order to attain attitudinal change and symptom
reduction (on social work with groups, see Glasser, Sarri, & Vinter, 1974; Toseland &
Rivas, 1984; on group psychotherapy, see Melnick & Woods, 1976; Moreland, Levine, &
Wingert, 1996; and Yalom, 1985).

The groups of Jewish and Arab youths who took part in the workshops were paired in
terms of socioeconomic background in order to promote maximum symmetry between them
(Allport, 1954; Amir 1969). Moreover, the participants in both groups resided in close geo-
graphical proximity to each other, in order to enable continued interaction between them
after the workshop ended.

Based on theory, research, and professional experience, it was decided to select partici-
pants on the basis of three qualities: (1) high motivation to take part in the conflict manage-
ment workshops, which is a prerequisite for many change-oriented activities (Egan, 1986;
Lieberman, 1983; Yalom, 1985); (2) empathy with and sensitivity to others (the ability to
enter the “other person’s shoes”), a prerequisite for encounters that involve changing nega-
tive stereotypes and identifying with the other’s sorrow, humiliation, and injustice (Stephan
& Finlay, 2000); (3) leadership qualities, for example, “gatekeepers” (Lewin, 1947/1958) or
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influential members of the class or community. Influential people may disseminate the mes-
sages of the workshops to their groups and communities of origin.

Preparation of Participants

In order to enhance the impact of the workshops on the participants, preworkshop anticipa-
tory programs were designed for each national group. In these programs, the groups met
separately on their own grounds, and sessions were led by the prospective facilitator or facil-
itators from the same national group (for a detailed discussion of the preworkshop prepara-
tions, see Bargal & Bar, 1990b). The preliminary meetings aimed to provide the potential
participants with three elements: basic information on the workshop setting, increased cog-
nitive awareness, and emotional preparation.

The information provided at the preworkshop program included a general orientation
to the schedule, activities, and accommodations at the School for Peace. At the cognitive
level, the prospective participants in the preparatory phase were expected to heighten their
awareness regarding the importance of tolerance toward different attitudes and values to be
exercised at the workshop. An additional issue emphasized in the preparatory sessions con-
cerned the deep cultural differences between the groups who would be meeting under very
intimate conditions. Notably, Arab society—be it Christian or Muslim—was alien to the
Jewish participants. For the Arab participants, who had never met with Jewish youths on
close terms before, the open interpersonal relationships—especially between boys and
girls—and the spontaneous expression of feelings were often strange and even threatening.
The third type of knowledge focused on differential “emotional inoculation” of the two na-
tional groups. The Jewish participants had to be emotionally prepared to overcome their
fear of Arabs, which is rooted in the persistent threat of annihilation by the surrounding
Arab countries. The Arab participants had to be reassured that in the workshop they would
be able to disclose their personal experiences of humiliation and rejection by members of the
Jewish majority.

These three dimensions of preparation prior to the workshop enhanced the change pro-
cesses among participants in the actual encounter.

Change Processes That Affect Participants’ Attitudes, Perceptions, and Behavior

The mechanisms for effecting change during the workshop focused primarily on the emo-
tional and cognitive dimensions, such as exposing participants to new sources of informa-
tion, allowing them to reflect on the sociocultural and political contexts in which they live
and interact, and enabling them to restructure their social perceptions (Babad, Birnbaum, &
Benne, 1983; Lewin, 1945/1948; Lieberman, 1983). This section focuses on analysis of the
processes of change that occurred during the workshop from four perspectives: participants,
facilitators, workshop structure, and content topics (Bar & Bargal, 1995).

PARTICIPANTS

The main cognitive and emotional mechanisms that operated in the intervention processes
were cognitive dissonance; decategorization; limiting the use of denial, splitting, and projec-
tion as defense mechanisms; and anxiety aroused as a consequence of fading illusions
(Schein, 1979).

Participants in the conflict management workshops described a change in attitudes re-
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sulting from cognitive dissonance (Bargal & Bar, 1992; Maoz, 2000). This dissonance was
reflected in the discrepancy between their perceptions of the other group and the actual be-
havior of participants in that group with whom they interacted intensively. The process of
attitude change has been referred to as decategorization or destereotyping (Brewer &
Brown, 1998; Lewin, 1945/1948). In this process, negative characteristics attributed to the
other national group based on ascription of collective attributes and stereotypes were gradu-
ally replaced by new impressions that developed as a result of personal acquaintance with
individuals in the other group.

This suggests that stereotypes may ultimately be undermined as a result of favorable
personal experiences with members of the other group. However, changes in cognitive per-
ceptions are not immediately incorporated into the psyche. Feelings of frustration may be
aroused by awareness of the need to alter distorted perspectives and develop new percep-
tions of oneself. In addition, feelings of anxiety may be aroused by fear of restructuring cog-
nitive and emotional frames of mind embedded in each individual, for example, perceptions
of oneself as inherently bad, irrational, violent, and uncompromising. At this point, the real-
ity personified by individuals in the other group may clash with the mechanisms of denial
and splitting that participants have employed all of their lives. Notably, the anxiety and fear
associated with giving up the use of these mechanisms may cause participants to express in-
tense anger and to blame members of the other group for the political situation.

This emotionally charged and dissonant situation also provides the “building blocks”
for restructuring participants’ new social perceptions. The educational tools for facilitating
this situation are group and intergroup dynamics created through the facilitators’ interven-
tions, as well as themes focusing on development of perceptions and skills conducive to “liv-
ing with conflict” (Bar & Bargal, 1995; Bargal & Bar, 1994). Two important interpersonal
processes facilitate changes in self-perceptions and perceptions of the other group: identifi-
cation with participants from the other group and identification with facilitators of both na-
tionalities.

FACILITATORS

The workshop facilitators bore most of the responsibility for effecting change. In short, dur-
ing this phase of the workshop, it is very important for participants to experience group and
interpersonal dynamics that facilitate change processes. These dynamics are largely affected
by the facilitators’ style and the nature of the intervention, which are instrumental in creat-
ing these conditions.

In the intervention process, the facilitators make it possible for participants to express
some of their disappointments, frustrations, and anxieties through catharsis. The facilitators
employ basic counseling principles such as positive regard, empathy, and support for partici-
pants (Carkhuff, 1969; Egan, 1986) in the encounters. In so doing, they convey the message
that the encounter is safe enough to enable participants to reassess previous beliefs and ex-
press feelings and opinions that they had never dared express before. Although these princi-
ples are a sine qua non for efforts to change attitudes and behavior, and although provision
of support and security may be effective and even vital conditions, they are not sufficient to
effect change. Facilitators must focus on utilizing skills that help participants deal with con-
tradictory views and feelings toward themselves or other group members. This is done via
the use of confrontational means utilized by the facilitators (Egan, 1986). Such confronta-
tions help participants achieve the cognitive dissonance described previously. Facilitators
also provide feedback to participants who express feelings and behavior that can help coun-
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teract prejudiced and unrealistic views of their own group or members of the other group.
Moreover, facilitators are in a position to provide alternatives to violence as a means of solv-
ing controversial political or ideological issues.

At this stage, facilitators also use a strategy referred to by Yalom (1985) as “instillation
of hope.” The intensity of the conflictual situation may encourage participants to adopt a
fatalistic, pessimistic approach, which signals passiveness and withdrawal from coping with
the object of their relationships. Thus facilitators aim to preserve a group climate that por-
trays the difficult, complex reality of the conflict between the two nations on the one hand
and opens a window of hope on the other. Because people create the conflict, there is hope
that people may also find a way to solve it.

Another strategy at the facilitators’ disposal is cognitive reframing. Every change in self,
even in the emotional sphere, is transformed into a cognitive framework of human con-
sciousness. Words, concepts, rationales, attitudes, and values reflect various perceptual and
cognitive “gestalts” that are elaborated and adopted by the self. Hence, the facilitator’s
function in this phase is to explain and clarify the meanings of the changes within the group
from a “here and now” time perspective (Egan, 1986). This is done without ignoring their
implications for the external social-political and cultural reality of the participants’ lives.

Finally, the facilitator’s task is to contain difficult feelings expressed by the participants,
especially anger and anxiety. The facilitator clarifies that the participants’ feelings at this
stage reflect an imbalance in their perceptual and emotional orientation, which is a prerequi-
site for change. Facilitators also provide information and explanations regarding the intra-
and intergroup processes experienced by participants, for example, pressure to conform to
the norms of one’s group and demonization of the other group. Moreover, participants gain
insight into the group and intergroup dynamics that they experience in the workshops and
in the real world. In addition, they become more aware of their impact on shaping behavior
and attitudes (Bargal & Bar, 1994).

WORKSHOP STRUCTURE

Work in a relatively large binational group creates a paradoxical situation. On the one hand,
an atmosphere of cohesiveness and solidarity is formed as a result of the intensive interper-
sonal relationships and close contact that develop under the conditions of an isolated “cul-
tural island.” On the other hand, the topics discussed and the constant feeling that one’s
own national group is right and good and that the other group is bad generate an atmo-
sphere of anxiety and disharmony among the group members. Even under these circum-
stances, however, each participant can still identify with the pain, injustice, fear, and other
intense personal emotions genuinely conveyed by members of the other group. This identifi-
cation helps break down the “walls of hate” and counteract stereotyped categorization
while enabling participants to see the other side’s point of view. Concurrently, activity
among homogeneous national groups, in which participants are able to share the feelings of
anxiety aroused by cognitive dissonance, help them incorporate identification with the other
group into themselves. In this process, participants begin to understand their need to pre-
serve their own social and national identity, bearing in mind the emotional cost of ignoring
the other group’s identity.

An additional change mechanism at the disposal of participants at this stage of the
workshop is identification with the facilitators. In particular, participants can identify with
facilitators of the same national group as models who have managed to find a balanced way
of living with the contradictory contexts of Arab and Jewish society (Bargal & Bar, 1990a).
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In this connection, facilitators are viewed as individuals who have managed to adopt a com-
plex perspective of the situation while remaining confident enough of their own social iden-
tities to be able to understand the other side’s point of view. In many respects, the workshop
participants aspire to achieve this state, especially when they feel somewhat confused and
threatened and need a model to help them implement the desired change. Mature interper-
sonal relationships between Arab and Jewish facilitators, which are based on consideration
and sensitivity, also serve as model for workshop participants to emulate.

CONTENT TOPICS

One of the main contributions of the facilitators was inculcation of the concept of “living
with conflict” (Bar & Bargal, 1995). At this stage, the participants experienced the meaning
of living with conflict in their interactions—a conflict that emanates from the respective
identities of each group. In this phase, the facilitators provide information regarding major-
ity–minority relations while portraying the asymmetry between the two groups and its im-
plications for political processes. Minority groups are often underrepresented and deprived
of privileges granted to the majority group (e.g., Jewish Israelis receive a monetary allow-
ance after completion of compulsory army service, but Arab citizens of Israel are not enti-
tled to this compensation because they do not serve in the army).

Facilitators point out the similarities, as well as the differences, between the two
groups. They emphasize the overall need for national group identity and the importance of
each group’s unique history. In this connection, it is noted that both groups have suffered
traumas and disasters (e.g., Jewish participants are affected by the memory of the Holo-
caust, and many Arab participants have relatives who were exiled following the War of In-
dependence). These examples serve to highlight similarities in the concerns and aspirations
of each national group. The dialogue that ensues among the participants also exposes differ-
ent political solutions to the conflict proposed by each group. The main strategy for coping
with the conflict is acknowledgement of each party’s right to autonomous existence. In the
case of Israeli Arabs, emphasis is placed on acknowledgement of their full rights and accep-
tance as equals by the Jewish majority.

At this stage, it is assumed that participants are able to integrate the new perspectives
they have incorporated and to practice the new behavior or express the reframed attitudes in
real-life situations (Lewin, 1947; Schein, 1979). In accordance with the afore-mentioned ob-
jectives of the workshop, at the end of the process participants are expected to better under-
stand themselves and realize the complexity of the social-political situation (i.e., that there
are no clear-cut solutions to the Arab–Israeli conflict).

Evaluation and Operational Recommendations

According to the participants’ verbal reports, as well as the results of the questionnaires
(Bargal, 2000; Bargal & Bar, 1992; Maoz, 2000), it seems that the participants benefited
from the workshops on the whole. However, because workshops are short-term interven-
tions, they cannot be expected to bring about significant change in all participants. It is even
more presumptuous to think that at this stage most participants are able to integrate the
content of the workshops and reframe their cognitive and social perceptions. In fact, some
may not realize the impact of the workshop until later, and others may revert to their origi-
nal attitudes toward the other national group and the Arab–Israeli conflict. In order to ex-
amine these questions, it would be worthwhile to conduct follow-up studies, which are very
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rare in the literature because of their complexity and the high costs involved in their imple-
mentation (Stephan & Stephan, 2001).

From our own observations, it is evident that a one-time conflict management work-
shop will not suffice to effect meaningful change in the participants. In the policy conclu-
sions of earlier studies (Bar & Bargal, 1995), several workshop models are recommended.
Based on the experience gained from these workshops, the most effective model is a three-
phase workshop sequence. According to this model, participants meet in homogenous na-
tional groups in the first phase. These sessions focus on anticipatory socialization, that is,
airing fears, conveying information about the intergroup encounter, and developing realistic
expectations, emotional resilience, cognitive openness, and tolerance toward the other
group. In the second phase, sessions are held in a mixed group, based on the format of the
intergroup encounter described here. In the third phase of the model workshop, which takes
place at some point after the intergroup encounter, participants meet again in homogenous
national groups in order to reintegrate what they learned during the intergroup phase in a
more secure group atmosphere.

An additional intervention with a potential long-term impact is a cooperative effort to
pursue superordinate goals, such as working on mutual community development projects.
The design of long-range cooperative projects devoted to issues that concern both groups
may strengthen the bonds created during the workshop. Such cooperation may also help
preserve the changes in the participants’ cognitive beliefs and social identities that occurred
during the workshop. Furthermore, the cooperative effort may insure that workshop partici-
pants selected on the basis of their ability to serve as gatekeepers will succeed in disseminat-
ing the messages of tolerance, antidiscrimination, and humaneness as they interact with
classmates who did not take part in the workshop.

FUTURE DIRECTIONS

Intergroup conflicts dominate the scene in Western democratic societies. As suggested in the
literature review, these conflicts emanate from personality and cognitive distortions, which
breed stereotypes and prejudice (Adorno et al., 1950; Altmeyer, 1998; Brewer & Brown,
1998). They are the consequence of rigid and extreme perpetuation of ethnic and racial
boundaries and may also be generated by ideological and political dissension regarding allo-
cation of resources and feelings of injustice (Ashmore & Delboca, 1976; Campbell, 1965;
Sherif, 1966).

The attainment of justice in multicultural and heterogeneous societies depends largely
on the ability of ethnic, racial, gender, and interest groups to obtain resources and exercise
their rights through democratic means. Notably, pluralistic societies are fraught with con-
flicts that must be resolved through legal means or through strategies of conflict manage-
ment. Toward this end, conflict management workshops and intergroup dialogues (Schoem
& Hurtado, 2001) have been used to deal with some cases of dissension between groups,
such as community conflicts, intergroup conflicts in educational settings (Stephan, 1999),
and even parties at war (Kelman, 1997). The groups in conflict, as shown in this presenta-
tion of a conflict management workshop for Arab and Jewish youths, have several charac-
teristics. They consist of a small number of participants and can thus develop intimate rela-
tionships among their members. During the meetings, the focus of the discussions is on the
distorted and prejudiced images each party holds regarding the other and on ways of guid-
ing social institutions toward the pursuit of equality and justice. Individual group members
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are perceived as representatives of different ethnic and social groups. Therefore, the changes
they experience on a personal level may project to the intergroup realm as well.

Group work as a method of intervention in social work was historically involved in ed-
ucation for democracy and intervening in community problems. However, it seems that the
present concern of the field is confined to intragroup structures and processes and focusing
on interpersonal and intrapsychic problems. A recent textbook on social work with groups
(Toseland & Rivas, 1995) has no chapters dealing with intergroup relations or with inter-
group conflicts. A survey of about 160 articles published in Social Work with Groups be-
tween 1992 and 2002 revealed only 6 articles dealing with intergroup conflicts. Two articles
focused on the use of small groups to sensitize students to diversity issues in society (Miller
& Donner, 2000; Rittner & Nakanishi, 1993). A similar experience, in which social work
students participated in dialogue groups, is reported by Nagda et al. (1999). Abrams (2000)
dealt with ethnic conflicts among group members, and Mondros, Woodrow, and Weinstein
(1992) focused on the use of groups to solve interorganizational conflicts. The two remain-
ing articles dealt with the encounter between Arab and Israeli youths (Bargal, 1992; Bargal
& Bar, 1994).

The approach presented here offers an important repertoire of interventions in social
work with groups that may also be applied in the American context, which is characterized
by prevalent racial, ethnic, gender, and ideological conflicts (for a detailed presentation of
the framework, see Bargal & Bar, 1994). Notably, the intervention principles presented here
(Allport, 1954; Fisher, 1990; Pettigrew, 1998; Stephan & Stephan, 2001), as well as my own
professional experience conducting workshops (Bargal & Bar, 1990a, 1990b, 1992, 1994),
may provide a solid base of knowledge that can be adopted by scholars and practitioners
who deal with social work in group settings.
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Part V

Group Work in
Organizational and

Community Settings

As we stated in our introduction to Part II, the early practice models of group work
were developed primarily for members who joined groups for their own enhancement. Be-
cause of the social philosophy embedded in social work and particularly in group work,
these members were often helped to work for changes in systems outside of the group. Ap-
proaches to group work that most strongly emphasized this aspect were referred to as being
related to a “social goals” model.

Group workers were aware that their understanding of group processes and ways of fa-
cilitating groups could and should be applied to groups that were formed to enhance the
functioning of organizations and communities, often referred to as macro practice. The de-
tails of this kind of practice, however, were not well enunciated. In this book, we sought to
present models for group work in macro practice, as well as to introduce the reader to some
of the newer uses of groups in this context.

The first two chapters in this section, Chapters 18 and 19, examine some models that
may not be familiar to social workers. These are termed participatory research because of an
idea that originated several decades ago as a social science research concept, action research
(Lewin, 1997). This type of research proposed what is still a radical idea: that research
should be a partnership between social scientists and the persons who are the focus of the
research; that the research should meet both the needs of the affected persons to change
aversive aspects of their environments and the needs of social scientists to understand the
processes of social change. This kind of activity should have special relevance to group
workers, who should seek, in partnership with group members, to more fully understand the
processes of change. In fact, throughout the history of action research, the focus was on
groups of people who sought social change. Chapter 18 contributes ideas that can be used in
group-based participatory research by members and practitioners to study the processes in
which they are both engaged. Chapter 19 presents some of the emerging kinds of group ac-
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tivities that are oriented to social change and that lend themselves to this kind of research,
namely popular education and popular theatre.

Chapter 20 considers the strategies utilized by groups when they are engaged in bring-
ing about social change, primarily in a community organization context. This is usually
termed “social action” and is defined in the chapter as “bringing people together to con-
vince, pressure, or coerce external decision makers to meet collective goals either to act in a
specified manner or to stop or modify certain activities.” Chapter 21 focuses on how groups
can help people in poverty to challenge those conditions that maintain their impoverish-
ment.

Chapter 22 focuses on creating teams, groups that are designed to enable people from
different professions or with different roles to coordinate their work toward a common end.
Teams face special challenges, not the least of which are differences in terminology, status,
and perspectives that must be resolved if the team is to accomplish its purposes.

It was impossible for us to mandate chapters on all of the other types of groups that ex-
ist in community and organizational settings. For Chapter 23, we asked the author to create
a generic discussion of the kinds of knowledge and skills required of a practitioner in order
to work with the variety of so-called “task groups” created in social work settings.

Chapter 24 presents the emerging practice of helping consumers of social work services
to form their own groups to meet their needs. The example used throughout this chapter is
of a consumer-led group composed of a family and members of its social network working
together to meet the needs of the children in the family. This approach represents a new
form of partnership between agencies and community members.
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Chapter 18

Assessing and Strengthening
Characteristics of Effective Groups
in Community-Based Participatory

Research Partnerships

AMY J. SCHULZ
BARBARA A. ISRAEL

PAULA LANTZ

In this chapter, we examine the literature on group dynamics and discuss implica-
tions for understanding and evaluating those dynamics within community-based participa-
tory research partnerships. We include a discussion of the development and adaptation of an
instrument that can be used to evaluate group dynamics within community-based participa-
tory research partnerships. We close with a discussion of the potential, challenges, and areas
for further investigation in the evaluation of partnership group dynamics and the use of such
assessments to facilitate ongoing partnership enhancement. The authors’ experience has
been with partnerships that address the implications of inequalities for public health, and
the examples on which we draw reflect that experience. However, the methods and instru-
ments discussed are readily applicable to community-based participatory research partner-
ships that address a broad range of issues.

The complex and interrelated nature of many social issues has contributed to interest in
the potential of community-based partnerships that bring together a wide range of groups
and organizations that pool their resources to address jointly identified concerns. For exam-
ple, the adverse effects of social, economic, and racial-ethnic inequalities in the United States
have become more visible and more visibly intertwined as their contributions to a wide
range of concerns has been documented, including their implications for childhood develop-
ment (Chase-Lansdale, Gordon, Brooks-Gunn, & Klebanov, 1997; Jarrett, 1997); educa-
tional risk and attainment (Connell & Halpern-Felsher, 1997; Halpern-Felsher et al., 1997);
adolescent behavior (Spencer, Cole, Jones, & Swanson, 1997) and achievement (Darling &
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Steinberg, 1997); infant mortality (O’Campo, Xue, Wang, & O’Brien-Caughy, 1997; Rob-
erts, 1997); physical health (Collins & Williams, 1999); and mental health (Williams &
Harris-Reid, 1999). Reducing the inequalities themselves, as well as their negative effects on
those with fewer social and economic privileges, is rightfully a high priority for researchers,
service providers, funding agencies, and community groups concerned with education, de-
velopment, social conditions, and physical and mental well-being. Increasingly, many groups
are seeking mechanisms for addressing these complex social issues that engage multiple
strands of this web of causation (Krieger, 1994; Stokols, 1996; Yen & Syme, 1999).

Partnerships offer one mechanism for addressing the complex array of factors that con-
tribute to the adverse effects of inequalities, engaging organizations and individuals from
multiple sectors (e.g., private, public) and perspectives (e.g., housing official, community
resident) to address common concerns. For example, health service providers, housing orga-
nizations, community-based organizations, parents, environmental advocacy groups, and
academic researchers may pool expertise, resources, and energies to address childhood
asthma (Krieger & Higgins, 2002). Understanding the dynamics of such partnerships and
how those dynamics may affect the partnerships’ ability to work effectively toward their
goals is a matter of intense interest to funding agencies, as well as those who contribute
time, energy, and expertise toward partnership efforts (Butterfoss, Goodman, & Wanders-
man, 1996; Florin, Mitchell, & Stevenson 1993; Francisco, Paine, & Fawcett, 1993; Green
& Kreuter, 1992; Lasker, Weiss, & Miller, 2001; Sofaer, 2000; Tarlov et al., 1987).

COMMUNITY-BASED PARTICIPATORY RESEARCH PARTNERSHIPS

The term “community-based research” is used in many ways, sometimes interchangeably
with other terms such as “community-wide research,” “community-involved research,” and
“community-centered research” (Israel, Schulz, Parker, & Becker, 1998). We use the term
community-based participatory research (CBPR) to emphasize the active engagement and
influence of community members in all aspects of the research process, including the inte-
gration of the knowledge gained with action to improve the well-being of community mem-
bers (Israel et al., 2001; O’Fallon & Dearry, 2002).

Coalition approaches to intervention and research bring together partners with diverse
perspectives and areas of expertise to work toward a common agenda, often within a de-
fined geographic area, for example, a region or city (Butterfoss et al., 1996; Lasker et al.,
2001). Community-based participatory research partnerships are one form of coalition in
which representatives from communities of identity, professional researchers, and service
providers work together to analyze and take action to address prioritized concerns (Israel et
al., 1998).1 Communities of identity may coincide with geographically defined areas (e.g.,
an urban neighborhood) or may transcend physical locations (e.g., the black community).
The common thread is that members share an identity or sense of connection that provides a
basis for analysis of collective concerns and generation of potential actions to address those
concerns (Chaskin, 1997; Steuart, 1975).

Participatory approaches to research engage the partners involved both in the develop-
ment of knowledge and in efforts to address mutually identified concerns. Thus, within
CBPR partnerships, representatives from communities of identity are actively engaged in
and influence all aspects of the research process, and professionals (including researchers)
are part of the problem solving, as well as the action components, of the effort (Hatch,
Moss, Saran, Presley-Cantrell, & Mallory, 1993; Israel et al., 1998; Schulz, Israel, Selig,
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Bayer, & Griffin, 1998). Such partnerships share a number of fundamental assumptions, in-
cluding the assumption that diverse partners contribute different perspectives, expertise, and
resources in identifying and understanding community concerns and the assumption that
these multiple perspectives and resources can be engaged to develop solutions to identified
concerns (Israel et al., 1998). Lasker and colleagues (2001) use the term “synergy”—defined
as the ability to “combine the perspectives, resources, and skills of a group of people and or-
ganizations” (p. 183)—to describe a group’s ability to work effectively together toward
common goals.

In the following sections, we briefly review characteristics of effective groups—or
groups that have synergy—as these have been defined by Johnson and Johnson (1982, 1997,
2003). Next, we describe a conceptual framework that illustrates relationships among these
characteristics and the outcomes of community-based participatory research partnerships.
Finally, we describe an evaluation instrument and a participatory evaluation process that at-
tempt to apply this conceptual framework in a manner that is consistent with principles for
conducting CBPR (Israel et al., 1998; Schulz et al., 1998). This evaluation instrument and
process can be used by partnerships to assess, discuss, analyze, and take action in addressing
concerns related to the group’s working relationships—that is, to facilitate the development
of synergy within partnerships. To the extent that such instruments enable partnerships to
assess their own group dynamics, they offer one mechanism to evaluate and improve the
group dynamics that are essential for successful collaboration. For example, groups that
identify ineffective leadership or lack of trust among members may take steps to address
these concerns in order to strengthen their ability to reach long-term goals. We close with a
discussion of the potential for use of such instruments to promote the development of char-
acteristics of effective groups within community-based participatory research partnerships.

CHARACTERISTICS OF EFFECTIVE COMMUNITY-BASED
PARTICIPATORY RESEARCH PARTNERSHIPS

Community-based participatory research partnerships explicitly seek to bring together
groups of people who can combine their perspectives, resources, skills, and ideas to create
solutions to community problems. Like any group that comes together with a function or
goal, dynamics that unfold among members shape the partnerships’ actions and ultimately
its success in working together. The rich literature on group process and group dynamics is
useful to those seeking to foster community-based participatory research partnerships. Part-
nership members, evaluators, and funders are, in the long run, concerned with the outcomes
of CBPR partnerships—that is, their ability to achieve specific outcomes and objectives.
However, those long-term objectives may become visible only after a period of years.
Gaining insights into group dynamics that can contribute to or interfere with a partnership’s
ability to create the synergy necessary for achievement of its goals can help partnerships as-
sess their own process as it unfolds. When necessary, such assessment offers opportunities to
modify actions or adjust group dynamics to enhance the group’s effectiveness in working to-
gether and, ultimately, to further develop its potential to achieve long-term objectives.

Characteristics of Effective Groups

Johnson and Johnson (2003) define an effective group as one “whose members commit
themselves to the common purposes of maximizing their own and each other’s success. . . .
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[Members] believe that their success depends on the efforts of all group members” (p. 22).
Based on an extensive review of the group dynamics literature, Johnson and Johnson (1982,
1997, 2003) identify the following characteristics of effective groups: mutual commitment
of members to clearly defined operational goals; two-way communication; mutual leader-
ship; appropriate decision-making procedures; shared power; the ability to challenge each
other in a constructive manner; the ability to resolve conflicts effectively; mechanisms for
mutual accountability; and the ability to appropriately engage the skills and expertise of
group members.

Following from the identification of these characteristics, Johnson and Johnson (2003,
pp. 12–14) suggest several guidelines for fostering them within groups, which we describe
briefly here (see Table 18.1, left-hand column). Guideline 1 recognizes the importance of es-
tablishing clear goals for the group that can be defined and measured and that are relevant
to the group and its members. These should be goals to which members can commit them-
selves and that they are unable to achieve by themselves, thus establishing positive interde-
pendence among members. Guideline 2 recognizes that effective group work requires two-
way communication that allows all members to participate in the exchange of information,
as well as ideas and feelings. Guideline 3 emphasizes the importance of participation and
shared leadership, with all members assuming responsibility for being involved in the collec-
tive work of the partnership and committed to implementing decisions that are made by the
group as a whole. This guideline includes working toward the collective goals of the group,
commitment to maintaining working relationships among members, and commitment to the
development and growth of the group as a whole. Guideline 4 recognizes the importance of
insuring that power is shared among group members on the basis of expertise, ability, and
access to information. Such shared power can promote interdependence and mutual influ-
ence among members. Guideline 5 emphasizes the importance of diverse decision-making
processes that are consistent with the needs of the situation. Determining the appropriate
decision-making process for any given decision involves balancing the time and energy re-
quired for various forms of decision making (e.g., consensus vs. top-down) against the size
of the decision and the commitment of group members necessary to put the decision into
practice.

Guidelines 6 and 7 both have to do with the ability of the group to name, discuss, and
resolve conflicts or controversies effectively. The ability to disagree, challenge, and discuss
alternative perspectives on a given issue is fundamental to the ability to identify creative so-
lutions that reflect diverse perspectives and values among group members. Similarly, al-
though partnerships are based on defining shared interests and common goals, conflicts of
interest and differences in priorities are inevitable within partnerships. For example, within
any community-based participatory research partnership, there are likely to be differences
among partners in terms of the relative weight to be placed on research and intervention ac-
tivities, as well as individual- and community-level intervention efforts. The ability of the
partnership to identify strategies to address such conflicts is an important aspect of effective
group work.

Group Dynamics in CBPR Partnerships

Recognizing the important role of group dynamics in the success of community-based par-
ticipatory research partnerships, many such partnerships have explicit objectives—in addi-
tion to their outcome objectives—related to partnership formation, dynamics, relationships
among group members, and collective action (Israel et al., 1995; Sofaer, 2000). This empha-
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TABLE 18.1. Guidelines for Creating Effective Groups and Sample Items for Evaluating Group Dynamics in
Community-Based Participatory Research Partnerships

Guidelines for creating effective groupsa

Sample items from survey instrument for evaluating group
dynamics characteristics and intermediate measures of
partnership effectivenessb

Guideline 1: Establish clear, operational,
relevant group goals that create positive
interdependence and evoke a high level
of commitment from every member.

How much do you feel a part of the group (like you belong
to the group)?

How much do you have a sense of ownership over what the
group does?

How frequently do you think of severing your affiliation
with the group?

Guideline 2: Establish effective, two-
way communication within which group
members communicate their ideas and
feelings accurately and clearly.

How much do people in the group feel comfortable
expressing their points of view?

How much do group members listen to each others’ points
of view, even if they might disagree?

How much is your opinion listened to in group meetings?
How much are you willing to listen to others’ points of

view?

Guideline 3: Insure that leadership and
participation are distributed among all
group members.

How often do you suggest new ideas?
How often do you point out ways to proceed when the

group is stuck?
How often do you invite other members to work with you

on specific issues?
How often do you place items on the agenda for discussion?
To what extent are roles and tasks shared by members?

Guideline 4: Insure that the use of power
is distributed among group members and
that patterns of influence vary according
to the needs of the group as members
strive to achieve their mutual goals.

How much do you feel pressured to go along with decisions
of the group even though you might not agree?

Is your opinion listened to and considered by other group
members?

Does one person or group dominate the meetings?

Guideline 5: Match decision-making
procedures with the needs of
the situation.

Do certain individuals have more influence over the decision-
making process than others?

How true is it that it takes too much time to reach
decisions?

How true is it that everyone in the group has a voice in the
decisions?

How true is it that good decisions are made?
How satisfied are you with the way the decision-making

process is working?
How much is the group able to make the necessary decisions

in order to keep the project moving forward?

Guideline 6: Engage in controversy by
disagreeing and challenging each other’s
conclusions and reasoning, thus
promoting creative decision making
and problem solving.

How well do you think the group has been able to work
together to solve problems?

In working together to solve problems, how well has the
group been able to identify the important issues and
generate several possible solutions?

How satisfied are you with the way the group deals with
problems that come up?

Guideline 7: Face conflicts and resolve
them in a constructive way.

In your opinion, what (if any) have been the major points of
conflict or disagreement within the group?

How well do you feel that these conflicts were handled by
the group?

a Johnson and Johnson (2003).
b Copies of the questionnaires used in the three projects highlighted in this chapter are available from Amy J. Schulz.



sis acknowledges relationships between a group’s dynamics (process objectives), members’
perceptions of the partnership itself (impact objectives), and improved community health
outcomes (outcome objectives). In other words, the ability of a partnership to reach its long-
term objectives is explicitly linked to the success of the group in mobilizing its individual
and collective resources to reach its goals and to satisfy the needs of group members.

Figure 18.1 illustrates relationships among these three types of objectives within the
context of a conceptual framework for assessing coalitions adapted from Sofaer (2000).
Briefly, the model suggests that the ability of a partnership to reach its outcome objectives is
shaped by intermediate measures of partnership success, influenced by the partnership’s pro-
grams and interventions. These are, in turn, shaped by the group dynamics that are charac-
teristic of the partnership (called “functional” characteristics by Sofaer, 2000), as well as
characteristics of the environment. Group dynamics are also shaped by the structural char-
acteristics of the partnership, including the members, and the environmental characteristics.
The characteristics of effective groups described herein can be seen in Figure 18.1 in the box
“Group-Dynamics Characteristics of Effective Partnerships.” The “Intermediate Measures
of Partnership Effectiveness” include, for example, members’ perceptions of the effective-
ness, benefits, and costs of participation in the partnership, the extent of member involve-
ment, and members’ perceptions of the ability of the partnership to achieve future objectives
and goals.

The recent literature on assessing coalitions or partnerships has confirmed the impor-
tance of many of these group-process characteristics. For example, Butterfoss and colleagues
(1996) have shown that community leadership and shared decision making are linked to
member satisfaction and participation in coalitions. In a review of the literature on commu-
nity partnerships, Lasker and colleagues (2001) also describe leadership (Lasker & the
Committee on Medicine and Public Health, 1997), administration and management
(Chaskin & Garg, 1997; Israel et al., 1998; Lasker et al., 1997), trust (Goodman et al.,
1998; Himmelman, 1996; Kreuter, Young, & Lezin 1998), and conflict and power differen-
tials (Forrest, 1992; Israel et al., 1998; Kegler, Steckler, McLeory, & Malek, 1998) as critical
aspects of the ability of a coalition to develop synergy. Similarly, partners’ perceptions of the
relative benefits and drawbacks of participation have been linked to partnership dynamics
and are described as key to understanding partners’ level of commitment to and willingness
to invest resources in the work of the coalition (Butterfoss et al., 1996; Lasker et al., 2001;
Wandersman, Florin, Friedman, & Meier, 1987).

DEVELOPMENT, ADAPTATION, AND APPLICATION
OF AN EVALUATION INSTRUMENT TO ASSESS

GROUP DYNAMICS IN CBPR PARTNERSHIPS

The important role played by group-dynamics characteristics in the success of community-
based participatory research efforts suggests that they are necessary, although by no means
sufficient, conditions for the success of the partnership. We have developed and used an
evaluation instrument that was designed to assess central characteristics of effective groups,
as described previously, to assess group dynamics in several participatory research partner-
ships.2 Each of these partnerships has drawn on results from the assessments to examine and
develop more effective group processes. In this section we describe briefly the development
and adaptation of this instrument in three distinct CBPR partnerships and its use as a tool
for partnership growth and development. In so doing, we focus on this evaluation instru-
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ment as a component of a collaborative or participatory evaluation, one that enables groups
to assess their process and progress toward intermediate and outcome objectives and to
make modifications and improvements in their practices as necessary (King, 1998; King &
Lonnquist, 1992; Nunneley, Orton, & King, 1997; Patton, 1997; Rossi, Freeman, & Lispey,
1999). The application described here is an example of one strategy that can be used to pro-
mote effective group dynamics within the context of community-based participatory re-
search partnerships (Fox, 1987; Israel et al., 2001; Johnson & Johnson, 2003; Schwartz,
1994; Zander, 1982).

Development and Adaptation of the Evaluation Instrument

The evaluation instrument described here was initially developed within the context of a
partnership for workplace health promotion (Israel, Schurman, & House, 1989) and subse-
quently adapted for use within two distinct community settings (Lantz, Vireull-Fuentes, Is-
rael, Soffley, & Guzman, 2001; Schulz et al., 1998). Based on a review of the group process
literature at the time the instrument was developed (Blumberg, Hare, Kent, & Davies, 1983;
Bradford, 1978; Johnson & Johnson, 1982; Shaw, 1981) and a synthesis of the characteris-
tics of effective groups described herein, specific aspects of group process were prioritized
for assessment. The evaluation instrument includes items corresponding to each central-
group process characteristic (e.g., leadership, participation, communication). Some of these
indicators were drawn from existing questionnaires (Alexander, 1985; Burns & Gragg,
1981; Johnson & Johnson, 1982; Seashore, Lawler, Mirvis, & Cammann, 1983), and others
were developed to operationalize dimensions for which existing measures were unavailable.
The intent was to include items that would enable partnership members to evaluate them-
selves in light of characteristics of effective groups (Green & Kreuter, 1992; Israel et al.,
1998; Israel et al., 2001; Mertens, 1999; Schulz et al., 1998). Table 18.1, right-hand col-
umn, shows sample items from these evaluation instruments and their correspondence to
Johnson and Johnson’s (2003) guidelines for creating effective groups.

Because the three different partnerships had different priorities and dynamics, the spe-
cific items or sets of items included in the evaluations differed slightly. Each partnership un-
dertook a process to define the group-dynamics characteristics that were most important or
salient to them (see Israel et al., 2001) and those characteristics were incorporated in the
final evaluation instrument. For example, in one of the partnerships the distribution of
power was particularly salient. Although each of the evaluation instruments included items
designed to assess the distribution of power, the instrument was adapted for this partnership
to include a more comprehensive set of items on various forms of influence (e.g., decision-
making power, community empowerment, equitable distribution of resources) to insure that
the evaluation adequately addressed the priorities of the members. Furthermore, within each
partnership, the evaluation instrument described here was one of several methods of data
collection (others included, for example, in-depth interviews conducted with partners or
field notes collected at group meetings). Within each of the cases examined here, the instru-
ment was revised and adapted over time to reflect concerns and priorities that were identi-
fied through these other, open-ended evaluation methods.

Application of the Evaluation Instrument

Just as the evaluation instrument differed slightly within each partnership, so did the pro-
cesses used to administer the instrument and feed back the results (see Lantz et al., 2001,
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and Schulz et al., 2003, for more detailed discussions of these processes). In one case, the in-
strument was administered during a regular meeting of hourly and salaried employees of an
automobile components manufacturing plant who participated in the project (Israel et al.,
1989). In the other two cases considered here, the instrument was mailed to representatives
from community-based organizations, health and social service providers, and academic in-
stitutions that were members of the group (Lantz et al., 2001). In each case, the researchers/
evaluators were responsible for administering the evaluation instrument to members of the
partnership and for compiling and feeding back the results from the questionnaires on an
annual basis.

Results were presented back to group members showing numbers and percentages for
each question, along with a listing of the number of persons who made up the percentages
presented (e.g., 50% = 10 persons). Results were also included for each previous year, allow-
ing for comparison over time. Within each of the partnerships (workplace and the two com-
munity-based partnerships), results were presented at a formal partnership meeting with
time dedicated to discussion of the findings, for example, agreement, disagreements, sur-
prises, and interpretations. This opportunity for critical reflection on their process (i.e., for-
mative evaluation) allowed partnership members to identify areas in which they might want
to make changes in the way they worked together. For example, in one of the partnerships,
first-year survey results indicated that approximately one-fourth of the partnership members
felt “somewhat” pressured to go along with decisions of the group even though they might
not agree. This finding resulted in a discussion about the group’s earlier decision to use con-
sensus decision making, and partners agreed that they needed to continue to discuss and re-
vise decisions until they reached consensus (Israel et al., 1989). In another example, about
one-third of committee members indicated that they felt that it was “somewhat true” that
decisions that the partnership made did not get implemented. Based on this finding, the
partnership discussed the lack of ongoing involvement of and support from top manage-
ment in the organizations involved in the partnership and adopted strategies to try to more
effectively engage those decision makers as a means to facilitate implementation of decisions
made by the group.

In a final example of the use of partnership results to examine and implement changes
in group-process dynamics, results from one partnership suggested that larger organizations
had more consistent participation over time than smaller, community-based organizations,
who often had less consistent participation and more frequent changes in representatives
(e.g., due to staff turnover). In addition, the survey found that newer members of the part-
nership reported less ownership over team decisions; were less likely to suggest new ideas,
express opinions, or point out ways to proceed when the team was stuck; were less likely to
take leadership roles within the team; and were less satisfied with the amount of influence
they had over decisions made by the partnership. The group discussed their concern that
these findings suggested the possibility that high turnover and less frequent attendance by
representatives from smaller organizations with fewer resources could exacerbate differ-
ences in influence and leadership between the larger and smaller organizations active in the
partnership. The group discussed and implemented several strategies intended to support
participation from smaller organizations in an effort to equalize influence and decision-
making power between the involved groups. Reflecting on this process, one partner noted:
“We became able to put the cards on the table. ‘Let’s do some brainstorming. Let’s do some
green-light thinking.’ There are some tough questions that you can’t resolve unless you have
some really tough dialogues” (Schulz, 1998).

The different partnerships used a variety of techniques to identify specific issues to be
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raised for discussion based on the survey findings. In one partnership, an evaluation sub-
committee worked with the staff evaluator to determine which issues should be brought to
the full group for discussion (Lantz et al., 2001), whereas in the other partnerships, the eval-
uator presented results to the entire group, and the full partnership prioritized items for dis-
cussion (Israel et al., 1989). Criteria used by these partnerships to select items for discussion
included issues raised repeatedly over two or more administrations of the survey, items that
showed substantial change from one year to the next, or issues or concerns that influenced
the ability of partners to participate and have influence in the decision-making process. As
an example, when the results of the first survey in one partnership indicated that community
partners were disproportionately unsure of how to place an item on the agenda, and thus
were not satisfied with the degree of influence they had over what was discussed at partner-
ship meetings, these results were prioritized for discussion among the partners. A frank dis-
cussion ensued about the meeting agenda-setting process and the importance of the ability
of all members (not just a select few) to help craft meeting agendas. The group agreed on a
process for getting items on the agenda that was better understood and more inclusive. Fol-
lowing implementation of this process, subsequent evaluations have indicated increased sat-
isfaction with what is addressed at meetings and how meeting agendas are developed.

In each of the three partnerships considered in this chapter, presentation of results from
the group-process evaluation regularly generated considerable discussion. The presentations
have provided opportunities to discuss and refine both the process and the structure of the
group, and partnership members have identified these discussions and the ensuing changes
as key factors supporting the groups’ achievements (Lantz et al., 2001). One partnership
member noted: “The trust and relationships we’ve built have really launched the (partner-
ship) and helped out with all of our accomplishments. What really helped was the trust and
relationship building that was done” (Lantz et al., 2001). As data from the evaluation of the
group processes were brought to the group, they provided opportunities for discussion and
trust building among partners, as well as for the development of solutions to problems and
challenges identified through the evaluation.

DISCUSSION AND LESSONS LEARNED

In each of the projects described in the previous section, the group-dynamics evaluation in-
strument provided a structure for discussion of members’ perceptions, concerns, and inter-
actions within the partnership. Annual data collection and feedback allowed regular identi-
fication and discussion of issues and concerns that would have been difficult to raise in the
context of ongoing meetings, when task or content objectives were of primary concern.
Based on these experiences, we discuss a number of principles and processes that may be
useful for facilitating and evaluating the development of characteristics associated with ef-
fective groups within community-based participatory research partnerships. Given the criti-
cal role that evaluation can play in assessing and enhancing group dynamics, emphasis is
placed here on suggested strategies for those involved in evaluation.

Equitable Engagement

Equitable engagement of all partnership members in all phases of the research/evaluation
process does not necessarily mean that all partners engage in all aspects of the evaluation to
an equal extent. A basic assumption behind a partnership approach is that each partner
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brings unique perspectives and skills and that the partnership is strengthened through the
application of those diverse resources toward a common goal. Thus some members may
bring considerable skill and/or interest in evaluation, and others may bring in-depth under-
standing of group dynamics, both of which contribute to building a strong group. It may not
be an efficient, or even desirable, use of partnership resources to engage all members in actu-
ally administering questionnaires, entering data into a database, or conducting preliminary
analyses of the results. All partners, however, have important perspectives and insights to
share in interpreting the results of the evaluation and in thinking through ways to address is-
sues and concerns that may be brought to light through the evaluation process.

In two of the three partnerships described in this chapter, discussions of evaluation
goals and questions were conducted by the full boards and shaped the overall evaluation de-
sign (Israel et al., 1989; Schulz, 1998). In the third group (Lantz et al., 2001), a subcommit-
tee was created to help develop the evaluation, and this subcommittee presented the prelimi-
nary evaluation plan to the full board for discussion prior to its finalization. Participatory
development of the evaluation plan insured that it incorporated multiple perspectives and
that the group agreed on priorities for evaluation of their process, impact, and outcomes.
Once the evaluation plan had been mapped out, those with expertise in data collection and
analysis applied their skills, bringing the results back to the larger group for discussion, in-
terpretation, and decisions about action steps.

Furthermore, early in the development of each of the partnerships described here, mem-
bers engaged in a discussion of the characteristics of groups that they had been members of
in the past and that they considered effective or worthwhile groups (Israel et al. 2001).
These discussions generated many of the same dimensions identified in a review of the litera-
ture on effective groups or coalitions that achieve synergy—mutual respect, shared leader-
ship, effective governance. They also offered an opportunity for the group to collectively dis-
cuss which aspects of group dynamics they particularly valued and, in some cases, generated
specific items to be included in the evaluation. Perhaps most important, these discussions
provided an opportunity for the group members to “own” the questions included in the pro-
cess evaluation document and laid the groundwork for later discussions of the results.

Selecting Items for Feedback to the Group

The length of the instrument described here argues against the verbal presentation and dis-
cussion of the full set of results. Complete results may be better shared in a written report
made available to all members, in combination with presentation and discussion of selected
results. The evaluator, evaluation subcommittee, or group as a whole may select particular
items or sections for a more focused discussion. This selection may be done in a number of
ways.

For example, items or issues that appear to have undergone substantial change between
the preceding year and the current year could be highlighted. Discussion of change may help
to identify precipitating causes and can contribute to the development of constructive sug-
gestions for addressing (or sustaining) those changes. Conversely, in some instances stability
in a set of indicators might be highlighted, for example, issues that surface in multiple waves
of data collection or across multiple data collection methods (the group-dynamics instru-
ment, field notes, and in-depth interviews). Decisions about which issues to highlight can be
informed by regular participation of the evaluator in meetings and other partnership events,
enabling the evaluator to develop insights into group dynamics, including issues that may
arise at particular meetings or carry over as undertones through a series of meetings. Such
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dynamics may be very difficult to assess through closed-ended data collection strategies,
which offer only a snapshot at a point in time, or with longitudinal data, repeated snapshots
at particular points in time. Field notes provide important information that contributes to
the interpretation of results gathered with a closed-ended instrument and can inform the se-
lection of particular results for feedback and discussion by the group.

Finally, the group may choose to highlight differences in perceptions that occur across
subgroups or constituencies within the partnership. For example, two of the three partner-
ships referred to in this chapter had representatives from a number of community-based or-
ganizations, health departments, and academic institutions. Central goals of the partner-
ships involved the development of equitable working relationships among these types of
organizations, each of which brought qualitatively and quantitatively different resources.
Therefore, perspectives on the way that the partnership was working together might reason-
ably be expected to differ—and, indeed, in many cases they did. Such differential results and
perceptions provide a basis for conversation and discussion about mutual and reciprocal
benefits and identification of actions that might be taken to address imbalances.

Some Considerations and Limitations

There are several limitations to the use of the group-dynamics instrument we have described
here. First, this instrument focuses solely on group dynamics, that is, relationships among
members of the partnership and the ways that they work together. As illustrated in Figure
18.1, there are other important dimensions of any particular partnership that may be con-
sidered. Furthermore, data are collected at specified points that may be influenced by recent
events that could potentially overshadow longer term dynamics and trends. The use of
closed-ended items on the instruments also may limit their ability to pick up new and emer-
gent issues that are not reflected in the items included. For these reasons, as well as those
previously described, we recommend that closed-ended survey instruments to assess group
dynamics be used in conjunction with other methods of data collection. Those used by the
partnerships described here have included in-depth interviews with partnership members,
field notes of meetings, and document reviews (Israel et al., 1989; Lantz et al., 2001; Schulz
et al., 2003).

The small numbers involved in most partnerships may preclude the use of anything
but simple descriptive statistics in data analysis. Even with high response rates, these
numbers may limit the use of tests of statistical significance to assess change over time.
Rather, their utility lies in their ability to give an overall sense of critical group dynamics,
especially when combined with other types of data that are collected simultaneously, and
to stimulate and shape candid discussions regarding group process and the current state
of the partnership among members. The results are not meant to stand alone as a metric
of group dynamics.

One consideration is whether to track change in individual respondents over time or
change in the group as a whole or some combination of these strategies. Simple aggregates
of results from two points in time can be useful for obtaining a snapshot of group dynamics
but fail to address the question of whether changes are due to events that may have unfolded
in the group (history), changes in group composition, or some combination (for example,
events that may have affected some group members more than others). Decisions about
whether to present results for the group as a whole or for particular subgroups may be
based on the particular question being asked, on the extent and nature of turnover in the
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group between the two points of data collection, or on issues identified through analysis of
other data collection efforts (e.g., meeting field notes).

For example, it seems possible that individuals who participate in a partnership over
longer periods of time may perceive that they have greater influence in the process and
outcomes of the partnership than newer members, a result of skills and relationships that
develop over time. This effect may be masked in examining aggregate data if, at the same
time that some members develop an extended history with the partnership, new members
join whose lack of history or experience within the partnership contributes to their feeling
that they have little influence. To assess the effects of history and of turnover of members
on the overall working relationships among the partners, the evaluator may wish to ex-
amine key process indicators by length of membership (and/or intensity of participation)
in the partnership. Similarly, there may be differences in experiences and perspectives, for
example, between representatives in community-based organizations and those in larger
service-providing organizations or academic institutions. Dividing responses by relevant
categories can allow the partnership to examine these differences in some detail and to
gain greater clarity on both the processes that drive them and their implications for the
group.

Evaluators must, however, take care not to identify or expose individual group mem-
bers when presenting results, particularly when categories are quite small (for example, if
there are only two representatives from health-care-providing organizations). Potential
breaches of confidentiality or anonymity must be guarded against very carefully. In addition
to violating basic tenets of research ethics, they also have important implications for work-
ing relationships among group members. Furthermore, once respondents have been divided
into categories of interest, response summaries will be very sensitive to small changes in
membership (e.g., new people), as well as small changes in the assessments offered by indi-
viduals (e.g., changing perceptions among long-term members). Group members must take
care not to overinterpret changes in light of these sensitivities and at the same time be atten-
tive to the potential implications of such changes.

CONCLUDING COMMENTS AND DIRECTIONS
FOR FUTURE RESEARCH

The complexity of many current social issues has led to the development of partnerships
that seek to bring together diverse resources, skills, and perspectives to address issues of
common concern. A growing body of evidence argues that the ability of such partnerships to
realize their potential to work effectively for change rests on the dynamics that emerge
among group members. Group-dynamics characteristics described in this chapter are consis-
tent with key factors identified in the community coalition literature as associated with the
successful formation, implementation, and maintenance of coalitions (Butterfoss et al.,
1996; Lantz et al., 2001; Lasker et al., 2001). Tools that enable partnerships to assess their
own group dynamics offer one important mechanism for evaluating and taking action to im-
prove the working relationships that are essential for effective collaboration.

Despite the limitations and caveats discussed in the preceding section, group-dynamics
instruments such as the one described in this chapter can be a useful tool for groups whose
success relies on the development of effective and equitable working relationships among
members. As a formative evaluation tool used in an ongoing manner, such group-dynamics

Community-Based Participatory Research Partnerships 321



data collection instruments can provide a structured opportunity for group members to en-
gage in discussion and collective problem solving, enhancing the groups’ ability to meet its
goals.
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NOTES

1. Again, although our focus here is on community-based participatory research partnerships to ad-
dress health concerns, similar approaches may be applied to housing, transportation, the environ-
ment, or any number of other complex issues. The composition of the partnership and, particularly,
the service providers involved may vary accordingly. However, the group-dynamics principles and
general framework presented here are applicable across a broad range of outcomes.

2. The items are described in Table 18.1.
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Chapter 19

Participatory Research, Popular
Education, and Popular Theater

Contributions to Group Work

JANET L. FINN
MAXINE JACOBSON

JILLIAN DEAN CAMPANA

In this chapter we examine the relationship of participatory research and popular ed-
ucation to the theory and practice of group work. We consider their relationship to one an-
other and to social work more broadly and then examine the ways in which both interweave
and diverge in the history and practice of social work with groups. Although a number of
social workers have argued the case for the compatibility of popular education and partici-
patory research principles to social work, few have examined their fundamental connection
to group work. We make this connection and argue its importance in enriching and expand-
ing the possibilities of group work. We attend to the linkage of theory and practice and on-
going collective processes of reflection and action for transformation that provide the foun-
dation for both popular education and participatory research (Freire, 1970, 1998a, 1998b;
Lather, 1986). This intimate linkage is at the heart of social group work, as well. As we dis-
cuss later, social work has a rich, if somewhat hidden, history of engaging those affected by
oppressive social conditions in group efforts to understand those conditions, probe their
causes and consequences, and organize collective action for change. We highlight moments
in that history and draw lessons from history to inform group work practice today.

We address the role performance plays in popular education and participatory research
and its relationship to group process. By “performance” we mean conscious human interac-
tion in theater and other social contexts. The literature on social group work offers celebra-
tory examples of the use of performance to evoke feeling, provoke dialogue, and promote
action (Halperin, 2001; Kaplan, 2001; Middleman, 1983). However, there has been very lit-
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tle attention to the group processes through which these significant interactions contribute
to consciousness raising (conscientization), capacity building, and change.1 We forge direct
links here to the concept of popular theater, a form of popular education that employs the
performing arts as a means of critical reflection and catalyst for action (Boal, 1985; Kraii,
MacKenzie, & Youngman, 1979). The concept of “popular” as used in this context refers to
people living in conditions of poverty, oppression, or exploitation.2 We turn to the work of
Brazilian theater theorist and practitioner Augusto Boal, a key figure in popular theater and
founder of the international movement of theatre of the oppressed, to better understand the
practice of popular theater. We explore its relationship to participatory research, popular ed-
ucation, and group work.

We summarize ways in which social workers and other advocates for social change are
currently engaging with participatory research, popular education, and popular theater and
highlight some exemplary case studies. We address generative themes that link participatory
research, popular education, popular theater, and group work. We conclude with a brief
consideration of the future directions and possibilities for group work informed by these
creative and critical approaches.

This chapter is the product of our dialogue and co-learning. Two of us (J. F. and M. J.)
are professors of social work and have been engaged in ongoing work on the place of partic-
ipatory inquiry and action in bridging social work and social justice (Finn & Jacobson,
2003). One of us (J. D. C.) is a professor of drama, has extensive background in popular
theater, and has been engaged in research and curriculum development regarding the role of
theater in social change. We have been jointly exploring the exciting theoretical and practice
possibilities that emerge in the dialogical space between social work and theater.

MAPPING THE TERRAIN

Participatory Research

Participatory research can be described as a collaborative approach to research that inte-
grates systematic investigation with education and political action (Cancian & Armstead,
1990; Maguire, 1987; Sohng, 1992, 1996). Participatory research calls for the meaningful
involvement of people in the coproduction of knowledge to address the concerns that affect
their lives; it challenges the separation of researcher and “subject,” and it takes power and
inequality as central themes. Participatory research is a form of praxis involving critical re-
flection and dialogue, development of critical consciousness, and democratized processes of
inquiry among participants (Brown, 1985; Brown & Tandon, 1983; Gaventa, 1988; Lather,
1986; Maguire, 1987) Participatory approaches to research question positivist assumptions
of objectivity and value-free inquiry. Participatory researchers make values explicit, expose
personal assumptions and perspectives, and openly contend with the ways these influence
their choice of methods and modes of analysis. They strive for critical awareness of their
own subjectivity in the research process (Finn, 1994; Lather, 1986, 1991; Maguire, 1987;
Park, 1993, 1997; Sohng, 1992, 1996).

Popular Education

Popular education has been defined as a strategy for social change in which people strug-
gling under conditions of oppression come together to critically question and reflect on the
conditions of their lives; become conscious of the social, political, and economic contradic-
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tions in which their social experience is bound; and take action to transform their social re-
ality (Freire, 1970, 1998a, 1998b; hooks, 1994; Weiler, 1988). It emerged as a grounded ap-
proach to adult literacy education through which people come to know the word through
knowing the world (Freire, 1970, p. 13). Through dialogue with others, people connect their
personal troubles to broader structural problems in society and strive to rectify these condi-
tions through collective action. The educational process is one of becoming critically con-
scious of one’s social reality, historical and political positioning, and human agency (Freire,
1970, 1998a, 1998b; Poertner, 1994). Similar to participatory research, popular education
starts from the assumption that education is not neutral. Popular education cannot be re-
duced to method and technique. Rather, it is grounded in historical, cultural, and political
contexts and shaped by their “ruptures and flows” (Heaney, 1995).

Popular Theater

As introduced previously, popular theater is a form of popular education that uses perfor-
mance as a tool for dialogue, conscientization, and transformation. Popular theater is an ed-
ucational process that is available to everyone and can be performed anywhere. It covers a
wide range of theatrical activities, including drama, dance, puppetry, and song. These theat-
rical techniques engage people in examination of the issues that affect their lives, facilitate
communication and interaction that spark awareness of collective oppression, and encour-
age development of viable strategies for action (Bates, 1996; Boal, 1985; Srikandath, 1991).
The content of popular theater is created by the participants, not mandated by an outside
force (Kraii et al., 1979). The goal of popular theater is to research and respond via partici-
patory performance to the social, economic, cultural, and political conditions that have
shaped people’s lives (DeCosta, 1992). Boal’s practice of forum theatre exemplifies this. The
forum theater process generates a scripted play that explores an identifiable, yet unsolved
problem. After the play is presented to the audience, it is discussed and presented again.
During several subsequent performances, any audience member may stop the action and
come on stage to replace the protagonist. When audience members are invited on stage to
demonstrate their ideas, they are engaged in an empowering process of simultaneously
imagining and practicing change. In forum theater, both performers and audience are what
Boal terms “spect-actors,” at once spectators and actors.

Unifying Themes

Participatory research, popular education, and popular theater are not simply methods or
techniques but modes of inquiry and action with a common philosophical base and political
commitment. They share the epistemological assumption that knowing is a “permanent hu-
man process, not an individual event but a social one, an historical one, a cultural one”
(Freire, 1985, p. 11). Knowledge of the world is co-created through critical dialogue about
lived experience in the world. Participatory research, popular education, and popular the-
ater see knowledge as power and seek to democratize practices of knowledge production.
They challenge hegemonic notions of “power over” and promote alternative forms of
power—power within, power with, power to do—among people living in conditions of op-
pression (Townsend, Zapata, Rowlands, Alberti, & Mercado, 1999). They are trans-
formative processes that recognize ordinary people as protagonists of knowledge develop-
ment and change. In so doing, they blur the boundaries between researcher and researched,
teacher and learner, and actor and audience.
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Participatory research, popular education, and popular theater are fundamentally
group processes through which participants problematize their social reality and build col-
lective capacity to challenge and change that reality. They recognize the group aspects of op-
pression along particular axes of difference, such as race, class, gender, age, and citizenship.
They utilize group processes of listening, dialogue, assessment, decision making, action, and
reflection that engage participants and help create in the group both awareness and power
to act (Carroll & Minkler, 2000; Freire, 1970, 1998a; Poertner, 1994). They acknowledge
the power of oppression to produce isolation and alienation. In response, they emphasize
practices of mutual aid, trust building, crafting of group solidarity, and honoring of differ-
ence.

HISTORICAL PERSPECTIVE

As instruments of social change, participatory research, popular education, and popular the-
ater developed from conditions of social, economic, and political discontent. A historical
perspective is helpful in understanding these approaches and appreciating their political and
ethical grounding.

Participatory Research

Historians of participatory research find the first use of the term in Tanzania in the early
1970s (Hall, 1981). A number of writers have linked the beginnings of the participatory re-
search tradition to work with oppressed peoples in Latin America, Africa, and Asia, often in
response to exploitative development projects and policies (Brown & Tandon, 1983; Hall,
1981; Maguire, 1987; Tandon, 1981). Hall (1981) contends, however, that long before par-
ticipatory research was named, its principles and practices could be traced to early social in-
vestigations conducted by Engels (1968) and Marx in the mid-1800s and to the contribu-
tions of John Dewey, George Herbert Mead, and scholars of the Tavistock Institute in
London who challenged positivist approaches to knowledge production.

Social work was also an early forerunner in participatory research methods, although
this information has generally been erased from the social work canon. At the turn of the
20th century, settlement house workers teamed up with neighborhood residents to conduct
investigations that linked research with social reform (Addams, 1910). Collectively, they in-
vestigated social conditions that plagued the working-class, immigrant-community residents
and sought to influence policy makers by publicly displaying the results. In Twenty Years at
Hull House, Jane Addams (1910) reflects on an investigation conducted by a group of
neighborhood mothers. After Hull House residents presented them with the connection be-
tween sanitation conditions and high infant mortality rates in their neighborhood, the moth-
ers set out to “carefully investigate the condition of the alleys” (Addams, 1910, p. 284). Ul-
timately, their efforts promoted systematic garbage removal, decreased infant death rates,
and paved the way for other social investigations.

Social work research originated in the survey movement that began around the turn of
the 20th century and gained momentum through settlement houses and their intimate con-
nection to neighborhood conditions and concerns (O’Connor, 2002; Zimbalist, 1977). So-
cial surveys were an integral component of community organizing, social work with groups,
advocacy, and social reform (Malekoff, 1994; Wagner, 1991). Speaking about the Pittsburgh
survey and its methodology, Paul Kellogg (1914, p. 492) remarked, “The staff included not
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only trained investigators—housing inspectors, sanitarians, lawyers, engineers, labor ex-
perts, and the like—but members of the immigrant races who make up so large a share of
the working population.”

Popular Education

Scholars often cite the work of Brazilian educator Paulo Freire and Latin American social
movements of the 1960s and 1970s as a starting point for discussions of popular education.
Freire developed his educational philosophy and practice through his 30 years of literacy
work with impoverished people in Brazil. Freire’s best-known work, Pedagogy of the Op-
pressed (1970), is a treatise on the philosophy and practice of popular education. The book
received international recognition and created the basis from which others have sought to
critique formal educational practices. Following its translation into numerous languages and
its dissemination around the globe, Pedagogy of the Oppressed was widely discussed in the
1970s by academics, community organizers, educators, and politicians. At the same time, it
was banned and burned in countries with authoritarian governments fearful of its implica-
tions, that is, that ordinary people have important knowledge to share and must be given a
voice in the educational process (Schugurensky, 1998).

Although Freire’s work is certainly the most well known, forms of popular education
have evolved independently and created the momentum for social movements around the
globe (Hurst, 1995). For example, roots of popular education can be found in the Danish
folk school movement and the work of Nikolai Frederik Severin Grundtvig, a theologian,
educator, and writer, who in the early 1880s fought against German imperialists who were
attempting to eradicate the language and culture of the Danish people. Grundtvig struggled
to retain the cultural identity of his people by promoting what he called “schools for life,” in
which ordinary people used their own language and collectively developed their own capaci-
ties to address problems of everyday living (Kohl, 1991, p. 40).

Danish folk school philosophy and practice spread to countries in Europe and distant
continents initially through what Toiviainen (1995, p. 6) calls “traveler’s tales,” stories
brought home about educational possibilities in other countries. This was certainly the case
with the Highlander Folk School in Monteagle, Tennessee, founded in 1932 by community
organizer and educator Myles Horton and several of his friends.3 Discontent with the tradi-
tional educational system—namely, its failure to recognize and make use of the existing
knowledge and experience of learners—Horton explored alternative educational structures.
His quest led to Hull House in Chicago, where he visited Jane Addams and discussed the
early days of the settlement house movement, and to Denmark in 1931, where he learned
about the Danish folk school movement. Frank Adams (1972) recounts how Horton found
his explorations wanting. Although he relished the early history of the settlement house
movement and the Danish folk school, he found that their present operations had “lost their
initial vitality and sense of purpose” (p. 501). Throughout his life, Horton insisted that
Highlander was modeled after the people who came there to learn and teach others and that
“education must come from the people and the situations they confront in their everyday
lives” (Adams, 1972, p. 42). Given Horton’s philosophy of “education growing out of the
people” (Horton, 1999), Highlander has continued to transform itself throughout its 70–
year history (Park, Brydon-Miller, Hall, & Jackson, 1993).

Popular education continues to be a key strategy for community change among op-
pressed peoples throughout the world. Its principles have informed empowering social work
practice in diverse cultural and political contexts (see, for example, Bock, 1980; Brigham,
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1977; Carroll & Minkler, 2000). However, its potential for informing and engaging social
work, especially group work, has only begun to be tapped.

Popular Theater

It is difficult to locate precisely when and where theater became an instrument of social
change. Performance is deeply woven into human cultural experience, as evidenced in col-
lective ceremony and ritual (Turner, 1969). Diverse forms of performance have served as ve-
hicles for promoting empowerment, creating and sustaining community, and enabling artist
and audience to express emotion and thought. Popular theater likely emerged from these
types of community performance, and it has continued to be shaped by political and social
contexts. Western examples include the French Revolution and powerful leaders such as
Boissy d’Anglas, who viewed theater as a strategy for political consciousness raising (Van
Erven, 1988), and 19th-century German theater, which sought to be a “powerful stimulus to
thinking about the great topics of the day” (Davies, 1977, as quoted in Van Erven, 1988, p.
9). More recent examples include political street theater, such as the radical American
group, The Living Theatre, created by Judith Malina and Julian Beck in the 1950s, and the
Vermont-based Bread and Puppet Theater, started by Peter Schumann in 1961. Schumann’s
goal was to unite communities through theater; fresh-baked bread was often shared with au-
diences during the performance.

Augusto Boal took the concept of popular theater further, making it truly theater by the
people and for the people. Boal’s Theatre of the Oppressed, named after Freire’s Pedagogy
of the Oppressed and incorporating its principles, uses the medium of popular theater as a
tool for creating knowledge and initiating transformation among people living in conditions
of poverty and oppression (Bates, 1996).4 Participants make connections between their per-
sonal plights and structural inequalities and create realistic strategies for transformative ac-
tion (Boal, 1985).

Augusto Boal participated in theater all his life, but it was not until he completed his
doctorate in chemical engineering at Columbia University and returned to his native Brazil
to become the artistic director of the Arena Theatre in São Paulo that he began to experi-
ment with new forms of popular theater. In the 1960s Boal adapted a process whereby audi-
ence members could stop a performance to suggest alternative scenarios for the actors to
carry out. In a now infamous production, a woman in the audience became frustrated that
an actor could not understand her suggestion, and she came up on stage and entered the
dramatic fiction to show the actor what she meant. This marked the birth of forum theater,
which readily became incorporated into Boal’s repertoire of techniques.

Popular theater has been embraced as part of many people’s movements and grassroots
change efforts. It is a mode of collective inquiry and action that remains largely foreign to
social work.

Relationship to Group Work History

Group work was born from the same social, political, and economic conditions of discon-
tent as participatory research, popular education, and popular theater. Andrews (2001),
quoting Judith Lee (1991, p. 3), states that, “From its beginnings, group work practice
and theory has been rooted in social reform, social responsibility, democratic ideals, and
social action as well as social relatedness and human attachment.” Group work at the
turn of the 20th century was a product of humanitarian, democratic ideals that immi-
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grated to the United States as intact, historical aspects of particular cultures. Jewish peo-
ple, for example, formed groups founded on the principles of democracy to preserve cul-
ture and insure that oppressive regimes would have little room to grow in the new
country.

Group work was also shaped by the tensions and contradictions of industrial capital-
ism, immigration, and urbanization. These shifts, accompanied by changing labor practices,
low wages, poor living conditions, and fears of “difference,” had profound effects on the
family life, interpersonal relations, and physical and mental health of poor and working-
class people. Groups were a haven amid this sea change. They provided security, support,
and some semblance of stability through self-help, recreation, and informal education in im-
migrant centers, settlement houses, camps, and labor organizations (Andrews, 2001, p. 47).
This same sense of collectivism was the dynamic that motivated group efforts at participa-
tory research, popular education, and popular theater.

Unfortunately, as group work became incorporated into the field of social work, with
its growing interest in professionalization, the focus on political commitment was overshad-
owed by a therapeutic, person-changing orientation. Group work as a strategy for participa-
tory knowledge development, community building, and social change receded to the back-
ground as social work claimed an identity premised on professional helping and the
“depoliticizing” of practice.

LEARNING FROM CONTEMPORARY PRACTICE

In recent years there has been a rekindling of interest in popular education and participatory
research among progressive social workers. Perhaps this is a reflection of the struggles criti-
cal practitioners face as we grapple with the contradictions of social work practice in the
face of globalization and its social consequences. Proponents point to the fundamental com-
patibility with the stated mission, philosophy, and values of social work and question the
profession’s drift from this foundation. For example, social workers articulating empower-
ment theory and practice have sought inspiration from Freire (Gutiérrez, 1990; Gutiérrez &
Lewis, 1999; Lee, 1991; Simon, 1994). Carroll and Minkler (2000) argue that Freirian
nonformal education and group methods, with emphasis on overcoming alienation, respect-
ing culture, and orientation to change, resonate with the core historical, theoretical, and
methodological underpinnings of social work. They address the compatibility of popular ed-
ucation with group and community practice and offer examples from diverse practice con-
texts (see, for example, Breton, 1989; Lee, 1991; Mann, 1987; Parsons, 1991; Sachs, 1991;
Wallerstein, 1992). They note the significance of the shared teacher–learner role and the
centrality of group process in developing mutual trust, dialogue, and individual and collec-
tive capacity. Similarly, Poertner (1994) addresses key themes of popular education drawn
from South American contexts—cultural grounding, political intention, and bottom-up
methodology—and argues their relevance for social group work in the North. Feminists
have examined the common philosophical underpinnings of popular education, participa-
tory research, and feminist methodology with emphasis on consciousness of collective op-
pression, power and inequality, everyday life experience, and political commitment and their
significance for social work (Finn, 1994; Figueira-McDonough, Netting, & Nicols-Casebolt,
1998; Gutiérrez & Lewis, 1999; Maguire, 1987).

Over the past decade, a number of social work writers have specifically addressed the
promise and limitations of participatory research and its compatibility with the philosophy
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and values of social work (Altpeter, Schopler, Galinsky, & Pennell, 1999; Alvarez &
Gutiérrez, 2001; Carroll & Minkler, 2000; Finn, 1994; Healy, 2001; Sarri & Sarri, 1992;
Sohng, 1992, 1996). Some social workers have turned to participatory methods in their
practice with groups and communities (see, for example, Alvarez & Gutiérrez, 2001; Healy
& Walsh, 1997; Malekoff, 1994; Mathrani, 1993; Sarri & Sarri, 1992; Sohng, 1992, 1996;
Wagner, 1991). They have utilized citizen surveys, community forums, and focus groups in-
volving those affected as coresearchers in program development, evaluation, and advocacy
(Sarri & Sarri, 1992; Sen, 1994; Yeich, 1996). They have shown the capacity of historically
marginalized groups to identify and collectivize problems, envision alternatives and name
solutions, and advocate for systemic change (Gaventa, 1998; Gutiérrez, 1990; Johnson,
Ivan-Smith, Gordon, Pridmore, & Scott, 1998; Maguire, 1987; Minkler, 1997; Sen, 1994).
They have addressed challenges of team building, negotiation of power and difference, strate-
gies for community ownership and oversight of the research, and possibilities for co-learning
(Alvarez & Gutiérrez, 2001; Townsend et al., 1999).

Proponents of participatory methods also pose cautions. They note that participatory
approaches are demanding in terms of time, resources, and energy (Alvarez & Gutiérrez,
2001; Healy, 2001; Sarri & Sarri, 1992). They recognize that participation does not neces-
sarily result in empowerment and that power differences among participants need to be rec-
ognized and addressed on an ongoing basis (Finn, 1994; Healy, 2001; Whitmore & Wilson,
1997). They challenge romanticized notions of “the people” and “the community” and call
attention to the need for ongoing negotiation of questions of meaning, power, and differ-
ence. Feminist researchers, in particular, have drawn attention to the gendered dimensions
of power that need to be addressed in collective processes of investigation, education, and
action (Gutiérrez, 1990; Gutiérrez & Lewis, 1999; Maguire, 1987; Townsend et al., 1999;
Weiler, 1988). Proponents are also sensitive to the difficulties in engaging groups with long
histories of oppression in processes of change. These processes threaten dominant interests
and power relations and may pose very real risks to the participants. There are very few ex-
amples of the use of popular theater in the social work literature. Social workers have ad-
dressed the role of play and performance as components of group work (Halperin, 2001;
Kaplan, 2001). Adult educators and community practitioners outside of social work have
discussed the incorporation of popular theater in their change efforts (Hammond, 1999;
Valla, 1994). Boal’s Legislative Theatre (1998) has provided concrete evidence of the use of
popular theater to change social policy. Legislative theater is a type of forum theater in
which participants research social issues they want addressed and use performance as a
means of education and advocacy. For example, the first law approved with the aid of legis-
lative theater maintains that all municipal hospitals in Rio de Janeiro must have doctors on
staff who specialize in geriatric health. Until this law went into effect in 1995, virtually no
hospital in the city employed specialists in geriatrics. It is only in the recent contributions of
Trevor Spratt, Stan Houston, Mark McCollum, and Tom Magill (Houston, Magill,
McCollum, & Spratt, 2001; Spratt, Houston, & Magill, 2000) that we see a careful, in-
depth articulation of the theoretical and practical relationship among popular theater, par-
ticipatory research, and social work and the possibilities therein. We include their work
among the case examples discussed in this chapter.

We focus here on a few select examples of participatory research, popular education,
and popular theater that illustrate both the potential and the challenges for group work and
community practice. We highlight themes and principles of practice that emerge from these
examples. In closing, we suggest future directions for group work informed by this nexus of
participatory research, popular education, and popular theater.
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CHILDREN AND POPULAR THEATER

The Philippine Educational Theatre Association (PETA), founded in 1967, shares a vision of
theater as a tool and a process that enables the development of people and society. PETA has
initiated numerous theater groups and networks that operate, for example, in schools, entire
communities, and migrant groups. PETA sees itself as an active part of a national theater
movement whose vision is “nationhood, global understanding, respect for persons, democ-
ratization and greater participation of the people in theatre, culture and social change”
(Cloma, 1998, p. 106).

One of PETA’s drama groups is the Children’s Theatre Collective, a group of artists and
teachers who specialize in children’s theater and whose vision concerns the development of
the Filipino child. The group trains adults and children in how to produce children’s plays
with children as the actors. The process begins by consulting with an organization that
wants to solve a problem that relates to the well-being of children or to their concerns re-
garding the community. Children are consulted on their interpretation of the issue. Next, the
topic is researched, and relevant data is gathered to promote a deeper understanding of the
issue. Children then weave together the story of the issue and create a play that may include
singing, dancing, and other forms of visual representation in an effort to breathe life into the
story for a developed theater production. The process combines fun and the development of
new skills with the analysis of social problems. Cloma (1998) describes how a similar pro-
cess was used to assist children from the Subanam tribe who had identified mercury pollu-
tion in the river as a key source of illness in their community. As they moved through the
stages of the process, children interviewed elders in the community to arrive at a story and
dramatic methods to represent the story back to the community. First children performed
their play for the village people, and then they presented it at the municipal board meeting.
The process is both empowering to individual participants and to the larger community.

GRASSROOTS RESEARCH WITH HOMELESS PEOPLE

Susan Yeich’s (1996) case study of a Homeless Union project illustrates the linkage of partic-
ipatory research and popular education. The project’s goal was to empower homeless people
in Lansing, Michigan, in struggles to fight homelessness in their community. The outcome of
the research process was the formation of a union for and of homeless people, which, after 3
years, grew to include 350 people.

In describing how the union formed, Yeich breaks the process down into three
components—research, education, and action. The research component consisted of gather-
ing secondary data on the topic of homelessness, reviewing information, and bringing it
back to the group for discussion. The education component was divided into three subparts:
“creation of common knowledge, transfer of knowledge to the people, and development of
critical awareness” (Yeich, 1996, p. 117). Forming the union brought people together to
share their experiences of homelessness and the influence of poverty on their lives. In her
role as advisor, Yeich shared her knowledge about unions and their formation. Participants,
in turn, decided to form their own union. Developing critical awareness, in this case, meant
linking structural forces with causes of poverty. Yeich describes how the development of
critical awareness was a natural by-product of the investigative process, that is, learning
more about the conditions that shape homelessness and learning from other participants
through group interaction. The social action component evolved gradually over the course
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of the research process. The union and its membership took action to address cuts in social
programs initiated by a new governor. Union members demonstrated, networked with other
groups to form a more powerful base for change, and educated other citizens about the need
to come to action.

Mujeres Unidas en Acción is a community-based program focusing on the education
and empowerment of poor Latina women living in Dorchester, Massachusetts. The organi-
zation began as a low-income housing initiative in 1979. However, as organizers came to see
the ways in which language barriers reinforced the oppression of immigrant Latina women
in the area, they began a process of organizational transformation through ongoing dia-
logue, reflection, and action—responding to women’s expressed concerns. Young and
Padilla (1990) describe Mujeres Unidas en Acción as a “social incubator” dedicated to ad-
vocacy, skills sharing, capacity building, and community organizing by and for poor women
of color.

Their literacy programs are grounded in a participatory approach to education and or-
ganization building wherein the curriculum emerges from women’s expressed needs. Liter-
acy is viewed as a right that the women, by virtue of gender, poverty, and citizenship, have
been largely denied. Literacy education is culturally grounded, focusing first on literacy in
the women’s native Spanish and then in English. At Mujeres Unidas en Acción, literacy edu-
cation is a group process in which women come together to name internal and structural
oppressions, identify common experiences of oppression in their everyday lives, and find
voice for their feelings and opinions in a context of safety and support. The group process of
support and action is reproduced throughout the organization. In addition to literacy
groups, Mujeres Unidas en Acción also sponsors support groups for battered women,
minicourses and workshops, and forums on issues that affect women’s lives. Moreover,
Mujeres has adopted a collective administrative structure in which program participants
have a meaningful role in organizational decision making.

Mujeres Unidas en Acción has specifically incorporated forum theater as part of their
praxis. Women have used forum theater to tackle themes such as AIDS, violence, sexual
identity, and the meaning of education in their lives. Participants have found the experi-
ence of dramatizing their problems, engaging as “spect-actors,” and envisioning alterna-
tive possibilities to be personally and collectively empowering. Mujeres organizational
praxis has effectively incorporated participatory research, popular education, and popular
theater as mutually informing processes for individual, group, and organizational empow-
erment.

FORUM THEATER: COMMUNITY EMPLOYMENT PROJECT

Tom Magill, founding member and a current director of Creative Training Solutions in the
United Kingdom, uses the methodology of Theatre of the Oppressed to “ . . . offer social
workers new ways of working that link critical analysis and creative expression” (Houston
et al., 2001; Spratt et al., 2000). In December of 2000, Magill and Mark McCollum, coordi-
nator of the Community Arts Company, worked on the government-funded Community
Employment Project, which sought to reach poor, unemployed communities in rural
Donegal County, Ireland. Their goal was “to use theatre as a means of enabling socially and
economically marginalized communities to participate in wider society through a realization
of their social and economic potential” (Houston, Magill, McCollum, & Spratt, 2001,
p. 287). Magill and McCollum facilitated the group process by helping the project partici-
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pants uncover common experiences of oppression and by offering the forum theater process
as a method in which to work toward achieving critical consciousness.

The original project participants were unemployed adults and nonactors, and although
their life experiences differed, through group dialogue it was revealed that they all shared
the common experience of being bullied. The group chose to metaphorically replicate their
adult experiences by locating the dramatic action of the forum in childhood, especially as
the play was to be performed for Donegal County schools. Together the participants worked
to create characters and a story line that displayed their shared experience of oppression to
which their audience could relate. The result was a forum theater play in which a child seeks
ways to join a group at school but is prevented from doing so by a bully. In the play the
child turns to both his mother and father, who each offer inappropriate solutions to the
problem. The bully convinces the child’s class to steal his book bag, which contains his
homework, and when the teacher discovers what has happened, she blames the entire class,
punishing all of them. This action further victimizes the child because the class now views
him as the reason they are in trouble. The play ends with the class physically beating up the
child, after which one final action occurs: a prospective ally arrives in the form of a class-
mate who returns the stolen book bag to the victim.

In the school performances, the audience was informed that the play was not finished
and that they would have to help write the ending. After watching the original story unfold,
the audience was then transformed into spect-actors, and a variety of possible solutions to
the protagonist’s problem were offered and enacted by the schoolchildren. By becoming
spect-actors, the audience of schoolchildren and the adult performers recognized that they
were not alone in their oppression and, as a united group, they were then able to conduct
their own research and then to use that research to “rehearse for reality,” as Boal would say.

Spratt, Houston, and Magill (2000) have taken their pioneering work further to dem-
onstrate the potential for cross-disciplinary work in social work, theater, and cultural stud-
ies. For example, they have utilized popular theater to engage social work students and
practitioners in grappling with the contradictions in child protective service work and in en-
visioning positive and realistic strategies for change. They specifically speak to interrelated
group practices of trust building, imaging, and sculpting through which participants identify
and analyze oppressive bureaucratic structures and their dehumanizing effects and craft im-
ages of a child welfare system in which citizenship is fully enacted (Houston et al., 2001, p.
291).

GENERATIVE THEMES FOR PRACTICE

These examples share a number of common principles and practices that resonate with the
unifying themes outlined previously. In the spirit of popular education, we highlight these as
generative themes that speak to the mutually informing possibilities of participatory knowl-
edge development, action, and group work.

1. Linking culture, power, and history (Dirks, Eley, & Ortner, 1994). These examples
reflect an appreciation for the specific cultural, political, and historical contexts of human
experience and for people’s capacities as interpreters of their social reality. They recognize
the structural forces that shape oppression, inequality, and subjectivity and the power of hu-
man agency to make and transform history.
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2. Dialogue. Knowledge for action emerges through dialogue. Freire describes dialogue
as an act of humility and love. Boal defines dialogue as the basic rule of humanity. Mono-
logue, he argues, is the definition of oppression. In participatory processes we constitute
ourselves as social beings and our knowledge of the social world through dialogue. As these
examples illustrate, meaningful dialogue begins with listening to one another’s stories, creat-
ing common knowledge, and drawing from that collective knowledge to weave together a
larger story. Honest dialogue is a necessary condition for building relationships, and rela-
tionships must precede problem solving (Coughlan & Collins, 2001).

3. Conscientization. As people come together to create a collective story, they are better
able to problematize their social reality, investigate the forces and conditions that shape
their experience, and thus develop critical consciousness. In contexts of support, people are
able to identify common experiences of oppression and express the ways in which they em-
body and live personal and structural contradictions. Conscientization also entails recogniz-
ing the possibility of alternative realities informed by an alternative common sense.

4. Praxis. The practice of reflection and action on the world in order to transform it is
a recursive process of being, doing, and becoming (Kelly & Sewell, 1988). The concept of
performance captures the dynamic fusion of awareness, embodiment, and movement that
praxis entails. Praxis is an intellectual, aesthetic, and kinesthetic process—the joining of
heads, hearts, and hands. This holistic engagement sustains and supports participation and
organization.

5. Transformation. Finally, these participatory endeavors are fundamentally trans-
formative in their intent. They challenge participants to move beyond the familiar, engage
with ambiguity and uncertainty, talk back to hegemonic truths, and grapple with contradic-
tion. The examples seek lasting, concrete change and see personal and social transformation
as mutually constituting parts of the process. They speak of social incubators, organizations,
and movements—the collective means for realizing transformative possibility. They speak to
a geography of participation in which people come together in conscious action to trans-
form sites of oppression into spaces of hope, places of relationship, and bases of action
(Harvey, 2000; Kelly & Sewell, 1988).

FUTURE DIRECTIONS AND POSSIBILITIES

The linkages among participatory research, popular education, popular theater, and social
group work expand and enrich future directions and possibilities for social work practice. In
this section, we discuss a number of ways in which their interconnections open up new
thought and practice in social work.

Blurring the Boundaries

The profession has much to gain from making disciplinary connections between social work
and theater. The work of Spratt, Houston, and Magill (2000) and Houston, Magill,
McCollum, and Spratt (2001), mentioned in an earlier case study, illustrates how forum the-
ater can help child protection workers uncover the contradictions of their work, problem-
atize those practices they take for granted, and understand better the standpoints of key
players in the process. Their work prompts us to ask, “How might group work practice be
transformed by opening a space for dialogue between social work and theater?” “How
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might we reconceptualize practice through the lens of performance?” For example, William
Schwartz (1994) describes rehearsal as an integral part of the group process wherein partici-
pants try out new interactions in the safety of the group. In forum theater, we see the con-
cept of rehearsal developed further. Participants not only rehearse the way things ought to
be but also they create a dramatization of the way they are and of their vision for the future.
Rehearsal speaks to the potential for multiple solutions sought through a collective process.
Participants more fully experience their predicament and potential solutions, and group
members learn vicariously from the work of others.

Houston et al. (2001, p. 286) encourage social workers to embark on the “messy and
indeterminate nature” of theory in action projects and, thus, to bring creative thought to the
integration of Boal’s methodology with the practice of social work. They stress the common-
alities between his work with socially marginalized people and social work. Furthermore,
they remind us that social workers have basic group work practice skills that can be en-
hanced through Boal’s techniques of democratic problem solving. We propose that social
work can be “enlightened and enlivened” (Williams, 1996) by incorporating popular the-
ater, thus bringing “it closer to the lifeworld of disadvantaged communities” (Houston et
al., 2001, p. 292).

Rethinking Roles of Social Workers in Group Work

The philosophy and practice of participatory research, popular education, and popular
theater challenge us to reconsider the roles of the social worker in supporting group pro-
cesses for consciousness raising and transformative action. We briefly develop three roles—
animator, bricoleur, and joker—that we see as central to group and community practice that
is grounded in the values, philosophy, and political commitment of popular, participatory
approaches.

The concept of animator “stresses the individual as a shaper of his or her own destiny”
(Reisch, Wenocur, & Sherman, 1981, p. 115). The animator seeks to sustain action through
facilitative skills that recognize the power of groups coming together to create change. The
ultimate goal of animation is the liberation or empowerment of oppressed and marginalized
people or groups. Thus the social worker as animator acts as a catalyst to spark conscious-
ness that informs action and to facilitate the social relations and material conditions that en-
able people to act. Animators open up possibilities for meaningful participation; pose criti-
cal questions; coach participants through the processes of risk taking, skill building, and
rehearsal; and validate their contributions. Animators do not impose problem definitions
and directions for action. Rather, they encourage and nurture people’s critical reflection on
their own reality, validate the wisdom of lived experiences, and help people envision and
plan their own journeys.

French anthropologist Claude Levi-Strauss defined a bricoleur as a “Jack of all trades
or a kind of professional do-it-yourself person” (Levi-Strauss, 1966, p. 17, as cited in
Denzin & Lincoln, 1994, p. 2). He saw people as bricoleurs, that is, cultural beings with the
wherewithal, imagination, and sense of discovery and possibility needed to adapt and trans-
form human and material resources in response to new challenges. We find the image of the
bricoleur helpful in imagining the transformed role of the social worker engaged in the par-
ticipatory process of investigation, education, and action. The role of bricoleur speaks to the
creative, contextual, and culturally grounded practice of participatory, justice-oriented
group and community work. The bricoleur is in ongoing engagement with other partici-
pants and with the resources and circumstances at hand to expand spaces of hope and in-
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vent new possibilities for action. Through participatory processes of education and action,
the social worker also encourages participants to see themselves as bricoleurs and to engage
accordingly. The practice of popular theater is, in effect, a practice of bricolage. Participants
literally sculpt their vision of existing realities and possible alternatives. Drawing from the
collective wisdom of the group, they reframe problems and possibilities and create new
meanings from the resources at hand.

In the Theatre of the Oppressed, the master of ceremonies is known as the “joker.”
“The term derives from the joker (or wild card) in a deck of playing cards; just as the wild
card is not tied down to a specific suit or value, neither is the Theatre of the Oppressed joker
tied down to an allegiance to performer, spectator, or to any interpretation of events”
(Schutzman & Cohen-Cruz, 1994, p. 237). When assisting the participants in the creation of
plays or short workshop scenes, the joker does not mandate content, narrate story, or offer
solutions; rather, she or he facilitates dialogue by providing a process and by encouraging
the participants to think critically about the nature of the situation illustrated. The joker
serves as the link between actors and spectators, providing commentary for the unfolding
drama and inviting response and intervention. A joker avoids actions and statements that
could sway or manipulate the participants’ conclusions and subsequent actions. The job of
the joker is to smooth the participants’ progress and to keep the group on the track toward
achieving critical consciousness. This characteristic of the Theatre of the Oppressed can be
utilized outside of the theatrical arena; the joker can serve as a model for social workers in-
terested in working with groups to facilitate participatory processes of planning, rehearsal,
and action.

Centrality of Group Work to Social Work

As Gutiérrez, Reed, Ortega, and Lewis (1998) discuss, group work is critical to a
transformative practice. Throughout this chapter we have argued that participatory re-
search, popular education, and popular theater are fundamentally group processes that em-
brace social work’s commitment to social justice and create possibilities for social transfor-
mation. We contend that the practice of group and community work can be strengthened
through ongoing critical engagement with these possibilities. As Lewis (1988, p. 217) articu-
lates, community work is group work, and group work is the location “in which the integra-
tion of personal and social foci can take place.” We have the knowledge and resources at
hand to claim the best of social work’s history and revitalize the practice of group and com-
munity work in dialogue with others. To do so, we must move outside our comfort zones,
stretch the boundaries of our professional knowledge base, and become engaged learners.
Can we muster the courage, will, and humility to transform our practice and ourselves in the
process?

NOTES

1. We note two exceptional articles that explicitly address the potential contributions of popular the-
ater to social work (Houston, Magill, McCollum & Spratt, 2001; Spratt, Houston & Magill,
2000). We elaborate on their work later in this chapter.

2. The notion of “popular education” is not the same as “community education.” Rather it means “of
the people” and refers to those of the oppressed classes. The term as used by Boal and others draws
on a Marxist understanding of class conflict and refers to those who sell their labor. We employ the
broader interpretation of members of oppressed groups.
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3. Myles Horton is rarely discussed in the social work literature, but his influence on generations of
social activists outside the boundaries of social work provides inspiration and lessons for practice
today. Horton’s autobiography, The Long Haul, chronicles his life and the influences that guided
his philosophy on education and life in general. It is important to note that Paulo Freire and Myles
Horton were contemporaries. Their “talking book”(a transcription of their conversations) We
Make the Road By Walking provides insights on the intersections and the divergences in their back-
grounds and their educational philosophies and practices.

4. Like Freire, Boal was persecuted for the radical idea that common people could have a say about
the issues that affect their lives. Both men were exiled during Brazil’s military dictatorship. They
continued to develop the possibilities of popular education and popular theater, taking their ideas
to an international audience.
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Chapter 20

Social Action Groups

LEE H. STAPLES

This chapter situates social action within community organizing, distinguishing it
from other methods, such as community development. Social action groups can be orga-
nized around three different sets of interest domains—geographic, issue, and identity (Sta-
ples, 2000). Regardless of the interest domain, small groups are the primary vehicles
through which community members engage in social action. Examples include organizing
committees, house meetings, issue committees, negotiating teams, lobbying committees,
leadership training sessions, and small groups for a variety of other organizational func-
tions. Individuals typically are involved in social action groups as members, leaders, and/or
organizers, with particular responsibilities and challenges attendant to each role.

COMMUNITY ORGANIZING

Community organizing entails collective action at the grassroots level to address common
problems and to bring about social change. There is an extensive literature on organizing,
community organization, and community practice (Alinsky, 1971; Bradshaw, Soifer, &
Gutiérrez, 1994; Checkoway, 1995; Fisher, 1994; Grosser & Mondros, 1995; Hyde, 1986;
Rothman, 1968, 1995; Rubin & Rubin, 1992; Staples, 1984; Weil, 1996). In much of this
literature, community organizing is used interchangeably with a number of concepts, includ-
ing advocacy, citizen participation, coalitions, community development, community eco-
nomic development, planning, political action, program development, social action, and so-
cial movements. There are important differences in how assorted writers define and
operationalize these practice modalities. It is not within the scope of this chapter to explore
this conceptual variance. For purposes of this discussion, I will distinguish between two pri-
mary organizing approaches that are included in this list, social action and community de-
velopment. In my opinion, the other concepts transcend, partially overlap, are distinct from,
or are subsumed under community organizing.

Social action brings people together to convince, pressure, or coerce external decision
makers to meet collective goals either to act in a specified manner or to stop or modify cer-
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tain activities. This approach operates from the basic assumption that community members
are disadvantaged or oppressed and that most of their problems are products of social injus-
tice (Alinsky, 1971; Bobo, Kendall, & Max, 2001; Checkoway, 1995; Kahn, 1991;
Rothman, 1968; Staples, 1984). There is a further assumption that attempts to bring about
social change—thus altering relations of power—will be met by resistance from decision-
makers in powerful institutions (Delgado, 1986; Hanna & Robinson, 1994; Fisher, 1997;
Rothman, 1968; Staples, 1984). Therefore, collaborative strategies will not be effective until
or unless the parties share a greater degree of consensus. Rather, organized collective action
and self-advocacy (social action) will be necessary for the affected community members to
develop the requisite power to change the behavior and actions of external decision makers.
Depending on the degree of difference, organized community members will be required to
employ either campaign strategies to persuade and convince decision makers to support
their goals and objectives, or adversarial contest strategies to pressure and coerce conces-
sions (Netting, Kettner, & McMurty, 2001; Warren, 1975).

Community development, on the other hand, involves participants in constructive ac-
tivities and processes to produce improvements, opportunities, structures, goods, and ser-
vices that increase the quality of life and build member capacities. There is an assumption
that problems can be addressed successfully by strengthening relationships among commu-
nity members and bringing people together to work cooperatively for common interests
(Fisher, 1994; Pantoja & Perry, 1998; Rothman, 1968; Rubin & Rubin, 1992; Shragge,
1997). Self-help is central to this approach. If external institutions are engaged in change ef-
forts at all, then typically either collaborative or mildly persuasive campaign strategies
(Netting et al., 1993; Warren, 1975) are employed to enlist their assistance in cooperative
activities.

Despite these important differences, both community organizing approaches share a
number of common features, including the involvement of large numbers of the affected
constituency taking action on their own behalf, the exercise of “people power” to resolve
shared problems, a commitment to participatory democracy, the central role of indigenous
leadership, the importance of developing effective organizational structures as vehicles for
ongoing social change, and a dual emphasis on inclusive processes and successful outcomes.

Many community groups are organized to represent the interests of everyone living in a
distinct geographical area—a neighborhood, a municipality, or even a whole region. Usually,
such groups would address a range of community concerns, which might include housing,
education, recreation, employment, environmental issues, transportation, or health care.
The key is that the “turf” issues addressed are of concern to members of a specified
geopolitical locale. So, for instance, the Coalition for a Better Acre is organized in the lowest
income neighborhood of Lowell, Massachusetts, a blue-collar industrial city still suffering
the effects of a declining industrial base. The residents of the Acre are predominantly Cen-
tral American and Cambodian. These very disparate ethnic populations have joined together
to improve their neighborhood, taking social action for more affordable housing, the cre-
ation of youth programs, and cleanup of the abandoned canals, once utilized to transport
goods to and from the many vacant textile factories within or nearby the Acre.

A second way that community groups can be organized is according to a particular is-
sue focus, such as clean elections, tax reform, women’s rights, environmental justice, or el-
derly issues. The Green Space and Recreation Committee in Chelsea, Massachusetts, is in-
volved in a wide variety of social action campaigns and community development activities,
including organizing against corporate polluters, supporting a community garden, restoring
the city’s only salt marsh, establishing environmental education programs, and fighting for
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resident involvement in the city’s planning process for development along Chelsea Creek.
The Massachusetts Senior Action Council (MSAC), a statewide organization with a number
of local chapters, has waged high-profile social action campaigns for improved maintenance
and security in elderly public housing, for the nation’s first state-subsidized prescription
drug insurance program, for expanded state funding for pharmacy assistance for seniors and
disabled persons, and for a managed-care patients’ bill of rights.

A third dimension of interest is identity, for instance, ethnicity, religion, sexual orienta-
tion, or physical or mental disability. The Latino Immigrant Committee in Chelsea, Massachu-
setts, is composed primarily of recent immigrants from El Salvador, Honduras, Guatemala,
Colombia, Chile, and Nicaragua. A core group of 30 people is most active and has engaged in
social action focused on discriminatory treatment at the local branch of the post office, on
worker safety at a local meat processing plant, on gang violence, on immigrant rights, and on
increased participation in the political process. M-POWER (Massachusetts People/Patients
Organized for Wellness, Empowerment, and Rights) is a member-run social action organiza-
tion for deinstitutionalized mental health consumers. With chapters in three of the state De-
partment of Mental Health’s six regions, M-POWER has conducted successful campaigns for a
Mental Patients’ Bill of Rights, guidelines for the use of seclusion and restraints in mental hos-
pitals, and creation of an Informed Consent Policy for psychotropic drugs.

SMALL GROUPS AND SOCIAL ACTION

Although social action may engender images of enormous meetings, rallies, and demonstra-
tions, small groups and committees are the primary medium through which this type of or-
ganizing takes place (Gutiérrez & Lewis, 1997). The group setting is an ideal access point
for most community members to engage in social action. Small groups maximize opportuni-
ties for participation in processes of discussion, analysis, consciousness raising, decision
making, and planning. They provide a vehicle through which people can become more ac-
tively involved in organizational work. Usually, for every event with a large turnout, many
smaller meetings are held for a range of purposes, including action research, leadership
training, executive decisions, strategic analysis, community education, recruitment, action
planning, negotiating, lobbying, and evaluation. An illustrative, but not exhaustive, set of
examples follows.

Organizing Committees

The organizing committee is a time-tested mechanism for overseeing and conducting an ini-
tiative to build a new organizational structure or to revitalize an existing one. Ideally, 12 to
15 people who are well-respected opinion leaders will form such a committee, legitimating
the organizing effort, neutralizing potential opposition, examining possible issues, and pro-
viding a consistent leadership core (Staples, 1984). ACORN (Association of Community
Organizations for Reform Now), a multistate social action organization working in low-
and moderate-income neighborhoods, sees the creation of an organizing committee (OC) as
a critical step in its model for developing new chapters. Delgado (1986) describes the pur-
poses of an ACORN OC’s first meeting during an organizing drive as follows:

(1) to specify the initial issue the organization will address and map out the steps of an organizing
campaign; (2) to legitimate the organizing drive by developing an organizing letter, signed by all
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of the participants in the meeting, which is then mailed to all neighborhood residents; (3) to col-
lect dues, thus establishing the practice within the organization; (4) to involve members of the
committee in contact work (petitions, doorknocking, phone calls); and (5) to prepare for the up-
coming neighborhood meeting. (p. 68)

Clearly, the formation of an organizing committee during a first membership drive is de-
signed to develop an action group, a leadership cadre that is willing and able to “own” the
organizational structure that soon will follow. Because community organizations should do
regular systematic member recruitment and outreach to replenish their numbers, to identify
potential new leaders, to discover fresh issues, and to reconnect with their constituency,
variations of organizing committees can be found regularly overseeing this activity with
well-established groups.

House Meetings

These are small meetings (5 to 15 people is a typical attendance), which may be held in
someone’s home or also in a familiar place such as a church, school, library, or human ser-
vices agency. House meetings usually are utilized either for recruitment or educational dis-
cussion about complex or controversial issues. Attendees can be recruited by the person
hosting (friends, neighbors, colleagues, relatives), by word of mouth, or by knocking on
doors, but there is a conscious effort to limit the number. The small meeting size and com-
fortable, informal format are designed to maximize participation. A number of roles (wel-
coming, presenting information, facilitating discussion, securing commitments for further
participation) can be divided, providing opportunities for emerging organizational leaders
to develop experience, confidence, and skills.

For instance, the Franklin Hill Tenants Association in Boston held a series of house
meetings in every building of their large (more than 300 families) public housing develop-
ment. The house meetings were used to recruit new participants in a social action campaign
to force the Boston Housing Authority (BHA) to improve maintenance and make repairs as
required by the state sanitary code. A slide show was employed to stimulate and focus dis-
cussion on a number of specific grievances. Slides depicted exposed wiring, leaky plumbing,
crumbling walls, broken stairs, the lack of recreational facilities for youth, an empty base-
ment space, unsecured common hallways, and a number of abandoned apartments that had
become havens for drug dealers and violent gangs. The slides served to “rub raw the sores of
discontent” (Alinsky, 1971), and both tenant leadership and organizing staff were quick to
channel the attendees’ dissatisfaction into discussions about taking collective action to con-
front the Housing Authority. A spirited social action campaign evolved from these prelimi-
nary house meetings, and ultimately the tenants group successfully pressured the BHA to
make a number of changes. Repairs were made to individual apartments, a twice-weekly
trash pickup was instituted, a youth program was developed, vacant units were rehabilitated
and filled, locked doors to common hallways were put in place along with a buzzer system,
and the basement now houses a child care program during the day and a range of commu-
nity activities in the evenings.

Issue Committees

Often, members of social action organizations will have a variety of concerns relating to the
institutions, organizations, and decision makers that affect their lives. A range of possible
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campaigns may exist, and the organization will need to choose new issues carefully and stra-
tegically. Issue committees can help meet this organizational need; typical activities include
prioritizing goals, selecting new issues, conducting action research, engaging in strategic
planning, developing action plans, implementing direct action, and evaluating the results.

Social action organizing entails aggregating and politicizing individual problems, and
then “cutting” issues from the fabric of shared problems. As defined by Webster’s New
World College Dictionary, a problem is “a question, matter, situation or person that is per-
plexing or difficult” (Agnes, 2000), whereas matters “at issue” are “in dispute.” Essentially,
problems are broad concerns that generate dissatisfaction but not necessarily action. On the
other hand, issues encompass controversial, and often competing, courses of action to ad-
dress a problem or aspects of it. Thus the lack of affordable housing in a low- and moderate-
income area may be a problem, whereas possible social action issues that could be cut might
include the establishment of rent control, a housing trust fund, a condominium conversion
ordinance, inclusionary zoning, a development linkage program, low-interest mortgages,
creation of new housing, or expansion of subsidized housing. Depending on how the issue is
cut, different parties will have positive or negative self-interests and will be more likely to
engage in social action either as proponents or opponents. Identifying, prioritizing, and se-
lecting issues often takes place in small social action groups or issue committees.

Cox (1991) offers a number of reasons that these groups are optimal for this activity:

Small groups of individuals of like status provide a medium in which members can sort out the
personal from the political aspects of their problems. Empowerment groups are helpful to indi-
viduals coping with and changing the internalized aspects of oppression/powerlessness in the fol-
lowing ways: (1) The group as a whole, through sharing experiences, can better describe the full
impact of specific problems of the members’ lives and the lives of their families and friends; (2)
Members who have survived or overcome aspects of powerlessness can inspire and motivate oth-
ers; (3) Members who have identified beliefs and/or behaviors of their own which reinforce their
own oppression (i.e., belief that they cannot learn valued skills) are incapable of achieving higher
status roles, or cannot have an impact on a social service agency), can confront their peers and in
so doing facilitate the consciousness raising process; (4) Groups can provide a forum in which in-
dividuals can gain increased knowledge on the political dimension of their situation, and a better
understanding of the origins of the personal dimensions of their problems. (p. 82)

When prioritizing goals and choosing a new issue, a strategic analysis helps committee
members assess the potential for simultaneously winning a victory and developing organiza-
tional capacity. Questions that serve this analysis for social action groups follow (Staples,
1997):

• Is the issue consistent with the long-range goals of the organization?
• Will the issue be unifying or divisive?
• Will the campaign help the organization grow?
• Will the campaign provide a good educational experience for leaders and members,

developing their consciousness, independence, and skills?
• Will the organization receive credit for a victory on the issue, improve its credibility,

and increase its overall visibility?
• How will the campaign affect organizational resources?
• Will the campaign develop new allies and/or enemies?
• Will the campaign emphasize direct action and produce new tactics or issues?
• Will the campaign produce a significant victory?
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Action research should not be the sole purview of professional staff. It is important to
demystify and democratize information that may seem highly technical, esoteric, privileged,
and beyond the intellectual grasp of average community members. When leaders and activ-
ists are involved in doing action research, they quickly develop even more ownership of
issue campaigns and become more sophisticated about “handles” that can provide leverage
on institutions that the group is trying to influence. Working as a committee to sift through
background material, read relevant newspaper articles, study official reports, gather statisti-
cal data, learn about regulatory processes, and research the law can be very empowering for
organizational leaders, enhancing their knowledge, increasing their confidence, and raising
their consciousness. The group also enables a more natural division of labor, with members
taking on responsibility according to their interests and talents. Discussion and dialogue
among group members also enhances the learning process.

Strategic planning is a natural outgrowth of action research. Strategies are overarching
systematic plans to achieve organizational goals, whereas tactics are specific methods, pro-
cedures, and techniques employed to carry out those plans. Warren’s (1975) classic frame-
work continues to be recognized as the definitive guideline for selecting the most effective
strategy. Warren’s basic operating principle holds that the level of agreement or disagree-
ment between two parties is the key variable for determining the best strategy. For instance,
when a community group reaches a consensus with an external institution, collaborative
methods associated with community development will be most productive. If a difference of
opinion exists but the potential is there to change the views of an institutional target, a per-
suasive campaign will be the best strategic option. Here the lines often blur between a com-
munity development approach (gentle persuasion through education or appeals for assis-
tance; usually positive incentives) and social action (pressure to “do the right thing”;
occasionally positive incentives, but often negative sanctions such as bad publicity, public
embarrassment, loss of votes, loss of business, disapproval by significant third parties). And
a contest approach will be necessary when the disagreement is so basic that the community
group has no realistic possibility of winning over an institutional target.

The Massachusetts Senior Action Council (MSAC) was able to undertake a highly visi-
ble persuasive/pressure social action campaign to win passage of state health care reform
legislation during the summer of 2000 by gathering signatures, presenting research studies,
holding public media events, and lobbying state legislators. Several years earlier, MSAC won
legislation to expand eligibility and benefits in the $30 million senior pharmacy program
only after they used a contest strategy, picketing health maintenance organizations (HMOs)
and packing a federal courtroom to defend the state law—originally passed largely through
the efforts of MSAC—requiring HMOs to offer full prescription drug coverage. In both
instances, MSAC issue committees provided the leadership for a number of large-turnout
actions and events. Strategy and tactics were developed in numerous social action planning
meetings. Immediately prior to the large collective actions, more small-group meetings were
held to identify and allot roles and responsibilities, as well as to practice and rehearse spe-
cific assignments. Finally, after conducting each tactical step of these social action cam-
paigns, the issue committees came together to evaluate their efforts and begin planning for
their next actions.

On the other hand, the Chelsea Green Space and Recreation Committee’s Salt Pile
Campaign has utilized an adversarial contest approach, which has led to a community medi-
ation process. A private company in a mixed residential and industrial area provides rock
salt used to melt snow and ice on highways in most of the other cities and towns in Massa-
chusetts, as well as in parts of several other New England states. The pile of more than
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140,000 tons of salt is the largest in the eastern United States and towers to the height of a
five-story building, dwarfing the nearby houses. Trucks that transport the salt out of
Chelsea routinely spill part of their load as they travel over the city’s bumpy streets. Most
important, the pile is not properly covered, and rock salt that is exposed to sun and water
releases a toxic chemical (ferocyanide) into the air. The uncovered salt pile is a clear viola-
tion of state law. Given that this neighborhood primarily is composed of Latino residents,
Green Space members view the situation as a clear case of environmental racism.

Neither the company nor the state was responsive to the committee’s repeated demands
that the law be obeyed and enforced. Therefore, a strong direct action approach was under-
taken. Green Space members staged angry protests at the company’s headquarters and later
disrupted several meetings of the Massachusetts Department of Environmental Affairs.
These actions were covered prominently in the media, and the state Secretary of Environ-
mental Affairs received significant negative publicity during a gubernatorial election year.
Shortly thereafter, the state, the city of Chelsea, and the salt pile company agreed to fund a
community mediation process. As of this writing, the Green Space Committee has entered
into a “good faith effort” to resolve the issue, ever mindful that they will resist being co-
opted or “bought off.” Therefore, further social action remains a viable possibility if the me-
diation process proves to be unsatisfactory.

Lobbying Committees

Legislative lobbying goes hand in hand with social action at the municipal, state, and even
national levels. Public officials are quick to recognize the potential voting power of orga-
nized community members. As Judy Meredith (2000, p. 4) notes, “Elected and appointed
decision-makers make different decisions when watched by the affected constituents,” and
“Lobbying is simply getting the right information to the right person at the right time.”
Large numbers of organized people go right to the heart of the self-interest of public offi-
cials. Typically, the larger and better organized the group is, the greater the positive results
secured.

For instance, the Greater Boston Interfaith Organization (GBIO) recently conducted a
successful social action campaign to convince the Massachusetts state legislature to establish
a $100 million trust fund to build affordable housing over a 5-year period. First, GBIO
gathered more than 100,000 signatures on a petition to increase the state’s funding for
affordable housing. Next, the group held 11 “accountability sessions” in legislative districts
in which hundreds of constituents pushed elected officials to make a commitment to support
legislation establishing an affordable-housing trust fund. Following these local sessions, a
huge rally with more than 3,000 people present pressured the legislative leadership to com-
mit to moving the legislation through both house and senate. And, finally, small well-
informed constituent groups lobbied their elected representatives to support the legislation.
This last step—small groups directly interacting with their own representatives—was crucial
to the success of this campaign. And, as discussed previously, each of the prior steps—
gathering signatures, holding local accountability sessions, and conducting the large rally—
was preceded and followed by numerous small-group planning and evaluation sessions.

Negotiating Teams

At times, social action may be designed to get the group to the bargaining table. In other in-
stances, opponents may offer to negotiate, but such proposals may be made in good or bad
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faith. Splain (1984) has offered guidelines for determining whether or not community
groups should engage in formal bargaining. He also lays out seven areas of planning, prepa-
ration, and training that should precede any negotiating session. These ground rules help
clarify and establish the relationship between the bargaining committee or negotiating team
and the larger social action organization:

1. The organization must determine the general makeup of the bargaining committee,
as well as the specific election or selection process.

2. The organization, not just the bargaining committee, must reach consensus on the
time limit allowed for bargaining to achieve its purposes before the membership re-
evaluates the basic decision to engage in negotiations.

3. An accountability mechanism must be established through which the committee will
keep the membership informed on an ongoing basis and, on occasion, seek votes on
various bargaining positions.

4. The basic formalization of demands and possible bottom lines is established by the
membership, but the specific details of both are drawn up by the committee.

5. The question of nonbargaining campaign activity, such as use of the media during
the negotiation period, should be resolved by the bargaining committee with input
from the membership.

6. The committee must devote one or more preparatory sessions specifically to role
playing, research, and record-keeping skills.

7. The committee must discuss and agree on specific roles for each individual member
to play, including the organizer, as well as the use of caucuses for decision-making
purposes.

Once issues of representation, mandate, responsibility, accountability, and roles are re-
solved, the negotiating team will be empowered to move forward with the bargaining pro-
cess.

In 1996, M-POWER completed a protracted and ultimately successful negotiating pro-
cess with the Massachusetts Department of Mental Health (DMH) to establish and imple-
ment a procedural policy for informed consent to treatment. This policy requires doctors to
spend time with mental patients discussing and explaining all aspects of a proposed course
of treatment, including the potential benefits, risks, side effects, dosages, alternative treat-
ments, and the possible consequences of no treatment. After taking direct action to highlight
the need for such a policy and to get to the bargaining table, M-POWER entered negotia-
tions with the Deputy Commissioner of DMH and officials from its human rights office.
Once DMH made the commitment to institute an informed consent policy, M-POWER en-
tered a second round of negotiations to develop the actual guidelines and a timeline for im-
plementation. The negotiating team reported back to the full M-POWER membership on a
regular basis as this process unfolded.

Leadership Training

Kieffer (1984) examined personal empowerment for emerging leaders in grassroots organi-
zations, which he described as “a necessarily long-term process of adult learning and devel-
opment” that results in increased “participatory competence.” Leaders in grassroots social
action groups tend to learn most from direct experience, but formal training also can be of
great value. Burghardt (1982) has distinguished between simply teaching organizational
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skills and developing the capacity for critical consciousness (Breton, 1995; Carroll &
Minkler, 2000; Freire, 1968; Gutiérrez, 1995; Pecukonis & Wenocur, 1994), joining action
and reflection about relations of power to one’s own role in the process of social change.
The strongest leadership development programs combine practical skills, personal growth,
participatory competencies, consciousness raising, neopopulist democratic principles (Fisher,
1997), and strategies for collective empowerment (cultural, political, economic). And most
formal training and education takes place in small-group settings in which participants eas-
ily can share experiences and insights, learning from one another, as well as from those lead-
ing the sessions.

Delgado (1997) has noted the expansion and long-term success of “training intermedi-
aries” such as the Highlander Research and Education Center, Industrial Areas Foundation,
Center for Third World Organizing, Midwest Academy, National Training and Information
Center, Organizing and Leadership Training Center, and the Institute for Social Justice,
which (to varying degrees and with different emphases) provide educational, analytical, and
skill-building sessions that address an assortment of social action topics, including power
analysis, the roots of oppression, recruitment techniques, mentoring less experienced lead-
ers, conducting effective meetings, conflict resolution, researching community issues, strate-
gic analysis, action planning, collective action tactics, working with the media, fund-raising,
using information technology, building coalitions, general organizational development, and
redistributing wealth and power. In addition to these large national training centers, a pleth-
ora of locally based programs offer similar services in communities all across the United
States. Indeed, I have done considerable leadership development work with the Center for
Civil Initiatives in the Balkans, and comparable support operations exist around the world.
Typically, the leaders of well-established social action organizations, including all those cited
in this chapter, have had the opportunity to participate in formal leadership training deliv-
ered in a small-group format.

Small groups are utilized by social action organizations for a variety of other functions,
including media teams, long-range planning, grassroots fund-raising projects, special events
(conventions, annual meetings, candidates’ nights, festivals, etc.), developing bylaws, offi-
cers meetings, nominating committees, hiring staff, and evaluating virtually every aspect of
organizational activities.

MEMBERS, LEADERS, AND ORGANIZERS

People may be involved in social action groups as members, leaders or organizers, with dis-
tinct roles and responsibilities for each. The role of members can vary from mere followers
who take directions from the group’s leadership to active participants in all group decisions
and actions. And, of course, there can be wide variation in the degree to which individuals
take part in the group, from regular to more casual participants. Leadership forms can range
from a single individual in charge of all group affairs to several people sharing different roles
to collective models in which theoretically all members are leaders. Leadership may be for-
mal or emergent, and individuals may be first- or second-line leaders. Although leaders typi-
cally are out front guiding, directing, or showing the way for followers, organizers function
to get others to take on more responsibility (Staples, 1984). Many social action groups for-
mally acknowledge the role of organizer through paid staff positions, although Delgado
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(1997) has noted that one person may function as a leader-organizer and that compensation
frequently is not provided for this role in organizations in communities of color. Challenges
associated with each of these three functions in social action groups are explored below.

Members

Insuring the active participation of group members always has and always will be a funda-
mental challenge for social action organizing. Large numbers of active participants are the
primary means by which group goals are accomplished; the power of numbers is harnessed
through an organizational structure to bring about social change. However, the involvement
of community members also is an end in itself, giving participants ownership of decisions
and processes, developing and deepening relationships, promoting active involvement, and
building group solidarity. The most successful groups will have a commitment to enlisting
new activists and a recruitment technology that may include knocking on doors, targeted
home visits, house meetings, networking, presentations to various “captive audiences,”
community forums, and printed and electronic communications. The group should be inclu-
sive and reflective of the potential participants with regard to race, ethnicity, religion, age,
gender, social class, sexual orientation, and physical or mental ability. It will be useful to an-
alyze involvement along dimensions of both breadth and depth—how many people are par-
ticipants and how actively they are involved.

Although social action groups always have competed for people’s time, a number of
phenomena make this challenge even more difficult in the context of the current economy
and culture in the United States. Today, more people than ever before are working more
than one job just to make ends meet (Ehrenreich, 2001), and this economic reality leaves
them with both scarce time and limited energy to engage in social action. This situation is
compounded by increased individualistic behavior and a general decline in community in-
volvement (Bellah, Madsen, Sullivan, Swidler, & Tipton, 1985; Putnam, 1995). Yet, in spite
of these barriers, there has been a dramatic rise in social action organizing over the past sev-
eral decades (Delgado, 1997; Pilisuk, McAllister, & Rothman, 1997), much of it concerning
issues of social identity, culture, and economic self-interest.

During this same time frame, geographical communities have become more multicul-
tural, and within-group ethnic diversity has grown apace (Daley & Wong, 1994), creating
new challenges relating to members’ differing expectations regarding group norms and pro-
cesses. These differences can play out around a variety of issues, including but not limited to
meeting sites, starting and ending times, whether children attend, provision of child care, if
and when food is served, use of formal agendas (with or without time limits), note taking,
dealing with latecomers, gender and age dynamics, degree of formality, chairing styles, com-
fort levels with intragroup conflict, and decision making by consensus or voting. As groups
establish their norms and procedures for these and other matters, a group culture emerges,
providing the members with formal and informal guidelines for conducting their business.
Such a culture offers security and direction for group members, but often at the expense of
being open and welcoming to nonmembers. The particular challenge for social action
groups in diverse settings is to build enough cohesion and shared culture to establish the req-
uisite solidarity necessary to engage in adversarial organizing campaigns while remaining
permeable enough for newcomers to enter and sufficiently malleable for these new members
to influence that very same culture.

Social action itself raises particular issues for some recent immigrants. Many may be
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uncomfortable confronting government officials, based on their experience with political re-
pression in their countries of origin. Noncitizens, especially those who are undocumented,
may fear being singled out and deported; and the growth of anti-immigrant sentiment in the
wake of the 9/11 tragedy has done little to diminish these concerns. However, there are cre-
ative ways for dealing with these types of challenges. For instance, the aforementioned
Chelsea Latino Immigrant Committee formed a community support committee for immi-
grant workers at a meat processing plant at which numerous severe violations of basic
health and safety regulations existed. The group linked with the United Food and Commer-
cial Workers Local 1445, Jobs for Justice, and MassCOSH (Massachusetts Committee for
Occupational Safety and Health) to organize a rally and march with more than 200 people.
A delegation entered the factory and confronted management. Since the rally, attorneys for
the National Labor Relations Board (NLRB) have begun interviewing workers, the Chelsea
Health Department has begun to make regular inspections citing violations at the plant, and
the state Occupational Safety and Health Administration (OSHA) has become involved. An
NLRB lawsuit is pending; some equipment has been added, repaired or replaced; workers
report that they are being treated better; and an active union drive is under way.

Leaders

Bales (1970) identified two types of small-group leaders, those who provide instrumental
leadership to accomplish the group’s tasks and those who are concerned with group pro-
cesses and members’ feelings (socioemotional or affective leaders). Bales also found that it is
unusual for a single individual to provide both types of leadership. Yet Burghardt (1979) has
noted that both forms of leadership are essential for social action groups. Logically, several
leaders, operating through a shared leadership model, provide a social action group with a
range of strengths and areas of expertise that no one person can supply. Groups with a
shared leadership structure are in the best position to operate consistent with the principles
of participatory democracy and can avoid overreliance on one or two individuals.

There also will be opportunities and incentives for new leaders to emerge and take on
increasing levels of responsibility. Shared leadership is most possible when clear division of
roles and responsibilities exist between first- and second-line leaders, as well as the full
membership. Essentially, a group’s top leaders hold formal positions, such as president,
chairperson, secretary, treasurer, or governance board member, whereas second-line leaders
are neither elected to office nor appointed to head key organizational committees. They are
core activists, who are regular participants in organizational meetings, activities, and events.
Like “worker bees,” they are industrious and indispensable for implementing the group’s
policies, procedures, and plans. They serve as links between the top leaders and the group’s
rank-and-file members, often infusing the group with energy, creativity, and fresh perspec-
tives. New first-line leaders often come from their midst, and they may offer a healthy chal-
lenge to long-term top leaders, who may have a tendency to become entrenched. This
process helps democratize the group and serves as a preventative for “groupthink” (Janis,
1972), a phenomenon in which healthy questioning and dissent is squelched.

Indeed, Robert Michels (1949), in a classic piece on organizational behavior, termed the
tendency for power to become concentrated in the hands of a few leaders “The Iron Law of
Oligarchy.” Preventing this phenomenon from occurring remains a serious challenge for so-
cial action groups to this day. Oligarchic leadership often is vulnerable to co-optation and
corruption. It also is contrary to the principles of participatory democracy, which is so inter-
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twined with the power of numbers—the basic fuel of social action organizing. Second-line
leaders help forestall (or slow down) the occurrence of oligarchic leadership. Therefore, it is
essential to include these secondary leaders in any leadership training sessions in order to
prevent this process from widening the gap (knowledge, skills, commitment) between the
first-line leaders and the members. Whoever plays the role of organizer is responsible for
finding and developing second-line leaders; the importance of this task in social action
groups cannot be overemphasized.

Concern about the emergence of oligarchic leadership has led some groups, especially
those committed to feminist principles, to experiment with collective structures that have no
formal leaders. In another classic article, Jo Freeman (Joreen, 1972) described the “tyranny
of structurelessness” as a phenomenon that usually occurs when unstructured or “leader-
less” groups attempt to engage in social action. Freeman argued that the lack of formal lead-
ership insures that a group will be controlled by informal and unacknowledged elites, which
are neither responsible nor accountable for carrying out tasks. Ironically, this attempt to
mitigate problems created by too much structure usually results in the concentration of
power in the hands of an informal oligarchy. Freeman concluded by offering some very
sound principles for democratic structuring:

1. Delegation of specific authority to specific individuals for specific tasks by demo-
cratic procedures.

2. Requiring all those to whom authority has been delegated to be responsible to those
who selected them.

3. Distribution of authority among as many people as is reasonably possible.
4. Rotation of tasks among individuals.
5. Allocation of tasks along rational criteria.
6. Diffusion of information to everyone as frequently as possible.
7. Equal access to resources needed by the group.

The appropriate use of permanent and temporary committees also helps balance a so-
cial action organization’s need for both experience and new leadership. Long-term standing
committees have the advantage of giving the organizational structure continuity and stabil-
ity; there is a minimal change in their membership over time. This relative permanence
makes it possible for committee members to form a working team that can learn technical
responsibilities together, such as finances, bylaws, or personnel policies, without constantly
having to slow down while new activists master the learning curve.

Short-term ad hoc committees can be even more important, as they provide structural
access points through which newcomers can become active. These temporary committees
are suitable for issue campaigns, special events, or time-limited activities, and new partici-
pants often first get involved at this level. Having standing committees in these areas would
make it more difficult for new people to plug in to a social action group’s structure, because
veteran activists might monopolize positions of influence and responsibility. The structural
permeability of ad hoc committees keeps a steady flow of fresh “new blood” flowing into
the organization, helping to prevent oligarchic concentration of power. Temporary commit-
tees also are suitable for projects such as developing a strategic plan, nominating new offi-
cers, or evaluating an organizational initiative, which may require members to have a higher
degree of familiarity with the organization. But whether short-term committee members are
veterans or newcomers, these structures exist for a specific purpose and are disbanded when
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their work is complete, helping to keep the group more dynamic and energized than stand-
ing committees, which may fall dormant between campaigns and projects, thereby contrib-
uting to organizational fossilization.

Organizers

When someone takes on the role of organizer, their primary responsibility is to engage com-
munity members to act on their own behalf. Organizers identify new activists and potential
leaders, motivating them to become involved. They work closely with a social action group’s
leaders, supporting them as they develop both confidence and skills and preparing them for
various organizational responsibilities. Organizers help leaders and members to formulate
visions and goals, assist in developing strategies and action plans to achieve those ends, and
facilitate processes to evaluate the results of the group’s actions. Most important, they work
to develop organizational structures (e.g., committees, governance boards, task forces, coali-
tions) through which collective action can be taken. Organizers who do not do their jobs
effectively often are doing too much for both members and leaders—making decisions,
advocating, brokering, speaking publicly, and negotiating on their behalf. This builds de-
pendency and stunts the growth of the constituency’s own leadership. Organizers should not
be directing the group’s positions, policies, programs, projects, or procedures, for that is the
prerogative of members and leaders. Rather, the role of organizer—whether formally recog-
nized or not—is to work with the group to motivate, recruit, educate, enable, facilitate, and
catalyze others to take collective action for social change.

If a social action group retains an organizer in a paid staff position, more or less em-
phasis will be placed on whether she or he shares the same characteristics as the group’s
members along dimensions such as race, ethnicity, religion, class, gender, sexual orientation,
age, and physical or mental ability, depending on the group’s interest domain. Frequently,
groups that are organized along identity interests (e.g., disabled people, single parents, eth-
nic refugees) will prefer, although not necessarily require, staff who have similar personal
traits or experiences. Members of social action groups organized along geographical lines,
especially where a particular ethnic group predominates, may favor staff of that ethnicity or
residents of that community but may not feel as strongly as activists who focus on that very
identity. For members of most groups working with issue interests, the staff’s “insider” or
“outsider” status vis-à-vis the majority of members is far less relevant (Staples, 2000).

In all three instances, regardless of similarities or differences with the constituency, it is
crucial that organizers play a facilitative rather than a directive role. Although they may
have a measure of expertise about the technology of building powerful social action organi-
zations, they also will have much to learn from community members and leaders. To the
extent that they have knowledge to impart, organizers should take on the role of “teacher-
learners” and relate to group members as “learner-teachers,” as articulated by Paulo Freire
(1973). Bradshaw et al. (1994) offer further guidelines for organizers working with commu-
nities of color:

1. Develop a positive connection with the community.
2. Understand the minority community.
3. Develop self-awareness.
4. Build adequate leadership within the community.
5. Engender cohesiveness within and among communities of color.
6. Develop cultural competence.
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But, in fact, these principles can be adapted and applied to any organizer working with a so-
cial action group in any community. Indeed, each of the groups cited as examples in this
chapter has paid organizing staff who generally subscribe to these guidelines, whether they
are “insiders” or “outsiders.”

Thus members, leaders, and staff members each have their own particular responsibili-
ties and challenges in the various types of small groups that operate within larger social ac-
tion organizations. When each party works at an optimum level, the groups may approach a
“democratic microcosm” (Ephross & Vassil, 1988), operationalizing a set of values that in-
clude “the worth of each individual group member, active participation by each member,
each member’s responsibility for actions and behaviors, respect for differences of back-
ground, ability, and personal characteristics among the members, and an awareness within
each member of responsibility, to some extent, for the entire group” (pp. 44–45). At such
times, these groups can perform both task and process functions successfully, and effective
social action will be most possible.
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Chapter 21

Accessing Resources,
Transforming Systems

Group Work with Poor and Homeless People

E. SUMMERSON CARR

Because empowerment-oriented group work is directed at multilevel change, from
the building of individual skills to the transformation of institutional, community, and state
systems, it is a particularly effective approach for creating, accessing, or accruing resources.
For example, an empowerment-oriented group may advocate for the community-based
child care that would allow local parents to access gainful employment. Another such group
might point to discriminatory hiring practices at the very same child care center, developing
and activating a variety of strategies to redress them. The relative success of both of these
groups relies on the integration of praxis,1 that is, the extent to which the process of identi-
fying problems through intensive dialogue and the goal of attaining needed resources are ef-
fectively coordinated.

In this chapter, I propose an empowerment-oriented model of group work aimed at ac-
cessing resources, housing, and/or employment. Because poor people, by definition, do not
have ready access to basic resources,2 empowerment-oriented groups must point to where
resources are, develop and implement concrete strategies of how they can be attained, and
work not only to hurdle but also to ultimately dismantle any barriers that may hinder ac-
cess. I argue that empowerment-oriented groups aimed at the alleviation of poverty should
combine traditional advocacy and social action approaches, thereby making exacting de-
mands on the group worker, as well as on other group members. I further suggest that such
a group’s transformative potentials and effects can spread as resources are distributed be-
yond its immediate bounds. Thus empowerment-oriented groups should be evaluated not
only to the extent to which they create resources and opportunities for group members but
also to the degree to which they effect positive social change in relevant communities, insti-
tutions, and other systems.
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This chapter is organized in three sections. In the first section, I delineate a theoretical
frame by selectively drawing on a diverse body of scholarly work on empowerment-oriented
groups (e.g., Breton, 1989a; Butler, 1991; Cox, 1991, 1997; Garvin & Reed, 1995;
Gutiérrez, 1990; Lewis, 1991, 1992; Mullender & Ward, 1991; Shapiro, 1991). In the sec-
ond section, I address how issues of poverty, especially as they intersect with gender, can
raise particular challenges for psychosocial group work (e.g., Lee, 1986; Moldofosky, 2000;
Subramanian, Hernandez, & Martinez, 1995). Then, in reference to my initial frame, I re-
view select applications of an empowerment-oriented approach in working with groups of
poor and homeless individuals (Breton, 1989b; Butler, 1994; Cohen, 1994a, 1994b; Lee,
1986; Sachs, 1991). This brief review demonstrates that a group’s success is dependent not
only on the realization of concrete goals, such as the acquisition of affordable housing, but
also on the development of the interpersonal processes, such as acquisition of knowledge
about local and state economies, by which those goals are reached and often extended.

In the third section, I illustrate an empowerment-oriented approach to group work with
poor and homeless individuals by recounting my experiences as a group worker at a consor-
tium of homeless service agencies in a small Midwestern city.3 Within this consortium, I
worked with women clients to establish a group aimed at (1) accessing immediately needed
resources and (2) changing systems so as to ameliorate these needs in the future. Reflecting
on my foibles and accomplishments as a group worker, I propose practice principles for
group work with poor and homeless individuals, stressing the importance of combining ad-
vocacy and social action approaches.

GROUP WORK AND EMPOWERMENT:
CONCEPTS AND CONNECTIONS

Many group work scholars have advocated for group work as an ideal modality for empow-
erment (e.g., Breton, 1989a, Chapter 4, this volume; Cox, 1991; Gutiérrez, 1990; Harrison
& Ward, 2000). Despite such convincing rationales, group work’s mission has changed from
“that of instrument of social action to that of training ground for democracy,” according to
Shapiro’s keen assessment (1991, p. 7). Critiquing current conceptualizations of the group
as a microcosm of society, Shapiro advises that social group work should not aim to adjust
individuals to the oppressive demands of their environment but instead should work to
modify the environment in accordance with the demands of the individual. Indeed, group
work that focuses exclusively on individual motivation and responsibility cannot adequately
account for or respond to issues of poverty and oppression.

By definition, empowerment-oriented group work does not rely on the ideal liberal
agent as an already empowered participant in a readily accessible marketplace of resources
and instead focuses on how socioeconomics shape, stymie, and produce possibilities for act-
ing and attaining in an often unjust world (e.g., Breton, 1989a; Lewis, 1991). For example,
much empowerment-oriented group work begins with the premise that the economic cir-
cumstances of group members have infiltrated their ways of thinking and acting in the
world, for better and sometimes for worse. Similarly, group workers influenced by feminist
thought strive to discern the multifaceted dimensions of oppression, attending to how gen-
der ideologies, for example, not only influence people’s decision to participate in groups but
also shape and style the composition of that participation (e.g., Butler 1991, 1994; Lewis,
1992). Thus feminist group workers and group members alike must account for socioeco-
nomic and political forces that inflect every group process:
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A feminist model indicates that members are expected to deal with issues related to oppression
and sexism and to seek understanding of how personal, interpersonal, group, organizational, and
societal issues relate to these. . . . Members also should explore how the personal and the political
interact and, as a result of this, focus on the ways to change both personal and environmental
barriers to overcoming oppression. (Garvin & Reed, 1995, pp. 56–57)

As Garvin and Glover Reed suggest, empowerment-oriented group work demands two
inherently cyclical processes: intensive group dialogue, known as conscientization4 or con-
sciousness raising,5 as well as concerted group action. Through the process of conscientiza-
tion, individuals embark on a dialogical process in which the inherent connections between
their personal lives and their political circumstances are explored, deciphered, and chal-
lenged. Such newly generated understandings provide the basis for both personal action and
change, as well as the impetus for social action and change, effecting empowerment on both
“micro” and “macro” levels.

This multilevel transformation is the stuff of empowerment-oriented group praxis.
Through the formulation of ideas during group dialogue, the empowerment-oriented group
critically transforms individual members’ understandings and interactions. As such intra-
group transformation is channeled into strategic planning for extragroup action, members
begin to explore how their immediate influence and efficacy can be extended to larger sys-
tems (Breton, 1989b; Drysdale & Purcell, 2000; Mullender & Ward, 1991). When change
occurs as a result of group action, members witness their collective and individual capaci-
ties, reflecting on past strategies and hatching plans for future action via, within, and be-
yond the group. Furthermore, the mutual-aid relationships established in the group serve as
the core of more expansive networks as group members begin to identify and interact with
others in relevant communities and systems to effect institutional or social change. In the
case of empowerment-oriented groups aimed at the alleviation of poverty, social action
aimed at transforming local resource distribution, for example, can clearly affect commu-
nity, as well as group, members.6

POVERTY, RESOURCES AND
EMPOWERMENT-ORIENTED GROUP PRAXIS

People living in poverty lack access to a number of resources that many others take for
granted, including shelter, nutritious food, and health care, as well as to the educational and
employment opportunities that render resource acquisition less arduous. Other forms of op-
pression, such as racism and sexism, intersect with these deprivations, as is evidenced by the
disproportionate number of people of color who live below the poverty line and the unre-
lenting feminization of poverty. Indeed, most of the nation’s poor are women, and as most
women are charged with primary child care responsibilities, they must worry about not only
their own unmet needs but also those of their children.

Indeed, the fact that so much of the literature on group work with the poor is focused
on all-women groups is testament to the intersecting oppressions that lead so many women
to seek support outside family and community networks. Group practitioners who work
with poor and homeless women must understand that members’ lack of access to transpor-
tation and child care will necessarily affect any future group work. Responding appropri-
ately by providing transportation or selecting a nearby meeting venue is essential to the
long-term functioning of the group (Subramanian et al., 1995). For example, in planning for
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their work with low-income Hmong women, community-based researchers in Detroit un-
derstood that child care services must be provided if members were to participate in Satur-
day sessions (Yoshihama & Carr, 2003). Furthermore, group practitioners who work with
poor and homeless individuals will want to exercise flexibility, understanding that long lines
at the welfare office or a sick child can easily translate to missing or being late for group ses-
sions (Mueller & Patton, 1995).

Group workers should also acknowledge that poverty often involves a lack of informa-
tion about where resources are, how they are distributed, and how one might get hold of
them, as well as a lack of resources themselves. Knowledge is in fact the most valuable re-
source that most empowerment-oriented groups will seek to acquire. Through mutual-aid
relationships, members can share knowledge of local services and resources. However, in a
society characterized by vast and systematic inequalities that render many resources unavail-
able to group members, mutual-aid schemas will likely involve tapping professional and in-
stitutional knowledge pools. The worker, who often has experiential knowledge of powerful
systems and institutions that other group members likely lack, has a responsibility to share
this information as the group works together toward benefiting from and/or transforming
these systems. Yet, although the worker may be privy to information due to her relative
privilege, she will soon also learn (if she hasn’t already!) that poor and homeless individuals
have accrued keen and critical knowledge of systems through the very experience of being
oppressed, ignored, or mistreated by them.

Finally, group workers will want to understand that the experience of poverty often en-
genders a healthy mistrust of powerful persons and institutions. Many poor people have
limited interplay with educational, market, and social supports and increased contact with
institutions that involve implicit or explicit social control (such as the prison system, the
child welfare system, social services, and drug treatment). Although the resulting mistrust
often manifests itself as keen criticism that is the potential fodder of conscientization, it can
also hinder poor people from joining an institutionally based group in the first place. When
planning for a group with poor or homeless women, this reticence is one that workers will
likely need to address up front.

Some practitioners who work with poor and homeless people have interpreted their
members’ reticence as sign of “learned helplessness” or low self-esteem and take a
psychoeducational approach to remedy it. In fact, many group workers working with poor,
homeless, and disenfranchised populations begin with the goal of psychological rather than
socioeconomic change. Such approaches are often premised on what Johnson and
Castengera (1994) refer to as the “conservative view” of poverty not as a matter of avail-
ability or distribution of resources but as a problem of people’s ability to find or use them
appropriately. In this view, change rests or at least begins not in unjust systems but instead
in members’ psyches, which are thought to suffer from a deep sense of inefficacy rather than
learned mistrust. For example, in her work with clients at a food bank, Moldofosky (2000)
takes a psychoeducational approach, teaching group members how to cook nutritious meals
with donated materials. In recounting this group project, she notes:

At the outset, the dominant feature in the recruiting phase was the negative attitudes of the
clients of the food bank about joining the cooking class. This initial resistance was addressed by
cognitive behavioral methods that were aimed at encouraging their participation. (p. 91)

Although Moldofosky’s intentions were doubtlessly good and her project successful in its
aims, by ignoring the institutional indices of clients “negative attitudes,” she potentially
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overlooks both members’ institutional critiques and an opportunity to work toward in-
formed systematic rather than presumed psychic change. Furthermore, in addition to teach-
ing people to cook more economically, such a project could have addressed institutional or
social systems that make such remedial projects necessary in the first place.

Although Subramanian and colleagues (1995) suggest that psychoeducational groups’
emphasis on teaching leaves less room for victim blaming, the emphasis on individual be-
havior modification implicitly places the onus for change on individual group members.
When working with groups of poor and homeless people, this emphasis dovetails into the
age-old philosophy that one’s poverty is a simple matter of how hard one pulls on her own
proverbial bootstraps. By contrast, empowerment-oriented group praxis combines action
and reflection, attends simultaneously to the personal and the political, and explicitly ad-
dresses how oppressive forces affect members’ ability to act and interact both within and
outside the group. Because poverty is often thought of in individualist terms that focus on
psychic or “cultural”7 barriers to economic success, empowerment-oriented groups provide
a practical anecdote. Such groups work not only to connect group members’ circumstances
with larger socioeconomic forces through conscientization but also to develop concrete col-
lective strategies to resist and counter these forces.

In this light, group work with poor and homeless individuals aims beyond the immedi-
ate acquisition of resources toward the long-term goal of transforming distribution systems.
For example, if group members are able to share experiences with and information about
racial discrimination in the local housing market or in a social service institution, they will
be more equipped to strategically respond to relevant parties, lobbying for fairer practices
and services. Such actions, of course, not only increase the chances of group members’ locat-
ing affordable and safe housing but also create change in the community at large, increasing
their neighbors’ chances of similar success.

Several group workers have recognized the efficacy of empowerment-oriented group
work for critically addressing poverty and homelessness. For example, detailing his work
with a social action group with homeless people, Jerome Sachs (1991) suggests that much of
the group’s early work aimed at overcoming political resistance to its very existence as a
group. Similarly, Marcia Cohen (1994a) focuses on institutional resistance to an empower-
ment-oriented consumer advisory group in a small New England homeless services agency,
suggesting that analyzing such barriers is an intrinsic element of the group process. Along
the same lines, Butler (1994) describes a women’s action group of mothers whose discussion
about their children’s problems soon led to a critical dialogue about the politics of poverty
and the government’s punishment of the poor.

Discussing her work with homeless women at a drop-in center in Toronto, Breton
(1989b) not only addresses how group dialogue should be aimed to analyze such extragroup
barriers, such as staff resistance, but also highlights its importance to intragroup functions.
For example, Breton (1989b) describes how members’ individual testimonies about personal
health issues soon blossomed into a consciousness-raising session as they identified prob-
lems that were collective rather than individual. This critical dialogue served an educational
role as group members exchanged information about health problems and relevant local
resources. Furthermore, through the process of consciousness raising, the women at the
drop-in center not only gained deeper insight into their collective problems but also moved
toward engaging in social action, hatching the idea of writing to city officials about the
health-related concerns they collectively identified (Breton, 1989b).

Moving from such critical dialogue to concerted action is a critical aspect of any em-

364 ORGANIZATIONAL AND COMMUNITY SETTINGS



powerment-oriented group work, though one that is often not well addressed in the litera-
ture. Describing her group work efforts in a homeless shelter, Judith Lee (1986) discusses
not only how “[t]he creation and support of primary group ties . . . [has] lasting effects [in]
increased relatedness, competence, and actual support networks over time” (p. 260) but also
how these dynamics were translated into concrete, positive changes at the shelter. Such
changes included setting up a client pay phone, establishing an informational bulletin board,
and forming linkages to job preparation programs. Although perhaps not revolutionary,
these changes are indeed important preliminary actions toward accessing employment,
housing, and other resources that group members needed, as well as evidence of real institu-
tional change. As such, Lee’s (1986) work demonstrates that empowerment-oriented social
action group work with the poor wields both psychosocial and socioeconomic effects and
thereby renders a too-strict theoretical dichotomy between psychosocial and social action
approaches to group work spurious and ultimately unhelpful.

The aforementioned work illustrates both the complexities and the benefits of imple-
menting empowerment-oriented group work among severely disenfranchised and oppressed
populations. In reviewing this literature, I have outlined the relationship between group
work and empowerment generally and assessed the applicability of empowerment practice
principles to group work with poor people more specifically. The following section amal-
gamates and extends such practice principles in an effort to introduce a “new and im-
proved” model of group work with poor and homeless women.

GROUP WORK WITH HOMELESS WOMEN: A CASE STUDY

Like Shapiro (1991), Garvin (1991) suggests that group work has strayed from its historical
commitment to social action, but offers more immediate strategies for group practitioners
seeking to reclaim activist roots. Primarily, Garvin (1991) argues that the group worker
should expand her or his practice to include advocacy, mediation, negotiation, and broker-
age, functioning as a “helpful resource” for the social action group (p. 72). Serving as an es-
sential liaison between the group, the agency, and other relevant institutional and commu-
nity contexts, the empowerment-oriented group worker acts primarily as an advocate,
urging agencies to develop opportunities and create resource pools for group members. In
doing so, group workers help establish a conducive context in which group members can
successfully advocate for themselves in the future.

This delicate balance between performing traditional advocacy and supporting group
members’ own social action efforts is particularly important in work with disenfranchised
groups. Advocacy on the part of the worker allows access to resources and knowledge to
which group members, by virtue of their social position, are often not privy. However, al-
though the group worker should capitalize on her or his relative privilege, she or he should
also encourage group members to take advantage of all opportunities to successfully advo-
cate for themselves. Determining how to strike this balance is a key component of the
conscientization process, as both group worker and group members analyze their respective
positions vis á vis the systems that they target. Furthermore, the array of skills required of
the group worker, including self-reflection, facilitation, networking, advocacy, strategic
planning, mediation, and brokerage, are learned skills that can be transferred to and among
group members. Later I illustrate that the transfer of power from group worker to group
members is the linchpin of empowerment-oriented groups with poor and homeless individu-
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als. Ideally, this “transferring process” continues as group members teach others how to suc-
cessfully engage in social action.

In the remainder of this chapter, I draw on my experience as a group worker with
homeless women in an outpatient drug treatment program that I will call “Fresh Begin-
nings.” The group, known as the Client Action Group, accomplished many goals over a 24-
month period, including the establishment of an ongoing system of client representation on
the program’s key decision-making body (referred to hereafter as the “advisory board”), the
reform of child care practices at the affiliated day care center, and the clarification of treat-
ment contracts and protocols. However, as a project that best realized group empowerment,
I recount the steps involved in establishing a client-run “clothes closet” in the basement of
the treatment site.

Clothing is a basic resource to which many poor women and their children have limited
access. Ill-sized or inadequate clothing cause an array of discomforts, and the lack of a
warm jacket or proper shoes can pose significant health risks. Furthermore, because cloth-
ing plays a role in impression formation, it can easily affect poor women’s ability to obtain
gainful employment or to access other needed resources (Turner-Bowker, 2001). By solicit-
ing, sorting through, and “selling”8 good quality clothing, the Fresh Beginnings clothes
closet facilitated members’ ready access to this important, needed resource. The clothes
closet also allowed clients in the program ownership over a piece of the organization, some-
thing that had hitherto been denied by an institutional structure that clearly differentiated
staff and clients, charging the former with sole administrative power and responsibility. Fur-
thermore, as the Client Action Group’s first major project, the clothes closet created cohe-
sion among the group and offered the opportunity for individual members to develop the
skills associated with setting up a small business. Thus the group was successful both in
accessing needed resources in an immediate sense and in developing abilities, networks, and
strategies for future resource attainment.9 This was evident in the fact that the clients’ suc-
cess in operating the clothes closet was soon followed by another victory: establishing a
rotating client representative on the program’s advisory board. In detailing the story of the
Client Action Group and our clothes-closet project, I recount such successes, as well as
foibles, in the hopes of providing some concrete practical guidance for groups aimed at the
alleviation of poverty and the access of resources.

Steps for the Empowerment-Oriented Group Worker with
Resource-Poor Groups

Engaging

Before initiating any group with poor and homeless individuals, the group worker is wise to
“preplan” (Mullender & Ward, 1991), identifying sources of support and sites of resources
toward which future group action might be aimed. This stage might best be described as a
process of engagement as the group worker familiarizes him- or herself with the people who
and systems that may participate in, support, or resist the group’s efforts or very existence.
The group worker should also conduct a preliminary but thorough local resource assess-
ment so that this knowledge can be passed along to new group members. Another critical
component of engagement involves the group worker’s undertaking a personal inventory in
which she determines her own position vis á vis these relevant systems and reflects on the
principles that will guide her work.
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INITIAL REFLECTION

As Butler (1991) notes, “Group work, both its practice and its theory, is a value laden enter-
prise. Attitudes and beliefs are there in worker’s actions at every stage of the practice
endeavor, whether they are aware of it or not” (p. 18). Therefore, it is critical that the em-
powerment-oriented group worker identifies, clarifies, and reflects on the principles that will
guide her or his work before she or he initiates any logistical planning or engages with group
members (Mullender & Ward, 1991). In groups of poor and homeless individuals, this ini-
tial inventory requires the worker not only to acknowledge her or his own experiences in
relation to privilege and oppression but also to ascertain how these experiences relate to her
or his desire and ability to work toward socioeconomic change. Sachs (1991) views such
honest reflection as

particularly important when one works with a group whose class interests, not to mention val-
ues, history, culture, race, gender, and lifestyle, are different from one’s own and when one gains
materially, however indirectly, from this difference, or when one’s employment as a worker de-
rives from the very existence of the social problem. (p. 189)

Determining the social position from which one perceives and acts in the world is essential
to the understanding of oppression generally and of the related ways in which group efforts
may be hindered or stymied more specifically.

When my proposal to start a Client Action Group at Fresh Beginnings was accepted by
the advisory board to the program, my excitement was tempered only by an understanding
of the formidable challenges the job would entail. First, I knew that the work I wanted to do
might put me at odds with board members whose approach to social service was rather con-
servative but whose approval I sought as a fledgling social worker trying to further my ca-
reer. Moreover, I was concerned about relationships with group members. Although I had
come to Fresh Beginnings because of an ardent critical interest in the feminization of pov-
erty, I knew that trust, effective communication, and working relationships would be harder
to build with women with whom I shared little in common, at least in socioeconomic terms.
I imagined my limited experience and relatively sheltered background immediately reflected
on the disapproving faces of group members, but I forged ahead in the hopes that my tem-
pered but tenacious enthusiasm would prove contagious.

ASSESSING SYSTEM BARRIERS

Several empowerment-oriented group practitioners who work with poor and homeless indi-
viduals document the organizational and community resistance to their work (e.g., Cohen
1994a; Sachs, 1991). Breton (1994) notes that social workers are often resistant to ceding
professional expertise and power, rendering empowerment practice unpalatable. Butler
(1991) adds that feminist groups may be particularly threatening in social service environ-
ments that operate on the basis of hierarchical practice protocols that clearly differentiate
professionals and clients.

To the extent that it is possible, group workers should identify such potential sources of
resistance prior to convening their groups, as such foresight can ultimately help prepare the
group to face and negotiate these challenges in the future. Cohen (1994a) suggests employ-
ing force-field analysis and organizational change analysis to understand institutional resis-
tance.10 The use of ethnographic methods, such as participant observation, are also helpful
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in mapping the terrain of relevant systems. In addition to these methods, it is critical that the
group worker carefully explain to relevant parties the concept and plan for the group and
gauge their reactions.

Having participated on the Fresh Beginnings advisory board for several months prior to
the initiation of the group, I had already identified some potential sources of resistance to
empowerment-oriented group work within the organization. Generally, I had witnessed
staff’s rapport with clients, which, though well-intentioned and caring, often bordered on
the patronizing. Moreover, I wondered how both staff and clients would make the transition
from therapy groups, in which clients were encouraged to talk in monological, psychologi-
cal terms about their problems, to the more dialogical process of connecting those very same
problems to sociopolitical and economic circumstances.

Knowing that empowerment is possible largely to the extent that established power re-
lations allow, on taking the job as the group facilitator, I designed an ethnographic project
that, through participant observation and discourse analysis, sought to decipher the power
dynamics within the treatment program. Soon I identified five discourses that staff members
used to limit clients’ participation in program decision making. This initial analysis proved
to be helpful throughout the group process, as members and I successfully circumvented or
challenged organizational resistance.

FINDING ALLIES AND MAKING CONTACTS

In addition to assessing environmental barriers to empowerment-oriented group work, it is
equally important for group workers to find allies and make supportive contacts. Allies
within relevant systems and communities can provide critical support for both the group
and the group worker, supplying material resources, invaluable practical guidance, and en-
couragement. For example, such contacts can give excellent advice for recruiting group
members, establishing local allies, or negotiating system barriers (Yoshihama & Carr, 2003).
Aspiring group workers might also want to meet with a local consultant who has led social
action or empowerment-oriented groups with poor and homeless individuals. These consul-
tants can also provide the practical wisdom, experience, and support that aid workers in
clarifying values, facilitating empowering group process, and meeting concrete goals.

My initial work at Fresh Beginnings was aided by a few critical allies who were affili-
ated with the program. I determined early on that one member of the advisory board shared
with me the sociopolitical perspectives that differentiated us from many of our more
psychosocially oriented colleagues. Initially, he was a vociferous advocate in support of my
proposal for the group, and I continued to call on him when I needed to discuss group-
related issues. Another system ally, who had long-term contact with both the staff and the
clients, helped me to identify some potential sources of organizational resistance. Addi-
tionally, personal contacts within the program often lent encouragement although ap-
proaches and goals often differed significantly.

Because organizational separation between administrative staff and clients was an in-
herent feature of the organizational structure at Fresh Beginnings, I had little opportunity to
meet with clients before I initiated the group. Such contact would have been extraordinarily
helpful in preparing me for what was to come. On the other hand, my academic and com-
munity ties proved helpful as I relied on my mentor, a veteran group worker, as a consultant.
Offering particularly good advice on how to handle staff resistance, she often helped me to
negotiate the problems related to group development and planning by sharing her similar
experiences.
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BUILDING NETWORKS

Seasoned group practitioners suggest that in order to realize empowerment, the worker
must help establish continuity between the group and the wider communities and systems
with which it is affiliated (e.g., Drysdale & Purcell, 2000). This is particularly important in
group work with poor and homeless people, who, by definition, experience significant dis-
enfranchisement in relation to powerful parties and institutions (Johnson & Castengera,
1994). Workers can pass on knowledge about support systems and resources, building criti-
cal networks from which group members can draw.

My initial familiarity with local social services and community resources, such as do-
mestic violence programs, food banks, thrift stores, housing, and psychological services,
proved an important asset throughout the growth of the Fresh Beginnings group. Pri-
marily, I was able to pass information to group members who later benefited from the
services personally. As a group, we often gleaned support or borrowed ideas from these
services and resources. For example, contacts at the local Welfare Rights Organization al-
lowed contact with women activists who not only provided invaluable practical informa-
tion to the group but also lent advice on successful organizing for social action. Other
contacts in the community, such as a local activist/poet, provided inspiration for the
group in its early stages. As we mapped the terrain of the community, group members
also became increasingly aware of the lack of support and resources, thereby formulating
potential goals for group action.

Initiating the Group

After the engagement stage, which includes self-evaluation, initial networking, and identifi-
cation of sites of support, resistance, and resources, the empowerment-oriented group
worker is ready to initiate the group. This is a busy and sometimes stressful time in which
the worker must stay focused on his or her vision for the group and resist temptation to cut
corners. Many logistics are required, such as finding an appropriate venue for the group, ob-
taining needed resources, and recruiting group members. It is also essential in the early
stages of group development that the group worker establishes trust and collegiality with
new group members who will eventually take over his or her role.

RECRUITING PARTICIPANTS

When planning any group, group workers must first weigh the pros and cons of selecting
group members versus having open membership. Although there are substantial benefits to
initiating open-membership groups, particularly in the inclusivity that it allows, it may be
preferable to recruit a small number of participants in the initial stages of group develop-
ment. These core members can then decide whether or not they will open the group to oth-
ers. In either case, it is helpful to ask local community members’ advice when determining
the initial parameters of membership.

Substantial barriers may occur when trying to recruit members from oppressed or dis-
enfranchised populations (Yoshihama & Carr, 2003). For example, flyers may not be an
effective recruitment tool among those with limited literacy skills. Furthermore, flyers may
not be posted by resistant local organizations or may be ripped down by hostile parties. Al-
though some empowerment-oriented group workers suggest employing the help of relevant
staff members when recruiting clients from institutions, group workers must be aware that
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staff members may recommend “compliant” or otherwise nonthreatening clients who share
the perspective of the people and systems against which social action will be potentially di-
rected. In the various social networks of group members themselves, word of mouth often
serves as a potent recruitment tool, especially when working with populations who have a
healthy distrust of “outsiders.” Allies in these communities can effectively mobilize such
hesitant individuals and promote participation in the group. In any case, outreach efforts
must be consistently executed, as initial contacts with potential participants often require
substantial follow-up protocol.

Meeting directly after the required Tuesday morning therapy group, all 10 Fresh Be-
ginnings clients were invited to join the Client Action Group. However, without my
knowledge, program therapists suggested to clients that membership in the group was
“required,” a misperception I quickly corrected. Clients were often burdened by meeting
all the requirements of the program on top of the other burdens and chores of daily life
that poverty and homelessness presented. Furthermore, I realized that some clients, who
attended the program to meet parole or Child Protective Services requirements, may not
be interested in joining a group that could potentially interfere, or even endanger, their
tenuous position in the program. The group, after all, was intended to challenge such sys-
tems, including the treatment program itself. Although some clients decided not to join at
first, in the end almost all clients participated in the group, though sometimes peripher-
ally and selectively.

FINDING A VENUE AND OBTAINING NEEDED MATERIALS

Finding a venue and obtaining needed materials can be difficult when working with
resource-poor groups. Due to systemic inequities, both the community and the social service
environs of such groups are likely to be resource poor as well (a fact, in and of itself, that
can be a poignant topic for early consciousness-raising discussions). Organizational resis-
tance or discrimination can also be a barrier in finding an appropriate venue or obtaining
materials for the group. The advice of group members, as well as group allies, can again be
helpful in finding a nonalienating environment and in locating parties who might donate
needed materials.

It is advisable to establish only a tentative meeting place for the initial meeting of the
group. After that, group members can collectively decide a comfortable and readily accessi-
ble place to meet in the future. With resource-poor groups, difficulties with transportation
must be acknowledged and ameliorated. Group workers should prepare the group to poten-
tially meet in informal environs, such as group members’ apartments or a local park. Even
when group members are coping with serious economic deprivation, it is often possible to
set up an elemental mutual-aid system in which each member makes a small contribution to
the group resource pool. Taking control of these logistical matters allows members to estab-
lish collective ownership of the group early in its development.

Because the program provided both materials for the Client Action Group and a venue
for the initial meeting, these were not formidable barriers in initiating the group. However,
as the group developed—particularly after group members formulated collective critiques of
the program and planned on confronting the board—some group members expressed dis-
comfort with our meeting arrangements, suggesting that staff might overhear our delibera-
tions. After some negotiation with staff, we were able to relocate our meeting venue to the
basement of the program building, a change that immediately and substantially affected the
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degree to which members seemed to speak critically and openly about the problems they
faced within the program and more generally.

BUILDING TRUST

Trust is always an essential element of successful group work. In empowerment-oriented
groups with disenfranchised populations, group work cannot proceed until some degree of
trust is established, not just among members who share a particular structural problem but
between those members and the group worker, who is often relatively privileged in socioeco-
nomic and political terms. Furthermore, when a worker is formally connected to an institu-
tion that is distrusted by group members, such as a university or state agency, further chal-
lenges can easily arise (Yoshihama & Carr, 2003).

The empowerment-oriented group worker builds trust with the group by openly and
honestly expressing her or his own principles and perceptions, stressing how they are con-
nected with her or his particular experiences, without trying to persuade or coerce. This
group work principle has been elegantly developed by feminist group workers who advocate
for transparency, in which the group worker clearly reveals her perceptions, demystifying
herself as a “leader” (e.g., Butler, 1991; Garvin & Glover Reed, 1995). Maintaining an open
attitude to diverging ideas and values facilitates group processes, which, in turn, enrich all
group members’ knowledge base and help guide the way to collective action. Through such
practice, the group worker not only models the dialogical methods on which empowerment-
group process relies but also allows members to understand her or his position in relation to
the group and the social problems the group means to redress. The worker then can be seen
as a helpful resource rather than as a directive leader.

My initial idea to start a Client Action Group was in good part inspired by the encour-
agement of a former Fresh Beginnings client, who said such a group would be heartily wel-
comed by other clients. However, such enthusiasm did not register on the wary faces of the
six women I encountered when I first entered the group room to introduce myself. As I ner-
vously began my introduction, telling of my interest in “women’s issues,” one group mem-
ber ironically announced; “Oh, she’s another one of these good-deed-doers from the univer-
sity. Get ready.” Her peers seemed to sneer in disapproving agreement.

Trust grew slowly and silently, and our first meetings were not productive in any ma-
terial sense. Not without some pain and humiliation, I endured several hours of some-
times caustic teasing about my name, my style of speech and dress, and, of course, my
“good deed doing.” However, after about a month of meetings, a frustrated group mem-
ber broached a problem—her lack of decent clothing for an upcoming job interview. She
spoke to group members of all the beautiful clothes she jettisoned during a midnight de-
parture from a home once shared with a violent husband. Other women chimed in to tell
of clothes sold for drugs or food, worn to the point of deterioration, or stolen by shelter
mates. Now, in treatment and seeking housing, education, and employment, all of the
women expressed a need for appropriate and warm clothing. “Hey, can this group find a
way to get us some clothes?” one group member asked to my glee. Our first task as a
group was thereby born.

Though our success with this project eventually helped establish trust in the group, I
quickly found that there was no way to expedite or solidify trust. It was a long and arduous
process, complete with ebbs and peaks, especially as new members joined the group. How-
ever, word of mouth proved helpful as, for example, an old member told a new member,
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“Yeah, she’s cool. She’s not just one of those good-deed-doin’ students from the University.
She is that, but she also hears what we’re sayin’.”

ESTABLISHING COLLEGIALITY

Although the group worker cannot erase the socioeconomic inequities that account for her
relative privilege, by relinquishing the power of “expertise,” a practice protocol Breton
(1994) terms “collegiality,” the group worker begins to work with group members, not just
for them. Furthermore, group workers should practice collaborative, rather than patroniz-
ing, pedagogical styles, facilitating group processes in which group members can effectively
share knowledge and skills.

Clearly, collegiality is stymied when group workers are not open to divergent ideas or
try to control group process. However, collegiality does not mean that the group worker de-
nies acquired or intuitive knowledge but instead that she accepts own her lack of knowledge
and appreciates the knowledge of others in the group. Mullender and Ward (1991) draw a
careful distinction between leadership that is directive and facilitation that is aimed at help-
ing group members discover their own means to achieve group ends. They warn that em-
powerment-oriented group workers often fall too heavily in the direction of radical
nonintervention, a move that can elicit mistrust and bitterness among group members who
know that the worker has skills and resources to contribute. Thus it is important that the
group worker continually mobilize her skills for the benefit of the group while establishing
collegiality in facilitating group processes and achieving group goals.

Establishing collegiality with group members was a long-term process, especially con-
sidering the disparity between group members’ and my own access to relevant information
and other resources needed to achieve our newly set goals. As the Client Action Group
started to seriously discuss the possibility of setting up a clothes closet in the basement of the
Fresh Beginnings program, questions and comments were generally directed at me, and I
sorted through them carefully. For example, when clients asked about how the agency pro-
cessed donations, a question that I could readily answer based on my long-term affiliation
with staff, I provided as much information as I could. I also volunteered information about
potential allies among staff members and how we might most effectively go about broaching
our plan of action to the board. However, when questions were posed that did not relate to
my position within the program or access to resources, questions that all group members
could answer, I deflected the question to other members accordingly. For example, when cli-
ents broached questions about how the clothes closet would be operated or how they might
solicit donations, I would work to redirect them to other members, knowing that opinions
abounded. As collegiality grew, I felt increasingly comfortable asserting my opinions on
such matters as other group members did, but my basic role was that of an information
giver, capitalizing on the knowledge and resources to which I had access by virtue of my
professional status.

Facilitating the Group

Collegiality is one cornerstone of empowerment-oriented group facilitation, yet many other
processes are involved. In order to sustain trusting and productive working relationships
within the group, members do well to establish some protocols and ground rules for group
interaction. Rather than restricting discussion, these protocols should engender the discur-
sive process of consciousness raising, as well as aid in strategic planning for action.
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ESTABLISHING GROUND RULES

Establishing ground rules is an essential group process that fosters members’ sense of owner-
ship over the group. When developed with collegiality, ground rules serve as an effective col-
lective contract for group interaction and process. Although the group worker might suggest
particular ground rules, his or her main role is to facilitate this initial group process, helping
members negotiate their expectations and interests. Once ground rules are established and
recorded, they not only help to guide group interaction but also help members to sort
through inevitable conflicts. Because groups change and grow in various ways, a system by
which ground rules can be revised is important.

The Client Action Group did not initially establish ground rules, and this proved to be
a significant error. Conflicts that naturally arose in the course of our sometimes heated dis-
cussions could have been averted or ameliorated had we established collective rules of group
comportment. Six months into meeting, we finally resolved to establish group rules, an ar-
duous process that took two full sessions. During this process, old resentments about past
conflicts arose (i.e., “well, remember when you left the room when I was talking, we shouldn’t
be able to do that”). At one point, we had to make ground rules for establishing ground
rules! After much collective exasperation, we finally came up with a list of rules that were
recorded in our meeting notebook, something that would have best been accomplished in
our very first meetings.

FACILITATING CONSCIOUSNESS RAISING

The empowerment-oriented group worker’s primary role is not to initiate topics for con-
sciousness raising, but instead to facilitate critical discussion on issues broached by group
members. Specifically, the group worker should encourage group members to draw connec-
tions between the problems that they identify as personal and the collective manifestation of
these problems as political issues. Mullender and Ward (1991) suggest a strategy for facili-
tating empowerment-oriented group work by posing the questions what (is the collective
problem?) and why (do group members share this problem?) As an anthropologist, I suggest
adding the critical questions of “when” and “where,” so that members may understand the
historical and contextual dimensions of target problems and potential solutions. Accepting
group members’ own answers to these questions as they work to collectively define prob-
lems and solutions is essential, as it relays the worker’s belief that members are quite capable
of critically understanding the political nature of their circumstances (Gutiérrez, 1991).

Although the empowerment-oriented group worker takes a facilitating rather than di-
rective approach to consciousness raising, she or he may feel it important to broach issues or
perspectives that might not otherwise arise in the group. For example, members may persist
with the presumption, common in contemporary American culture, that poverty is a matter
of personal responsibility rather than systematic inequality, and the group worker may want
to present evidence to the contrary. Or feminist workers might initiate discussion about how
gender or race intersect with economic inequality and spark members to analyze the gender
and race dynamics of their own group processes.

It was not long before the group’s initial discussions regarding their common lack of
adequate clothing branched into a more general exploration of the political circumstances
(e.g., women’s homelessness, violence against women, economic stratification) that framed
their collective experience. For example, in reference to wardrobes abandoned in escape
from an abusive partner, members asked each other, “Why do men do that shit?” Later in
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our planning, another member commented, “That store is for rich white folks . . . I went
there once and they were like waiting for me to lift something.” Such talk of race and gender
arose spontaneously, warranting little facilitation, as members shared the expertise derived
from their uniformly tough but rich experiences.

Discussions such as these soon took more practical and directed form as we began to
plan for the clothes closet. When the question arose of who might be the best person to talk
with about the group’s plan, I responded that the advisory board would be the most appro-
priate body. Most group members were totally unaware that this board existed, a fact that
became the kernel of an important consciousness-raising discussion and eventual action
plan. These early discussions were critical in allowing all of us to further understand the sys-
tem within which we were working, particularly in terms of the structural divide between
“professionals” and “clients.” The idea of a client-operated clothes closet, group members
recognized, would inherently challenge such a system. “We need something of our own in
this program,” one group member declared to a circle of nodding heads. Thus, in planning
for the clothes closet, the group also began to discuss the question of why there was no cli-
ent representation on the board. We also discussed what we wanted to do about it, and how
we wanted to proceed.

SUPPORTING ACTION

To the degree that consciousness raising generates such critical dialogue, it is the necessary
precursor to any group action. Namely, it can help the group decide which problems it
wishes to address and how to best initiate action. The group worker serves to help the group
plan for and support social action, setting goals that are ambitious but within potential
reach.

Planning for and supporting action requires that group members identify sources of po-
tential power and resources that could be utilized and/or attained through the group’s ef-
forts. Gutiérrez (1991) advises that this process should include identifying forgotten, innate,
or potential skills, such as personal skills of social influence, and making full use of group
support networks in relevant communities and institutions. Furthermore, the group worker,
who is often privy to information about target systems by virtue of her relatively privileged
position within those systems, should share and mobilize her knowledge to support the
group action. Finally, the group worker should serve as a steady source of encouragement
and support throughout the action-taking process, expressing confidence, congratulating
victories, and consoling defeats.

The Client Action Group decided on two action goals: (1) to seek the authority to oper-
ate a collective clothes closet in the basement of the treatment site, and (2) to begin to advo-
cate for a client representative on the program’s advisory board. Collectively we prioritized
these goals, deciding that the members’ need for clothes was more pressing. As we began to
understand the development of the current institutional structure by asking the critical ques-
tions of “when?” and “where?” (see “Facilitating Consciousness Raising”), we implicitly re-
sponded by establishing a tentative timeline and target for our action plans.

As a group, we began to think of how to most effectively present our plan for the
clothes closet, formulated during many weeks of group discussion, to the advisory board.
This discussion revolved around balancing advocacy and self-advocacy. Prioritizing the goal
of the clothes closet, we were operating within a system that had virtually no space for client
self-representation. In this light, several options were openly discussed: (1) client members
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of the group, en masse or individually, would attend the advisory board without invitation
to represent their plan for the clothes closet, (2) the group would write a memo to the advi-
sory board detailing our proposal, (3) they would send the memo with me, as a regular
board member, so that I could advocate for the proposal in person. After much discussion,
the group agreed that in light of both long- and short-term goals, sending me with the memo
but allowing it to “speak for itself” best realized the group’s ideals.

As a group, we created a memo that highlighted clients’ need for clothes and empha-
sized the group’s desire to operate the clothes closet without the help of or interference from
staff. The memo was eloquent, detailed, and passionate. We decided to inform a couple of
the “allies” we had identified on the board, hoping to garner their support in advance. De-
spite these efforts, soon after I distributed the memo at the board meeting, its primary prem-
ise was swiftly rejected; although board members thought the idea of the clothes closet was
a good one, they were not comfortable with clients running the closet on their own. As a vir-
tually silent messenger, I was not prepared for the board’s counterproposal: a staff-run
clothes closet in which clients gained “points” through meeting sobriety goals and program
requirements. Feeling our idea had been usurped and twisted about, I returned to the Client
Action Group disappointed and distressed.

ENCOURAGING PRAXIS

Paulo Freire (1993, p. 107) posited that “a revolution is achieved neither with verbalism or
with activism alone, but rather with praxis, that is, with reflection and action directed at the
structures to be transformed.” Indeed, empowerment-oriented group work is a cyclical pro-
cess, epitomizing the praxis ideal. Consciousness raising allows group members to identify,
define, and redefine problems and to begin to formulate critical opinions and to plan for
productive action. Social action follows to address the problems thereby identified. Such ac-
tions always produce change, whether positive or negative, expected or unexpected, relevant
to the target system or confined to the group itself. The empowerment-oriented group
worker helps the group deal with this array of outcomes by encouraging a process of collec-
tive reflection. Specifically, the group worker might pose the questions “What happened?”,
“Why?”, “Where do we go from here?”, and “How do we get there?” In answering these
questions, group members reflect on their actions and reformulate previous definitions in
order to take further action. However, in group work aimed at accessing resources, it is of
continued essence that the group continue to see poverty as a manifestation of entrenched
systems rather than the result of failed actors.

Realizing the principles of praxis, the Client Action Group met the bad news with re-
flection and plans for further action, as well as with bitter disappointment. We reviewed the
staff’s counterproposal and worked to analyze the nature of their objections to our plan.
Group members agreed that the staff indeed seemed uncomfortable with ceding control of
administrative functions, and although their need for clothes was pressing in the short term,
they kept their eyes on the long term. The board’s counterproposal for staff governance of
the clothes closet was analyzed and soundly rejected. One group member saw the “point
system” the board proposed as “just another way they try to control us.” Other members
agreed but expressed interest in the idea of “points” as a kind of currency. After much dis-
cussion, the group came up with a follow-up proposal, incorporating the advisory board’s
idea of a point system, but one that would be devised and overseen by clients rather than
staff and remaining steadfast in the goal of client control of the project. Knowing that the
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board might want evidence that such a plan was feasible, the group included in our second
memo detailed information about how the point system would work.

Carrying the memo, written as it was in the “group’s voice,” I attended the next
board meeting. Though several members expressed admiration of the group’s obvious ef-
forts in the counterproposal, the board rejected the plan. Now, members expressed con-
cern that such a project would “overwhelm” the clients, who, homeless and addicted, had
“enough to worry about.” The board’s words rang eerily familiar, as I recalled the find-
ings of my recently completed ethnographic research (see “Assessing System Barriers”).
However, not wanting to respond in behalf of the group, still believing that group em-
powerment necessarily meant curtailed advocacy on my part, I returned to the group,
once again disappointed.

Many members were dejected, and some insulted by the board’s insinuation that they
were too “overwhelmed” to carry through with the project. Some threatened to abandon
the effort, saying, “These people just aren’t gonna budge . . . they’re stuck in their ways.”
These words gave me an idea: Why don’t we point out to them how stuck in their ways they
are? The advisory board always talked about empowerment, and this was a chance to real-
ize it. “But they aren’t listening to us anyway, Summerson,” one group member protested,
“do you think they are gonna hear that?” I responded that we try another way to get our
message across. I suggested that, this time, I compose a memo as an advocate. The memo
would draw from both our critical discussion in the group and my knowledge of the profes-
sional discourses in the program. I asked the group for permission to present and defend the
memo at the next board meeting, and they, with some spark amid the general dejection,
granted it unanimously.

The memo had two important effects. First, it changed the board’s mind. With some
dissension, the board voted to grant full custody of the clothes closet to the Client Action
Group, with no interference from staff. Of course, the group was delighted to hear the
news. However, the success of the memo belied another problem: that is, that the board was
much more comfortable with advocacy (in the form of the memo I authored) than with em-
powerment (in the form of the memo written by the Client Action Group). Although we saw
how advocacy was needed to reach our short-term goal, this information was used as the
basis of reflection and strategic planning for our next major project: establishing a system of
client representation.

Transferring Power

Breton (1994) notes that the most substantial challenge for the empowerment-oriented
group worker is to transfer her or his professional power to allow group members to be the
primary agents of their own successes. When working with poor and homeless individuals,
who lack not only material resources but also often access to the pools of information,
knowledge, and expertise by which those resources are distributed and managed, this trans-
fer is all the more essential and difficult. Thus, the first step in attaining resources and effect-
ing social change is to distribute among all members the knowledge, skills, and responsibil-
ity on which successful group work rests.

TRANSFERRING INFORMATION

In order to effectively distribute power among all group members, the worker must share his
or her knowledge and pass information through nonhierarchical pedagogy. Feminist practi-
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tioners recognize that knowledge is the most potent form of power and suggest that the ren-
dering of such knowledge should define all stages of group work (Butler, 1991). In group
work with poor and homeless individuals, the first step in accessing resources can be pool-
ing information about where those resources can be located. The group worker, by virtue of
her or his professional training and experience, may have such essential information. How-
ever, it is at least equally important to tap into members’ enormous reserves of knowledge
about relevant systems, knowledge that is sometimes gleaned from their experiences of de-
privation within those systems.

Throughout my work with the Client Action Group, I consistently passed on the infor-
mation and knowledge I had gained through both my social work education and my posi-
tion within the Fresh Beginnings program. Because of the organizational divide between cli-
ents and staff and my affiliation with the latter, I had gained much knowledge about the
system that the Client Action Group worked to change. Therefore, I was able to suggest, for
example, “we might want to go right to the director with that,” explaining the intricacies of
the organizational authority structure. Such bits of information allowed group members ac-
cess to the kind of information that eventually helped them to advocate on their own behalf.
Indeed, within a few months of establishing the clothes closet, one client was spontaneously
placing phone calls to key program administrators, eloquently voicing clients’ collective con-
cerns about psychiatric care and hiring practices.

TRANSFERRING SKILLS

Teaching specific skills is an essential part of any empowering group work, but it is particu-
larly important with groups with members who have had limited access to formal educa-
tion. Though many of the skills needed to successfully run an empowerment-oriented group
are intuitive and informal, skills training can be important in helping members to effectively
plan, advocate, and attain resources. Group facilitation skills can also be taught both di-
rectly and through modeling. Due to her training, the worker herself will have skills to
teach, but she should also work to facilitate skills sharing among members. By transferring
these skills, the group members can successfully continue with their work without the
worker’s continued assistance.

Teaching skills was an important aspect of the continued success of the Client Action
Group at Fresh Beginnings. While running the clothes closet, group members who had
telemarketing experience helped others make phone calls to clothing shops to solicit dona-
tions. Similarly, another group member and I taught several group members basic word pro-
cessing skills as we wrote memos and devised the point system. Those with bookkeeping
skills took the lead in recording points and passed them along to others when they gradu-
ated from or left the program. These newly developed skills not only facilitated the estab-
lishment of the clothes closet and access to needed clothes but also served members in the
future as they looked for employment.

Importantly, soon after obtaining the clothes closet, we established a cofacilitation
model within the group. One natural group leader joined me in “running” the group, and I
shared with her the lessons I had learned in both my formal training and experience as a
group worker. Four months into our work together, I suggested that she was ready to take
over the job as the lead facilitator, instituting a “train-the-trainer” model. Now, my
cofacilitator took over primary duties of running the group and, before long, began working
with another young member to train her in group facilitation skills. This cofacilitation
model characterized the group for the remainder of its life.
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TRANSFERRING RESPONSIBILITY

Finally, the group worker should prepare members for the responsibility that group facilita-
tion entails. When working with disenfranchised groups whose lives can be extremely com-
plicated by poor access to resources such as transportation or shelter, the transfer of respon-
sibility should be undertaken with particular care. Thus, when passing on responsibility to
group members, the worker works with the group to ascertain what resources are needed to
insure continued group successes.

The cofacilitation model proved an important innovation in terms of passing on re-
sponsibility. First, with two members running the group in tandem at all times, responsibil-
ity over group functions could be effectively shared. Those without phones relied on their
cofacilitator to make necessary communications, and car pools to board meetings were es-
tablished once our client representation system was established.

Second, in a program in which many clients filtered through quickly, sometimes leaving
town to go into an inpatient facility or to take advantage of Section 8 housing, responsibility
for the group was sometimes explicitly fostered. After losing a cofacilitator, the group de-
cided to record the responsibilities required of the cofacilitator and to vote as a group
(rather than simply volunteer) to fill the job. In general, cofacilitators took the job quite seri-
ously, working to nurture the group and move forward with collective action plans.

Wrapping Up

Knowing when and to what extent to withdraw from the group is perhaps the most formi-
dable challenge that faces the empowerment-oriented group worker. Butler (1991) describes
withdrawal as a potentially empowering act that allows members to develop skills, knowl-
edge, and confidence that ultimately sustain the group. However, she also emphasizes that
smooth transfer of power from worker to group members can be hindered by members’
poor access to services and resources, an important reminder for practitioners working with
poor or homeless individuals. Again, using one’s advocacy skills to assure that the group has
the resources needed to sustain itself without the continued, direct support of the group
worker is of essence.

EASING OUT

For the group worker, leaving the group requires skill, intuition, and courage. Besides the
practical and pedagogical skills of transferring power, analytical skill and intuition are
needed in order to ascertain whether group members have the needed resources, knowledge,
and skills to continue without the worker’s direct support. Honed communication skills are
also required, for it is important to discuss one’s departure with other group members well
in advance. Finally, the group worker needs the courage to know that empowerment-
oriented group work is always aimed at the worker replacing him- or herself and that, de-
spite failures and in light of successes, the group has healthily outgrown him or her.

With the cofacilitation model firmly in place, and the train-the-trainer model flourish-
ing, I began to feel extraneous to the group. Attending the group less frequently, I saw that
members continued to meet, to discuss problems within the program, as well as in their
daily lives, and to set action goals regardless of my presence or absence. Several of our goals,
including the long-term goal of establishing an ongoing client representative position on the
board, had been accomplished. And though, after one year of successful administration of

378 ORGANIZATIONAL AND COMMUNITY SETTINGS



the clothes closet, clients’ interest in it seemed to be waning, after a couple of months of exu-
berant cheerleading, I reminded myself that it was up to them to decide the fate of their first
collective project. Most important, considering that the Client Action Group was an estab-
lished aspect of the organization, with staff and clients now regarding it as an exemplar of
empowerment practice, I assured myself that the group’s life was far stronger than my con-
nection with it. Explaining all of this to group members, I announced my intentions to offi-
cially resign from the group.

SATELLITE CONSULTANCY

After officially resigning in her or his original capacities, the worker ideally serves the group
as a consultant, providing resources, support, and advice on an ongoing basis. Thus main-
taining some level of proximity to the group, without interfering in the group’s newly estab-
lished processes, is often important, especially in groups of resource-poor members. As the
worker-turned-consultant learns new information or discovers new resources, she or he can
pass these along to group leaders, who may pass them along to the group. Furthermore, as-
suring that group members have a way to contact the consultant after her or his departure
creates a sense of community support, a goal of every empowerment-oriented group.

Phone calls from group leaders were frequent, especially during crisis times. When the
Client Action Group wanted to protest hiring decisions in the program or child care prob-
lems, they had little question of how to proceed (e.g., phone calls to the director; collectively
or individually written letters), but they sometimes asked for advice about how they should
deal with a new staff member. Once, members of the Client Action Group needed legal ad-
vice and called me to get a referral to a reliable source. Sometimes, members called just to
relay the latest “scoop,” much to my interest and delight. Most of the time, however, I was
not informed of the group’s decisions in advance, decisions that I sometimes thought were
mistakes. One morning, after several months without a visit to the group, I approached the
Fresh Beginnings building to see the contents of the clothes closet packed in two vans to be
driven away to Goodwill. Panicking, thinking a staff member must be behind such an ap-
parent debacle, I ran upstairs to the group room ready for group revolt. “It was our deci-
sion, Summerson,” they calmly and collectively explained to me. “It just wasn’t working
anymore.”

CONCLUSIONS: COMBINING ADVOCACY AND EMPOWERMENT
IN GROUP WORK FOR THE ACCESS OF RESOURCES

AND ALLEVIATION OF POVERTY

Perhaps there was something rather ironic about the group trying to comfort me as I
watched the vans pull away with donated clothes piled in the back. At first, I couldn’t help
but regard the scene as one of failure, the beginning of the end. However, as group members
worked to soothe me, answering my troubled queries in confident unison, I realized that the
demise of the clothes closet was certainly not a sign of the demise of the group. Instead, as I
listened to group members, I was reminded of and coached in the core principles of empow-
erment group practice. And, insofar as they delineated these principles, their wise comfort
serves as an ideal conclusion here, a succinct guide for future practice with poor and home-
less groups.

First, in talking with group members, I was reminded that empowerment-oriented
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groups should be evaluated not only to the extent that they create resources and opportuni-
ties for group members but also to the degree that they effect positive social change in the
communities, institutions, and other systems with which they are involved. Group members
now had access to clothes vouchers and a number of community resources for clothing, ren-
dering the clothes closet less necessary. Now, the women explained, the group’s energies
were focused on representing their interests in policies and practices in the program that af-
fected them. Through their concerted efforts, discharge and probation contracts had been
clarified, staff hiring and firing processes had been made more transparent, and the rotating
client representative had grown to be a respected and indispensable member of the board.
These changes not only made the program more accessible and client friendly—allowing
members to succeed in treatment and then move on to school, employment, and/or family
responsibilities—but also gave them experience in advocating for themselves and changing
the systems that contributed to their poverty. Furthermore, the Client Action Group ulti-
mately changed the Fresh Beginnings program in ways that not only affected them as cur-
rent clients in the program but also positively affected future clients and staff.

Group members’ sage words also reminded me that empowerment-oriented groups
must discover resources, develop and implement concrete strategies to attain themed, and
work to hurdle the array of barriers that may hinder access. In the case of the clothes closet,
we not only negotiated and ultimately altered the institutional structures that hindered ac-
cess to material resources (i.e., the clothes) but also did so in a way that ultimately gave
members resources that they could carry with them into the world (i.e., knowledge about
systems; skills in facilitation, administration, and advocacy; the pride of collective success).
Indeed, an empowerment-oriented group’s success is dependent both on the realization of
concrete goals and on the development of the interpersonal processes by which those goals
are reached and often extended.

Finally, as group members spoke, I took some awkward comfort in the fact that our
roles had appropriately shifted, as their responsibility for the group came to include consol-
ing a distressed, retiring worker. Indeed, the story of the Client Action Group exemplifies
that empowerment-oriented groups aimed at the alleviation of poverty should combine tra-
ditional advocacy and social action approaches, thereby making shifting demands on the
group worker, as well as on other group members. As indicated in the preceding procedural
guide, empowerment-oriented group work aimed at the alleviation of poverty requires many
skills on the part of both group worker and members. Group workers must develop and
pass along skills in self-reflection, facilitation, networking, advocacy, mediation, negotia-
tion, and brokerage to insure the success of the group (Garvin, 1991; Gutiérrez, 1990).
However, the greatest challenge for the empowerment-oriented group worker is that of bal-
ance. As the story of the clothes closet keenly illustrates, knowing when to mobilize the
knowledge and skills gleaned from one’s relatively privileged position can mean the differ-
ence between gaining or losing resources for the group. On the other hand, heavy-handed
intervention stymies the transfer of power that epitomizes the practice of empowerment. As
a kind of tightrope walk, empowerment-oriented group work requires acute attention to ev-
ery step and much practice, as well as awareness that some stagnancy and falls are inevita-
ble. This chapter is meant to help future empowerment-oriented group workers who work
toward the alleviation of poverty to strike this precarious balance.

In this chapter, I have proposed that empowerment approaches are particularly relevant
to group work with poor and homeless individuals to the extent that they (1) expose the
various dimensions and relations of power, both internal and external to the group, that can
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facilitate, hinder, or even stymie access to knowledge and other resources; (2) recognize the
inextricability of the personal lives of group members with the socioeconomic and political
circumstances the group means to redress through social action; and (3) combine advocacy
and self-advocacy both in attaining immediately needed resources and in working toward
systematic change within and beyond the group’s immediate institutional parameters. The
future of group work with poor and homeless individuals is, therefore, the future of good
empowerment practice.

NOTES

1. Praxis is a process that feminists and liberation theologists, for example, have adopted as a pri-
mary methodology in action-oriented group work and pedagogical practices aimed at social
change. As an inherently collective endeavor, praxis implies that social action depends on a cycli-
cal process of problem identification, problem deconstruction and redefinition, social action, and
reflection (see Carr, 2003).

2. For the purposes of this chapter, I use the term “resources” not just to indicate material assets such
as housing, income, or transportation. Recognizing that such things as information, professional
stature, and institutional access are inextricably linked to acquisition of such material needs, I ex-
pand my working definition to include these less tangible resources as well.

3. In order to protect the anonymity of the program, as well as that of affiliated clients and staff, I
use pseudonyms throughout the chapter and alter potentially recognizable details accordingly.

4. According to liberation theologians, conscientization is a process of uncovering the roots of group
members’ economic exploitation in class and colonial relations (Freire, 1970; also see Breton,
1989a; Gutiérrez & Lewis, 1999; Lewis, 1991).

5. Many second-wave feminists have suggested that through consciousness raising (CR), women can
connect their experiences of oppression with those of other women and thereby see the political
dimensions of their personal problems. However, because there are many “schools” of feminist
thought, this statement calls for further qualification that extends beyond the scope of this chap-
ter. For example, many contemporary feminist theorists have contested the seeming ideological de-
terminism of CR, especially in regard to its implications of false consciousness (see Carr, 2003, for
further discussion).

6. Anthropologist Carol Stack (1974, 1996) traced the intricate networks of resource exchange
within poor African American communities in the urban North and rural South, demonstrating
that the establishment and use of such largely female networks is a key strategy in surviving pov-
erty, as well as in nurturing extended kin and community ties.

7. Culture-of-poverty arguments, outlined first in the early 1970s by anthropologists such as Oscar
Lewis and popularized by politicians such as Daniel Moynihan, problematically assert that pov-
erty is passed down through the generations like other cultural traits, assuming poverty to be a set
of attitudes and inclinations rather than a set of historical, socioeconomic conditions. Thinly
veiled racism often haunts these accounts as “culture” comes to stand in for “race” and the two
ideas are mistakenly cast as interchangeable.

8. Operating on a “point system,” devised and overseen entirely by the Client Action Group, clothes
were “sold” only to Fresh Beginnings clients who had earned points through working in the closet.

9. Current research in substance abuse efficacy has highlighted the importance of clients’ develop-
ment of community networking, training, and employment through employment assistance pro-
grams (Reed, 1994). As a place in which clients developed management and communication skills,
both within and outside the program, the clothes closet realized this kind of treatment practice.

10. Cohen (1994) further advises that even the most resistant staff members be included in the process
of forming the empowerment-oriented group, purportedly with the hopes of neutralizing their re-
sistance. However, I would counter that the group worker needs to be quite careful that such par-
ties do not neutralize the group purpose itself.
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Chapter 22

Group Process Dynamics
and Skills in

Interdisciplinary Teamwork

JULIE S. ABRAMSON
LAURA R. BRONSTEIN

Interdisciplinary teams were introduced in the 1940s and have been heavily used in
health and mental health settings since the 1960s and 1970s as a means to call on the spe-
cialized knowledge of different categories of professionals (Julia & Thompson, 1994).
Lately, such teams have been developed in school, child welfare, and other settings, as well,
in which client problems are complex and require varied expertise for their resolution
(Bronstein, 2003; Payne, 2000; Proenca, 2000). The dynamic interaction of specialized pro-
fessionals on teams is assumed to promote an “expanded level of thinking” (Julia &
Thompson, 1994, p. 39) or “generativity” (Lawson & Sailor, 2000), resulting in more cre-
ative, comprehensive, and effective problem solving. Teams are also grounded in the as-
sumption that reliance on others for certain tasks and resources allows collaborators to
spend their time doing what each knows and does best (Abramson & Rosenthal, 1995;
Bronstein, 2003).

Despite some uncertainty in recent years about the contribution of teams to client out-
comes and cost effectiveness and a surprising lack of empirical data about team functioning
(Faulkner Schofield & Amodeo, 1999), the interdisciplinary team remains an integral part
of many service delivery systems. As the population of this country expands in its numbers
of immigrants, of members of racial and ethnic minority groups, and increasingly older
adults, greater sophistication is called for in service delivery (Paris, Thompson, Riher,
Quisenberry, & Cooper, 1996; Simmons, 1994).

Social workers are in an excellent position to assist teams in addressing such needs. Stu-
dents do learn a variety of clinical and macro practice concepts and skills that can be easily
adapted to work with teams (Hilton, 1995; Kovacs & Bronstein, 1999). These include: care-
ful listening; beginning where the client is; respecting differences; maintaining a nonjudg-
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mental stance; communicating empathically; reaching for feelings; and assessing individuals,
groups, and organizations, among others (Abramson, 2002; Dana, 1983; Specht, 1985).Yet
the relevance of these skills for teamwork is rarely articulated in the classroom or in the
practice arena. Social workers often do not recognize or acknowledge that these skills are
transferable to their work with colleagues, nor have they fully accepted that strategic and
thoughtful interventions are needed in their collegial interactions (Abramson, 2002).

To draw on these skills successfully, social workers need to relinquish the false dichot-
omy between the skills they apply with clients and with colleagues. There is little basis for
the often-held expectation that professionals can be counted on to “just act professionally.”
This assumption does not adequately acknowledge the personal and interprofessional differ-
ences that routinely obstruct teamwork processes. As Fatout and Rose (1995, p. 55) note,
“A myth exists that all that is required for effective teamwork is a spirit of cooperation.” So-
cial workers also need to be clear about the importance of applying group work principles
to team processes. After all, a team, whatever its primary function, is a group. If the dynam-
ics of such a group are dysfunctional, then its client-focused objectives are less likely to be
met. Teams are unique among task groups in the direct connection between their perfor-
mance and the impact of their decisions on clients. Paradoxically, the teams that likely con-
sider themselves client centered in that they attend primarily to client needs in their team
meetings, may, in fact, be less so than those teams that also periodically address the team in-
teraction issues that may be obstructing the development of better services to clients
(Bronstein, 2002; Fatout & Rose, 1995).

Once social workers recognize their responsibility to address process issues in teams,
they can draw on their group work knowledge base to assist teams in addressing these issues
(Abramson, 1989). Kovacs, Bronstein, and Vega (2003) found that social workers in health
care settings expressed comfort with their knowledge of groups yet claimed to need more
knowledge and skills to work with teams. This finding suggests that workers are not trans-
lating their knowledge of group work to their participation on interdisciplinary teams. This
chapter articulates critical issues in team functioning and identifies the key elements of
group work practice that are most useful for addressing them.

DEFINITION OF A TEAM

Although the word “team” is used widely, some definitions of teams simply refer to the
working together of professionals from different disciplines (sometimes referred to as a
multidisciplinary approach). We assume that an effective interdisciplinary team will incor-
porate the following elements (Abramson, 2002):

• A group of professionals from different disciplines
• A common purpose
• Integration of various professional perspectives in decision making
• Integration of the client and family into team decision-making processes
• Active communication
• Role division based on expertise
• A climate of collaboration

Kagan (1992) describes the concepts of collaboration, coordination, and cooperation as
a pyramid, with cooperation at the base, because it is “the most widespread and easiest to
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achieve” (p. 59). Collaboration, at the apex, is the most complex and difficult to actualize.
“Here, joint goals and strategies are agreed on, resources and leadership are shared, and an
identifiable durable collaborative structure is established” (p. 60). It is this last, collabora-
tive model of teamwork that we believe is necessary to meet the needs of today’s clients,
families, agencies, and communities.

KEY INFLUENCES ON TEAM PROCESSES

Much of the literature on teamwork concentrates on the various obstacles to effective team
functioning rather than on strategies to “make teams work” (Abramson, 1989). However,
one cannot develop strategies without strong assessment capabilities in recognizing critical
obstacles to successful teamwork.Table 22.1 lists the most commonly encountered obstacles.
Many of these problems can be addressed through attention to the group process issues in
teams that will be discussed later in this chapter.

Team Membership

There are few organizing principles for choosing members of a team; most often, the cen-
trality of various professionals to a given client-care task determines the membership of a
team. Teams of which physicians are members typically deal with the enduring dominance
of physicians over team decision making (Abramson & Mizrahi, 1986; Faulkner Schofield
& Amodeo, 1999; Freidson, 1970; Mizrahi, 1986; Opie, 2000; Watt, 1985). When present,
physicians often take on or are looked to for leadership (Campbell-Heider & Pollack, 1987;
Herrman, Trauer, & Warnock, 2002), and their higher status disproportionately influences
team interaction, decision making, problem definition, and options for intervention on
many teams (Abramson, 1989). Yet their preparation for teamwork is even less than that of
other professions due to the continuing emphasis in medical training on self-reliance and au-
tonomy (Koeske, Koeske, & Mallinger, 1993; Mizrahi, 1986). Other problems can arise
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TABLE 22.1 Obstacles to Teamwork

• Continued dominance of higher status professionals

• Divided or conflicted commitment of participants to the team and to their respective affiliations

• Role competition or “turf” issues

• Excessive role blurring or lack of role clarity

• Differential professional socialization processes

• Inadequate organizational/administrative support and resources, including limited physical space for
team meetings

• Difficulties resolving conflict

• Unclear responsibility for team leadership

• Unskilled team leadership

• Lack of experience with teamwork

• Personality difficulties among participants

• Time constraints

• Lack of shared professional language and technologies

• Emphasis on autonomy rather than training for teamwork in professional education

Note. From Abramson (2002); Abramson and Rosenthal (1995); Bronstein (2002); Bronstein and Abramson (2003);
Drinka and Streim (1994); Faulkner Schofield and Amodeo (1999); and Lawson and Sailor (2000).



from team composition when the roles of different professions are not clearly defined so
that either excessive role blurring or turf conflicts occur (Davidson, 1990; Herrman et al.,
2002; Koeske et al., 1993).

A growing body of literature cites the importance of including clients and families as
core members of teams (Bronstein, 2003; Graham & Barter, 1999; Lawson, 2003; Seaburn,
Lorenz, Gunn, Gawinski, & Mauksch, 1996); yet in practice, if they are involved at all, cli-
ents and families primarily participate on a token basis whereby they receive the recommen-
dations of professionals rather than share in the decision-making process. Therefore, it is
important to recognize that many teams function without collaboration with or substantive
input from clients and families.

Impact of Distinct Professional Socialization Processes on Teamwork

The capacity to arrive at consensus in decision making is an underlying premise of team-
work; therefore, it is essential to understand the profound impact of the varied professional
socialization processes through which each profession inducts its trainees to its professional
worldview (Cowles & Lefcourtz, 1992; Specht, 1985). Professional socialization shapes val-
ues, language, preferred roles and models of treatment, patterns of communication, methods
of problem solving, and approaches to clients or patients (Bronstein & Abramson, 2003;
Mizrahi & Abramson, 1985; Reese & Sontag, 2001; Waugaman, 1994). The process of be-
coming a professional often involves being mentored or responding to the support of superi-
ors for certain behaviors and attitudes, as well as the formal imparting of professional ethics
and knowledge. As an individual becomes a professional, perspectives particular to that pro-
fession become so ingrained that awareness of them diminishes; thus they often remain un-
examined for their impact on teamwork and collaboration (Abramson, 2002).

Yet distinctions in professional beliefs and approaches to treatment are often at the root
of disagreements among team members. Rather, the source of such difficulties is often as-
cribed to the personal qualities of the individual professionals involved, leaving a critical di-
mension of their collaborative relationship overlooked. Social workers can recognize this
dynamic at work if they reflect on their often-judgmental reactions to colleagues’ “lack of
understanding of the client’s right to self-determination.”

Because professional education rarely educates students about the contributions made
by other professions or about the tools and perspectives they use in their work (Drinka &
Streim, 1994; Julia & Thompson, 1994; Lawson & Sailor, 2000; Waugaman, 1994), we
suggest that social workers make concerted efforts to educate themselves about the social-
ization of other professionals through review of relevant literature and professional codes of
ethics other than their own. Most important, social workers can compensate for the gaps in
professional education through systematic, face-to-face discussions with their colleagues in
other professions about the factors that have shaped their professional perspectives. See Ta-
ble 22.2 for a list of questions that can serve as a guide for such discussions.

Clients and their families are also unlikely to understand the norms or socialization of
professional team members; lack of such knowledge can put them at a considerable disad-
vantage when attending team meetings. Here it is incumbent on the social worker to prepare
and guide the clients and families as to the professional orientations and roles of the differ-
ent professionals. The social worker also can assist clients to communicate those aspects of
their own culture and socialization that need to be taken into account in decision making;
these can include the impact of their neighborhood, culture, country, race, values, religion,
and socioeconomic status on their situation and preferences in problem solving.
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Communicating the Role of Social Work on Interdisciplinary Teams

Clear articulation of the social work role is a necessary precondition for effective collabora-
tion by social workers with others on the team. Although social work educators have made
a strong beginning in defining social work roles (Cournoyer, 1991; Germain & Gitterman,
1996), not enough has been done to define how these roles are delineated or described in
collaboration with others (Specht, 1985). Studies of nursing and teaching professionals have
found that a clear understanding and articulation of one’s own role is a critical variable in
successful teamwork (McKiel, Lockyer & Pechivlis, 1988; Mitchell & Scott, 1993). Yet
clear role articulation is especially difficult for social workers because the social work pro-
fession has had difficulty defining itself; therefore, there is much ambiguity among the gen-
eral public and other professionals as to what social workers “do” (Condie, Hanson, Lang,
Moss, & Kane, 1978; Cowles & Lefcowitz, 1992; Gartner, 1976; Gibelman, 1995).

Social workers have often contributed to lack of role clarity through their reluctance to
accord their resource-procurement and advocacy activities equal status with their counseling
roles (Abramson & Mizrahi, 1994). Because the prior activities are often those most easily
understood and appreciated by clients and other professionals (Cowles & Lefcowitz, 1992),
social workers handicap their effectiveness on teams if they do not actively communicate the
professional complexities of these activities. They also miss the critical opportunity to por-
tray the uniqueness of social work’s capacity to integrate traditional clinical skills with “sys-
tems” work, which provides more integrated services to clients (Abramson, 1993; Mizrahi
& Abramson, 1985). Rather than bemoaning the poor understanding by others of their role,
social workers need to accept responsibility for active and consistent education of their
teammates about their contributions to client care on a case-by-case basis (Abramson, 1993;
Abramson & Mizrahi, 1986; Bronstein & Abramson, 2003).

ATTENDING TO GROUP PROCESSES IN TEAMWORK

The team is a group; thus, group intervention principles can provide the foundation for ad-
dressing group-process issues that arise. It is reasonable to assume that any team, however
well functioning, will encounter group dynamics that can undermine its effectiveness. Even
when things are going well, consciousness of team dynamics will only serve to enhance the
team’s efficacy. We share the assumption of most teams that their primary function is to fo-
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Table 22.2. Understanding the Socialization of Other Professions

Questions to ask other professionals

• What is the structure and nature of their training?

• What is the primary focus of their code of ethics?

• What are the values that are most stressed in their training?

• What makes a good doctor, nurse, or occupational therapist, and so forth?

• What is most important to them in taking care of clients (or patients, students, inmates, etc.) or in
doing their jobs?

• How do they see their role in relation to clients?

• To what model of treatment do they subscribe?

• What accountability mechanisms are common? What is their relationship to any administrative or
supervisory structure?

Note. From Abramson (2002).



cus on those tasks that directly affect delivery of services to clients; such activities are the
raison d’etre for the existence of teams. However, we recognize, as does Shulman (1982, p.
221), that often, “attention to the process leads directly to work on the task.”

Certain tensions are inherent to teamwork and need to be accepted as normative rather
than viewed as obstacles. Many of these very tensions contribute to the richness and creativ-
ity of the collaborative process, such as the range of professional perspectives or diversity of
participants’ language, culture, or race (Abramson & Rosenthal, 1995; Kane, 1975; Mizrahi
& Rosenthal, 1992).

The remainder of this chapter identifies the group work–based intervention strategies
and skills that team members and team leaders can draw on to facilitate team functioning.

Monitoring and Assessing Team Processes

Monitoring team processes is a critical team-maintenance task for all team leaders and team
members; yet it is a responsibility often taken on reluctantly. Participants need the capacity
to think simultaneously about treatment and team issues so that they are able to address
those team-process issues that obstruct the client-centered goals of the team. Social workers
are well prepared to assess those team dynamics that arise in a particular team meeting,
those that are carried over from one team meeting to another, and those that may plague a
team for an extended period of time. When working with client groups, they typically attend
to interactions among clients while also addressing the topics being discussed; thus they can
draw on similar skills in working with teams. Their systems orientation can assist them in
evaluating organizational factors that impinge on team functioning, and their skills at tun-
ing in to an atmosphere of tension or lack of productivity can position them to bring such is-
sues to the attention of the team. Such interventions should be encouraged for all team
members, but social workers come to teams with the skill repertoire to take on this role. The
following example demonstrates such an intervention.

At a team meeting in a rehabilitation hospital, the team leader, who was a physician, mentioned
that he would begin interviewing applicants for the position of team psychologist. The former
psychologist had been involved in some jurisdictional conflicts with the consulting psychiatrist,
the nurse clinician and the social workers. The team leader did not seem to expect any discussion
of his announcement and proceeded to review the patient roster for the week. Each team member
presented a case for which the intake assessment had been completed. However, the usual ex-
changes about appropriate treatment approaches did not take place. The leader seemed baffled,
asked team members for their opinions several times and then just made the decisions himself.

Finally, one of the occupational therapists commented that everyone sure was quiet today.
That remark created more silence. Then one of the social workers said that she didn’t know if
other people were also preoccupied, but she knew that her mind was on the possibility of a new
psychologist and whether the same problems would exist with a new person. When several heads
nodded in agreement, she suggested that it might be helpful, either now or later, to discuss the job
description for this person. The team leader said he knew there had been some problems, but
maybe he wasn’t as aware of them as they were. Several people volunteered to meet with him
after the meeting to discuss it further. (Abramson, 1989, pp. 49–50)

Contracting with Teams

It is all too rare for teams to have a formal discussion of how the team will operate in rela-
tion to membership, attendance, leadership, roles and allocation of responsibilities, decision
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making, and preferred models of treatment (Kahn, 1974). Rather, it is much more the norm
for these aspects of teamwork to be established by default, by leader preference, or by tradi-
tion rather than selected because they make the most sense for a particular team (Abramson,
1989). New members typically “learn the ropes” and become socialized to team norms by
observing rather than through any form of direct assistance, such as an orientation process
(Sands, 1989). The discomfort of being an outsider frequently motivates new team members
to adopt behavior that will be seen positively by the team (Levi, 2001; Sands, 1989; Werther
& Davis, 1985). Thus the opportunity for the team to benefit from the ideas and experi-
ences of new members is often lost. Clients and family members attending team meetings
may also hesitate to share their perspectives or advocate for themselves before learning the
norms of preexisting teams.

The most obvious time to develop a team contract is at the point of team formation or
restructuring, although clarification or modification of the contract can be sought at any
time. This contract then provides the baseline against which to measure the progress of the
group; members and workers thus use their shared understanding of the contract to identify
forces that may obstruct their efforts to accomplish their objectives or that “get in the way
of the work” (Shulman, 1999).

It is a natural extension to apply contracting concepts used in group work to team-
work. However, concerted effort may be necessary to engage teams in contracting or
recontracting processes because so few teams have approached their work in this way. Many
of the difficulties faced by teams rest in unexamined assumptions and can be effectively ad-
dressed through a well-developed contracting discussion. An abbreviated version of such
contracting can occur when new staff members, clients, or family members join the team or
when other external forces have an impact on the teams’ work.

A team that developed individual education plans (IEPs) for students at an urban ele-
mentary school functioned well together for many years in a somewhat static environ-
ment. Their unspoken contract for work was based on their assumptions about how to
work with the population of students and families who had participated in the school
for many years. Recently, however, individual team members had expressed feelings of
frustration and a sense that they were not as successful in working with the students
and their parents as they had been in prior years. After careful thought, the social
worker assessed that neighborhood demographic changes over the previous two years
had created new problems for the team. During that time, an increasing number of im-
migrants from Haiti had moved into this previously white working-class community,
and their children were entering the school.

Team members had been feeling ineffective and were relieved when the social
worker suggested that a new contract for work needed to be established, one that was
based on the needs and strengths of the new population of students and families. The
worker agreed to locate reading materials on Haitian culture to share with team mem-
bers in helping to craft such a contract. She also agreed to plan a forum for dialogue
with immigrant parents at a faculty meeting about the different educational expecta-
tions for students and parents in Haiti and in the United States. This new information
then became the basis for a team contract regarding expectations and roles for profes-
sionals and families in the future IEP meetings.

Creating a Climate of Openness, Trust, and Group Cohesion

Group cohesion is difficult to describe, but most team participants would swear that they
“know it when they experience it.” Although team cohesion is generated from a number of
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sources, team members primarily experience it in an affective way, as a sense of belonging
and ownership of the team’s processes and outcomes (Keyton, 2000). Fleming and Monda-
Amaya (2001) note that experiencing trust and respect for other team members, as well as
comfort in sharing ideas, contributes to team cohesion. Cohesion has been identified as con-
tributing to commitment to the team (Barrick, Stewart, Neubert, & Mount, 1998) and to its
effectiveness (Fleming & Monda-Amaya, 2001). Commitment has also been found to be en-
hanced by highly collaborative teamwork styles, greater role clarity, and acceptance of team
goals, values, and norms of performance (Lewandowski & GlenMaye, 2002; Nandan,
1997). These variables significantly affect satisfaction with the team as well, with respect for
colleagues having a major impact on satisfaction (Abramson & Mizrahi, 1996; Bronstein,
2002; Lewandowski & GlenMaye, 2002).

A social worker wishing to facilitate the development of greater team cohesion would
do well to focus on promoting mutual-aid processes within the team. Team members clearly
need each other to accomplish their assigned responsibilities, and thus they are engaged in a
mutual-aid process. Some key aspects of mutual aid likely to play out in team interactions
include: mutual support; a mutual demand or expectation to accomplish the work of the
group; sharing data; the development of the “all-in-the-same-boat” and “strength in num-
bers” phenomena; discussion of taboo areas; and joint problem solving (Bronstein & Kelly,
1998; Shulman, 1999).

Mutual support occurs when team members are “there” for one another as they deal
with challenging patient/client circumstances and with the disappointments and struggles
that are part of their daily work lives (Bronstein & Kelly, 1998). Such support provides the
cushion that then allows team participants to assert their expectations of each other or make
a “demand for work” (Schwartz, 1961). That same sense of support also makes the discus-
sion of more taboo or painful topics possible (Shulman, 1999), and the sense of “strength-
in-numbers” and that we are “all in the same boat” can encourage both staff and client/
family team members to take on challenging or intimidating issues and tasks (Bronstein &
Kelly, 1998).

Other strategies also increase trust and create a climate of openness. Some of these are
most effective if they come from a team leader as the leader often has disproportionate influ-
ence on the development of team culture and norms. For example, the leader can mediate
the tendency in many teams for higher status professionals to dominate decision making by
promoting participation by others and supporting their contributions. At times, the leader
may need to directly question an assumption or mode of operating of a higher status mem-
ber whom others are hesitant to confront (Abramson, 1989). Team leaders can promote a
sense of identification with the whole team, even in the face of sometimes contradictory pro-
fessional ideologies and loyalties; however, to accomplish this, leaders must demonstrate
evenhandedness in territorial disputes and must be careful not to overidentify with or over-
protect members of their own profession. Finally, leaders can offer an optimistic vision of
the team’s potential for problem solving and working effectively together; communicating
such a perspective evokes the energy, motivation, and capacity needed for successful team-
work (Abramson & Rosenthal, 1995).

Team members also can contribute to team cohesiveness and an atmosphere of respect
and trust by modeling positive team behavior, even when a team leader has not created such
norms. Support for others who take risks can be critical, as can building on or supporting
another member’s ideas. If a team member evaluates the idea of another member on its
merit, without regard for the status or personal appeal of the individual or for his or her
subgroup affiliations, others are more likely to do the same (Fisher & Ury, 1983). In a simi-
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lar vein, it is essential that all team members maintain a “politeness ritual,” because model-
ing a professional demeanor when dealing with strong professional or personal differences
can activate norms of responsibility in others (Mikula & Schwinger, 1978).

Dealing with Conflict

Teams who can successfully manage conflict find their cohesion as a group greatly enhanced
by their capacity to deal with differing points of view. The development of consensus in de-
cision making and growth in team functioning often depends on the ability of group mem-
bers to confront conflict within the group directly (Northen, 1988). The inability to deal
with conflict within the team is perhaps the most critical obstacle to effective collaboration
(Sands, Stafford, & McClelland, 1990). The following factors are likely to produce conflict
(Abramson & Rosenthal, 1995):

• The participants have a history of adversarial relationships.
• The team includes ideologically diverse participants or those with different profes-

sional or organizational cultures.
• The outcome has the potential to shift dominance from those in power.
• The participants hold differing interests regarding the desired outcome.

Although many difficulties in addressing conflict in teams are encountered by individ-
ual team members and leaders, numerous tried and tested approaches exist that teams can
draw on to manage conflicts. For example, efforts by “opposing” team members to recog-
nize and understand the varied investments of stakeholders in a particular perspective can
provide a foundation for “getting in others’ shoes.” Such assessment is the first step toward
developing strategies to resolve conflict. Because these strategies are grounded in both an in-
tellectual and an empathic understanding of another’s perspective, there is greater likelihood
that they will be effective. Most professionals are familiar with listening skills and apply
them successfully when working with clients; however, once again, they often do not apply
such skills with their colleagues or recognize the potency of this approach for collaborative
interactions. However, the presence of clients and family members in team meetings may
help to evoke the listening skills that most professionals possess.

Helping team members to acknowledge a conflict and express the reasoning behind
conflicting opinions and alternatives can be a significant first step. When positions harden, it
is useful to develop jointly agreed-on decision criteria or to identify the acceptable and unac-
ceptable parts of each alternative; then it is often possible to combine the acceptable parts of
several alternatives into one solution (Toseland & Rivas, 2001). Because resolving conflict
inevitably involves some redistribution of power, it is important to avoid a total win-or-lose
situation (Gouran, 1982). Common ground can be sought through reframing a contending
perspective in terms of others’ needs, ideology, or language. For example, a social worker in-
terested in obtaining service for a client might stress the potential for learning from a specific
case when presenting it at an intake meeting in a training setting (Abramson, 1989).

Much dissension or disagreement is expressed indirectly in team meetings through inat-
tention, exchanges of glances, loss of eye contact, evidence of irritation or frustration in tone
of voice, subgroup talking, sub-rosa or sarcastic remarks, eye rolling and even physical rest-
lessness. It is essential to address these indirect communications of conflict (see Table 22.3
for conflict resolution strategies). Such behavior should stimulate other participants to seek
out the underlying meaning. It is more effective to bring the behavior to the attention of the
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team through humor or use of one’s own feelings rather than “accusing” others; in this way,
defensiveness can be avoided, and others will be more likely to engage in an exploratory
process (Abramson, 1989).

Developing Client-Centered Norms

At times, teams develop a culture or set of norms that can have a negative impact on clients
and families. Teams that deal with client problems that are complex, overwhelming, and not
easily addressed may find themselves using “black humor” or “client blaming” to deal with
their frustrations (Fox, 1980). Teams and team members may lose the capacity to individu-
alize certain categories of clients, especially those with a poor prognosis, those perceived as
manipulative, or those for whom available interventions do not easily succeed. Such behav-
ior may be less apt to occur overtly when clients and family members routinely participate in
teams; however, it still may occur in informal or formal team discussions when they are not
present or in subtle or nonverbal form when they are.

An alert team leader needs to identify such patterns and call the members’ attention to
them; an individual member also can raise such issues with other members and/or the team
leader so that support is generated for addressing the problem. It can be helpful to use a re-
treat format, away from the pressures of client care, to reflect on the dynamics and resolu-
tion of the problem. The following example illustrates such a situation.

Team members in an outpatient clinic for substance abusers had begun to set very limited treat-
ment objectives for low-income clients. The team leader assessed this response as relating to a dis-
proportionate number of treatment failures with this group of clients. She observed team mem-
bers gradually withdrawing from this population and decided to raise the issue at the team
meeting. After evoking much frustrated commentary from the team members, she suggested that
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TABLE 22.3. Consensus-Building and Conflict-Resolution Strategies for Teams

• Emphasize points of consensus and broad, unifying themes.

• Deal with safer issues initially.

• Partialize conflicts into manageable parts and into areas in which there is common ground.

• Combine the acceptable and unacceptable aspects of each alternative into solution.

• Use decision criteria jointly agreed on.

• Gain consensus incrementally—a piece at a time.

• Reframe issues in terms of others’ language or ideology.

• Demonstrate support and respect for differences—build culture in which difference is tolerated.

• Avoid self-righteousness.

• Separate the person from the issue.

• Emphasize unifying themes.

• Reach for indirect expression of difference.

• Don’t paper over underlying but deeply felt disagreement.

• Recognize impact of socialization differences; develop strategies more relevant to those kinds of
differences.

• Maintain a professional demeanor.

• Avoid a total win-or-lose situation.

• View conflict as a normal and helpful part of teamwork.

Note. From Abramson (1989, 2002); Graham and Barter (1999); and Toseland and Rivas (2001).



there might be other approaches that the team could develop to work more successfully with
these clients. She proposed a workshop that would have components of specialized training with
a consultant, followed by brainstorming sessions to integrate the consultant’s input with the ex-
tensive knowledge already available within the team. (Abramson, 1989, p. 55)

Integrating Clients and Families into Teams

Although the inclusion of clients and families in teams has been discussed throughout this
chapter, it is a complex process that deserves further discussion. Clients and families present
their own unique set of challenges to team functioning, yet their involvement also opens up
an array of possibilities that would not exist without their involvement. The two major chal-
lenges that result from including clients and families as core team members include their
time-limited involvement and their perceived power deficit.

Even though team membership is often somewhat fluid, the time-limited involvement of
the many clients and their families whose needs the team addresses poses particular chal-
lenges. However, as professional team members work together over time, they can develop
ways to best greet, guide, and welcome the input of clients and families into their care plan-
ning. Strategies for incorporating clients and families successfully into teams include (1) pre-
paring clients and families for team participation; (2) jointly developing meeting agendas;
(3) limiting the number of professionals present; (4) avoiding technical language; and (5)
keeping client/family concerns central (Opie, 2000). Social workers have revealed that more
productive team interactions and outcomes have occurred when clients and families are in-
volved in all stages of decision making (Bronstein, 2002).

The challenges inherent in the power differentials among team members were noted
earlier; inclusion of clients and families in the team makeup can further complicate the
team’s power dynamics due to their status as recipients rather than providers of service. So-
cial workers can help to empower clients and families such that their involvement goes
beyond token status to actually holding teams accountable for providing the best possible
care plan available. In some circumstances, clients and family members may be better able
to challenge higher status professionals (i.e., physicians) than are social workers, nurses, and
other professional “colleagues.” In order to have an interprofessional team that truly serves
clients’ best interests, those clients and their self-defined family members need to be integral
team members. Achievement of such an objective requires team members to value the input
of clients and families as critical to the entire process of design, definition, development, and
attainment of goals. Active participation by clients and families in teams can begin to make
inroads into correcting the enormous imbalance of power between them and the profession-
als who so often make decisions of great consequence for their lives.

Future Directions in Teamwork

This chapter has examined those factors likely to affect team processes and identified the
group work strategies most likely to improve team functioning. Given that teams are the pri-
mary mechanism for service delivery in many settings, developing teamwork approaches to
enhance their effectiveness can only better serve clients and families. However, research on
the work of interdisciplinary teams needs to be expanded. Although much clinical wisdom
and many case studies exist to guide this work, we need to increase efforts to develop
evidence-based models to define and guide best practices. A number of instruments exist in
social work and related fields to assess teamwork, but these instruments rely largely on self-
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report (in social work, Bronstein, 2002; in nursing, Joy & Malay, 1992; in early childhood
education, Garland, Frank, Buck, & Seklemian, 1995; and in organizational research,
Kivimaki, Kuk, Elovainio, & Thomson, 1997, and Watson, Johnson, & Merritt, 1998). Spe-
cific areas cited in the literature as influences on teamwork should be empirically examined
for their impact on team processes and outcomes—differential professional socialization,
structural and organizational dimensions, contracting processes, the balance between task
and process emphasis in teams, conflict management strategies, personal characteristics, and
so forth (Bronstein & Abramson, 2003). Also, group workers in practice and in academia
can add to the knowledge about teams with case studies, models, and research that looks
particularly at dynamics that occur when clients and families are integral team members.

In addition to further research efforts, social work educators can make more explicit
linkages between students’ knowledge of group work and their work on interdisciplinary
teams. This content should be required in foundation-level micro and macro practice
courses, as well as in concentration-level courses in group work practice or interdisciplinary
settings. Assignments in these courses can focus on collaborative as well as clinical work.
Outside the classroom, field instructors can also foster this linkage in their supervision of
students in the field. For example, field instructors can require that students produce process
recordings of team meetings. If this aspect of their practice is elevated in importance to that
given direct work with clients, and if students are evaluated on their performance in collabo-
rative arenas, they will be eager to learn teamwork and collaborative skills. Field instructors
will also need to articulate and consistently reinforce the connections between the group
work skills that students are using in their clinical work and the skills they will need as team
members.

Last, it is critical to keep in mind that interdisciplinary or interprofessional teamwork is
only one “type” of collaboration; it is not exercised in a void and is best achieved when in-
terlocking with a number of other “types” of collaboration. Payne (2000, p. 3) argues,
“teams cannot just be about interpersonal group relations among professionals working to-
gether”; they “must also be a center of relationships within wider multi-professional, service
user and community networks.” These other forms of collaboration require the same skills
necessary for interprofessional teamwork (Payne, 2000). Lawson (2003) categorizes these
collaborative types as intraorganizational, interorganizational or interagency, and commu-
nity based, among others.

Intraorganizational collaboration speaks to relationships within the same organization
that stretch beyond the interprofessional team. This kind of collaboration is fostered in
agencies in which professional and nonprofessional staff members share and feel empow-
ered to support the agency mission. Intraorganizational collaboration occurs, for example,
when a school bus driver, who is not a formal team participant, speaks to a teacher about
something significant he has heard from a child on his bus. It is fostered when secretarial
staff members at a mental health clinic, who are not usually part of the team, are included
with professional staff in an in-service training session about ways to handle clients exhibit-
ing upsetting behaviors in the waiting room. Collaboration that extends beyond the team
lays a foundation for the advancement of team goals and processes by informally incorpo-
rating the contributions of other agency workers.

Interorganizational or interagency collaboration, often referred to as services integra-
tion, attempts to secure genuine engagement, shared responsibility and accountability, and
coproduction capacities among two or more organizations (Lawson, 2003). These collabo-
rations are most successful when agency relationships, policies and practices are formalized
into clearly articulated agreements that go beyond what occurs when two or more agencies
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merely work together side by side on a shared initiative. For example, when hospitals have
interagency agreements with community agencies, attendance by representatives of these
agencies at team meetings to plan patient discharges can facilitate more seamless transitions
for patients. In addition, such interagency relationships can extend the team’s impact
through the building of coalitions to address service gaps and local, state, or even national
legislative and policy advocacy.

Community collaboration involves soliciting input, investment, and participation from
lesser heard residents and service providers about local needs and initiatives. This involve-
ment can enhance the interdisciplinary team in its work by providing resources and informa-
tion not otherwise available. A wide consumer base can be garnered through community
collaboration, which can broaden team goals and also provide support to the team in devel-
oping and advocating for a policy agenda that is truly grounded in community needs.

In addition to these kinds of collaboration, Lawson (2003) identifies other larger sys-
tem levels as important in supporting successful collaborations for the interprofessional
team. These include intragovernmental collaboration, intergovernmental collaboration, and
international collaboration. The connections between these types of collaboration and
teams need further exploration; however, it is safe to assume that governmental and global
factors will have ever-increasing impact on services to clients and thus on the teams trying to
provide care.

CONCLUSION

The purpose of this chapter has been to discuss the application of group work knowledge
and skills to productive teamwork. However, this application cannot occur in a vacuum. It
cannot be fostered without the assistance of researchers who build knowledge about pro-
ductive teamwork processes or without social work educators who pass this knowledge on
to students. And team processes cannot develop effectively without the contextual supports
and other “types” of collaboration necessary to build and pave the road on which teams
need to walk in their journey to serve clients. We count on teams to be a primary mechanism
for service delivery, yet we provide little of the conceptual and skill-building supports neces-
sary to do the job we expect of them. Here we suggest that some of the resources needed are
available to social workers through their understanding of group processes and interven-
tions with groups. We encourage teams to attend to their internal processes in the belief that
such attention can make a significant contribution to improved team morale and to better
outcomes for clients and families.
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Chapter 23

Group Work with
Working Groups

PAUL H. EPHROSS
THOMAS V. VASSIL

This chapter discusses group work with working groups, those formed to produce a
product or outcome external to the group itself. These groups seek to fulfill a specific func-
tion for the organization, community, or social movement of which they are part or which
they represent. Others have used such terms as task groups, administrative groups, staff and
administrative groups, groups for indirect services, groups in organizations, and citizens’
groups to distinguish such groups from those whose primary purpose is to bring about
change in the members themselves through the processes of group treatment or group ther-
apy or through psychoeducational experiences (Ephross & Vassil, 1988, pp. 1–9).

The term “working groups” can be controversial. Treatment groups, those formed for
the purpose of healing their members, also regard themselves as “working” in the sense that
the group is addressing its therapeutic purposes. Others point out that certain phenomena
are characteristic of all groups, regardless of their purpose (Hartford, 1972; Henry, 1992).
Henry notes, however, that

groups are an appropriate form for offering service to people with personal needs that are so-
cially oriented. There are other kinds of needs, however, for which groups are an appropriate
form of service. These are needs outside a person’s individual needs, ones that can be met in some
formal organization: boards, committees, and task-action groups, for task accomplishment;
agency in-service training, supervision and staff development groups, for role performance, and
consultation groups with decision and policy makers, with administrators, with direct service
providers or with interdisciplinary teams, for improving the functioning of an organization.
(1992, pp. 248–249)

All groups share characteristics, but there are different types of groups. In task-specific
groups, work is defined by specific problem-solving activities that may range from creative
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to mundane (Thelen, 1958). These activities are meant to bring about change either in sys-
tems external to the group or in an organization or community of which the group is a part.
Conscious of its limitations, we choose the term “working groups” as the most inclusive.

Examples of working groups are:

• Staff groups—the staff employed by human service and health care organizations,
paid and volunteer, composed of social workers or organized into multiprofessional
teams.

• Administrative groups within larger organizations—committees or task forces charged
to carry out a job or to provide a particular product for the entire organization or
groups established and charged with responsibilities by statute or ordinance; often
these are interagency bodies that prepare a budget proposal, or review and evaluate
the performance of an organization, or investigate accusations of malfeasance.

• Fiduciary groups such as boards of directors, electors, governors or trustees—
whether established by law, in the case of a governmental organization or corpora-
tion, or through bylaws, as in the instance of a voluntary not-for-profit or for-profit
service delivery organization.

• Well-established or ad hoc citizens’ organizations—these may involve citizens of a
particular polity or residents of a neighborhood; members of one or many religious
congregations or denominations or religious faiths; or persons representing one or
many ethnic or racial groups or nationalities who are seeking help from a social
worker who has the executive ability and skill to help them accomplish their pur-
poses.

• Groups defined by their own needs for a particular interest or activity—for example,
mothers or fathers of small children seeking to expand day care opportunities in their
community.

• Groups within advocacy organizations that represent and seek to advance the inter-
ests of particular populations—these may be themselves or others, defined by geo-
graphical, demographic, or ethnoracial identities, religion, gender, age, health chal-
lenges, sexual orientation, political principles, history, nativity, or aspirations.

• Groups within professional and multiprofessional organizations—the former to ad-
vocate for the interests of the social work or other profession of which it is part, the
latter generally concerned with a specific social or health problem—such as meeting
the needs of young people with juvenile diabetes or the nutritional needs of older
people or the job training needs of recent immigrants; revising the procedures
through which children are assigned to foster homes is another example, as are
groups within labor unions and coalitions of various unions.

• Groups composed of organization representatives—staffing such groups is often a re-
sponsibility of social workers employed by federations or associations of agencies, by
the United Ways, or by various other kinds of councils of agencies or fund-raising
and allocation agencies or even representatives of treatment agencies that serve the
same local or metropolitan community.

Working groups are composed of a number of members. One of the members has a spe-
cialized role—namely, carrying executive responsibility for serving the needs of the group
and helping the group implement its decisions. That person is charged with representing and
working on behalf of the group as a whole—in many instances with working to achieve the
purposes of the larger organization or community—and is generally paid for fulfilling the

Group Work with Working Groups 401



professional role, though volunteers are not unknown in this role. We prefer the term “staff
person” to identify this individual to the term “worker.” The latter term has little currency
outside the profession of social work, whereas the alternative term, “facilitator,” has be-
come so broad as to render it meaningless in many organizations and settings.

WHAT IS DIFFERENT ABOUT WORK WITH WORKING GROUPS?

Social workers not only staff working groups but also participate in them as members and
serve as their chairpersons and as members and chairpersons of subunits such as commit-
tees, subcommittees, and task forces. Much of the work of the social work profession itself
is done in and by working groups. Thus group workers need skill not only in staffing but
also in taking the roles of member and chairperson in working groups (Balgopal & Vassil,
1983; Henry, 1992; Bertcher, 1994; Toseland & Rivas, 1997).

Staffing working groups has long been a part of social work. The profession grew out
of volunteer organizations, stimulated in part by the emergence of the Social Gospel move-
ment in the various mainline Protestant denominations in the late 19th century and in part
by the efforts of immigrant Catholics, Jews, and others to learn the English language and the
skills to become Americans (Ephross & Vassil, 1988; Hartford, 1964; Siporin, 1986). In the
early history of social work, much of this staffing responsibility fell to the chief staff mem-
ber, variously known, over time and different organizations, as the general secretary, the ex-
ecutive secretary, the executive director, and now often as the chief executive officer (CEO)
or the president, in imitation of business nomenclature. In the past, many social workers,
devoted to direct practice, have shown a lack of interest in working with boards, commit-
tees, and community groups. An exception to this trend was, and still is, to be found in the
settlement house–neighborhood center movement (Trattner, 1989). Staff members of these
agencies have always understood the importance of working closely together with neighbor-
hood and community groups.

Many contemporary group work textbooks devote a chapter to working groups (e.g.,
Brown, 1991; Garvin, 1997; Toseland & Rivas, 1997), whereas others (e.g., Northen &
Kurland, 2001) view work with all groups through a common set of lenses, with only occa-
sional references to working groups. It is interesting that community organizers and admin-
istrators, both of whom work extensively work with working groups, largely gloss over the
question of group work skill. Three exceptions to this general comment should be noted.
The first is an aging but still vital book by Steve Burghardt (1983), in which he devotes a
major chapter to an account of the importance of working group skills for community orga-
nizers and the personal stresses and issues raised by community organization practice, espe-
cially in working with and in working groups. A second is the work of John Tropman,
whose classic manual, Effective Meetings (1980), and later writings (e.g., Tropman, 1987),
have emphasized the importance of skilled planning and use of self by the staff person in
helping working groups accomplish their purposes. Tropman teaches the need to balance
helping group members to meet their participatory needs with helping the groups of which
they are part to accomplish their goals. A third exception is a chapter titled “Group Work in
Context: Organizational and Community Factors” by Elizabeth A. Mulroy (2004), in which
she relates the external turmoil of contemporary American economic and social contexts to
the internal processes of groups within service delivery organizations.

Small groups can be viewed as the decision makers and framers of organizations (Lin-
coln, 1989). Small groups are incubators of organizational cultures, which, in turn, affect

402 ORGANIZATIONAL AND COMMUNITY SETTINGS



volunteers, staff members, and clients of service delivery organizations. It is in working
group leadership and membership that careers are forged, maintained, or left to wither.

A cautionary note is in order. Not all collectivities or aggregations, whether inside or
outside organizations, deserve to be called groups. There are many group-like collectivities
that may be called “groupoids.” Some look like functioning groups, and a few even sound
like them. What makes them groupoids rather than groups, though, is their lack of adequate
completion of the processes of group formation and development. The structures first
taught us by Coyle and refined by the various useful and helpful stage/phase models from
social work and cognate fields as to what is and what is not a group need to be borne in
mind (Coyle, 1937, 1947, 1948; Garland, Jones, & Kolodny, 1965; Hartford, 1972; Sarri &
Galinsky, 1985; Schiller, 1995; Schwartz, 1976; Tuckman, 1965; Tuckman & Jensen, 1977).
Research into working groups and social work in working groups needs to come from stud-
ies “in the wild,” studies of actual groups in their organizations and communities, what Frey
(2003) has called “bona fide groups.”

WORKING GROUPS AS DEMOCRATIC MICROCOSMS

More than 60 years ago, Erich Fromm (1941), then a refugee from a brutal dictatorship that
sought his destruction and that of his people, argued that there is a human need to escape
from freedom. What, after all, is so bad about an effective, humane dictatorship in a group?
In our views and experience, what is so bad is that it prevents a group from forming as a
democratic microcosm, keeps its members and its leadership from assuming responsibility
for themselves and their work, and, in the end, prevents a group from being effective. It also
funnels communication with the outside world through quasi-parental leadership figures,
rather than promoting the development of open-system mechanisms for feedback from the
other parts of the ecological system of which the working group is a part. Participatory de-
mocracy, within laws and a structure of rules, checks, and balances, is a requirement for
group productivity. Modeling, teaching, and insisting on this participatory democracy is a
prime function of the professional worker in groups.

This description may bring to mind a chaotic picture, but nothing is further from the
atmosphere of participatory democracy than chaos. Civility and authority are prime require-
ments for democratic group function (Ephross & Vassil, 1988). Nothing positive takes place
within a working group in the presence of fear, threats of retribution, violence directed at
members, their group, and organization, or the threat of violence, scapegoating, or persecu-
tion. Helping to prevent the formation of a group culture based either on chaos and a lack
of equanimity and civility or on interpersonal domination, fear, and scapegoating is a prime
responsibility of the professional staff person in a group. Shulman (2001) suggested that the
proper way to deal with a scapegoating process was preemptive intervention, whereas
Northen and Kurland (2001) point out that the role of scapegoat in a group is an
interactional role, not a one-way process imposed on one or more group members.

The staff person’s role is to declare scapegoating unacceptable if the group is not able to
get across this message by itself. Approaches need to be clear and based on the realities of
the group’s purpose. For example, statements such as, “We don’t do that here,” “This is not
what we’re here for,” or “How will this help us get done what we need to?” can help a staff
person to begin or end such a process.

The same may be said about discrimination and hate speech directed at members of
those within or outside the group or organization because of their personal identities:
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ethnoracial group, gender, immigrant status, political position, sexual identity, social class,
religion, condition of handicap, or any other social characteristic. As much as civility and
safety are requirements for working groups, so is the perspective that differences among
members enrich groups and gives their decision making and consideration of issues an
invaluable vitality and relevance to the social world outside the group. Authentic communi-
cation and honest disagreement are valuable to working groups, and freedom of speech de-
serves protection. Fostering intergroup hatreds is neither valuable nor worthy of protection.
Staff persons and members need to decide where the line is in each specific instance.

Groups are and need to be systems in mutual aid. If group members cannot be of help
to each other, then the very reason for groups’ existence is undermined. Working groups are
systems in mutual aid with a common purpose, tasks to perform, and often products to pro-
duce. If accomplishment of their tasks requires a mature working group, it is important for
the organization of which the group is a part, the staff person, and the members to make the
investment of time and energy that helping such a group develop requires. As we have noted
elsewhere, a working group that is moving toward becoming a democratic microcosm and,
we add, a system in mutual aid

should be “our” group. It is never “their” group or “your” group. By these labels, we mean that
each member of the group carries some responsibility for the totality of the group’s functioning.
Everything the group does is the business of every member. All suggestions should be welcomed,
even those that cause problems for the group’s leadership, because they represent an expression
of concern and an input of energy from the member or subgroup offering the suggestions.
(Ephross & Vassil, 1988, p. 52)

The concept of mutual aid has important implications for the professional role behavior
of the staff member. Positive is better than negative, finding good in what members con-
tribute is better than criticism and rejection; and the phrase “conscious use of self,” so
easy to say and often so difficult to enforce, is a prescription for a professional’s behavior
that is as old as group work itself. It is better to be real than to try to be perfect, for gen-
uineness and authenticity on the part of a staff person invite trust, friendship, and partici-
pation, whereas presenting one’s self as perfect both discourages trust and is doomed to
fail.

A FRAMEWORK FOR UNDERSTANDING WORKING GROUPS

Many concepts provide a framework for understanding what goes on in working groups
and guide group workers’ participation and influence in such groups. We only list and
briefly comment on some of these concepts. The reader is referred to fuller discussions else-
where (for contracting, Shulman, 2001; for the others, Ephross & Vassil, 1988). These pro-
cesses include the following.

1. Contracting is especially important in working groups because, with few exceptions,
members of such groups are there either as part of their work responsibilities or as part of
their voluntary behavior as citizens. In either case, it is important that there be agreement as
to why they are there, what the purposes of the group are, what roles members will have,
what risks, if any, come with membership in the group, and who has the ability and author-
ity to decide on changes in the contract. All group contracts are subject to renegotiation by
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the group in the course of its life, and part of the contract should specify who is responsible
for implementing group decisions.

2. Duration of the group is a significant consideration. Short-term and long-term
groups form and operate at different paces. An awareness of the available time frame seems
to seep into working groups. A group that has a total of only four or five meetings to pre-
pare an organizational budget that is due in the state capitol 6 weeks from now will tailor its
use of time, its discussions, and its decision-making process so as to fit within the time avail-
able. The length of a group’s life also has an effect, in our view, on the investment that mem-
bers are willing to make in the group. One is likely to feel more committed when one under-
takes a 3-year term on a board of directors, for example, than when one agrees to attend
two meetings of a focus group. Another factor to consider about the length of a group’s life
is who makes the decision about how long a group will last. Sometimes, of course, this is not
a decision that falls into the group’s purview. But often, the decision can be made by a work-
ing group for itself. Bernstein, who was concerned with group self-determination through-
out his long career, asked, “Whatever happened to self-determination?” (Bernstein, 1993).
Like individuals and families, groups feel a sense of empowerment when they are able to
control important aspects of their own lives and of disempowerment when they are not.

3. The public and private sentiments of members have an important and ongoing im-
pact on working groups. Only a part of group members’ feelings and therefore of their inter-
actions with each other lies above the line of consciousness. This is to be expected and needs
to be understood by other members, by the chairperson if there is one, and by the staff per-
son as well. We select two examples from among many possibilities. Diversity of identity
within a group and between group members and staff person are often present in working
groups. The differences may concern gender, race, ethnic identity, social class, age, level of
handicap, citizenship, sexual orientation, biography, having or not having children—the list
is a long one. Members may be concerned with impressing other members for a variety of
reasons. Interpersonal histories and loyalties, as well as past group experiences, may play a
part. It is not unusual, for example, for community groups, as well as staffs, to contain two
or more people who are related to each other. Not all of the private feelings that one mem-
ber has toward another can be, or even should be, brought into the open or become topics
for the entire group. This does not mean that sentiments derived from past experiences do
not exist in the group. They do, and they should be expected by the staff person, though the
direction that they take and their history is sometimes a surprise.

4. The nature of interpersonal bonding is often different in working groups than in
other types of groups. The relationships formed may be quite intense as long as the group is
working on a project dear to the hearts of some group members, but they may also be task
specific and time limited. When they are not, issues of ethics and boundaries may be raised
and need to be dealt with by the members involved or by the group as a whole, with or with-
out the help of the staff person. For example, working together on a committee or subcom-
mittee or coming to a meeting of such a body at someone’s house may indicate to some
group members an invitation to intimacy that is far from the intention of the subcommittee
chair or the host or hostess.

Borrowing from the language of chemistry, we refer to interpersonal bonds in groups as
“simple” when the exchange between people is largely or entirely informational. We label as
“covalent” an interpersonal bond that is meaningful to two or more group members. We
have in mind a situation akin to what writers from Schwartz (1976) to Northen and
Kurland (2001) have termed “mutual aid” experiences. The latter authors write movingly
about the difficulty that some group members have with accepting termination (2001, pp.
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420–421), and their observations apply to some members’ experiences in working groups,
as well as to members of other kinds of groups.

Some interpersonal relationship experiences in working groups can truly be called
transformative, for the members involved or sometimes for the entire group. We use the la-
bel “coordinate covalent” for such relationships, which may affect a change of roles within
the group or in many areas of group members’ lives far removed from the particular group
(Argyris & Schon, 1974). We recall a good many such relationship experiences in groups
ranging from a settlement house board of directors to a technical advisory committee for a
demographic study of a community’s population. For many people, experiences in working
groups can trigger important changes in racial, ethnic, gender, and class-linked perceptions
and attitudes. Though such experiences are not stated objectives of working groups, in the
vast majority of cases, they are important and deserve empathic support from social work
staff.

5. Molar–molecular characteristics, another borrowing of terminology from the field
of chemistry, are often important in groups. These are part–whole relationships, as among
subgroups—for example, between those who live east of the tracks and those who live to the
west; between old residents and newcomers to the neighborhood; between the men who
once held all of the places on the board of governors and the women who now make up half
of the board. One place in which molar–molecular dynamics can often be seen is in councils,
which are groups made up of representatives from other groups, or in coalitions that have
gotten together because they share positions on a particular issue, though they and their
memberships may differ widely on many other issues. An example may be a statewide coali-
tion that includes many persons from faith-based organizations, which seeks to act on be-
half of the needs of the state’s children. That no child should go without medical care or
enough food to eat may seem to be the only two things on which everyone on the steering
committee of this coalition agrees.

Several of the aforementioned areas raise an issue for practice that causes a common
conflict for staff persons. This conflict is often stated as process and (or versus) product. No
matter how interesting and how rich in social importance, nor how engaging the discussion
is for the staff member, at some point one must seek to limit the discussion because some im-
portant votes are needed on the budget, which is due in the state capitol next Tuesday. De-
spite the fact that there is tension among several subgroups, can the group progress toward
its goal? Or should the staff person influence the group to stop working on its product and
engage in a bit of self-analytic introspection to try to clear the air, as well as the members’
minds? The specific answers to such questions also depend largely on the indigenous leader-
ship of a specific group.

6. Nothing in a working group is more vital nor more complex than leadership. Some
aspects of leadership are personality based, some situationally based; virtually all aspects
have ethnocultural elements; many are linked to gender; some are linked to stability in
group life, and some to crisis.

7. Work, learning, and developmental stages of groups are crucial elements in most
groups at one time or another. Though stages of group development is a helpful concept, it
must be kept in mind that stages are abstract ideas, whereas group members are persons
who live and breathe, regress and progress, express their feelings or not, and sometimes re-
gret whichever path they took. Groups do not progress in a straight line. Also, even though
group members may be meeting the staff person for the first time, various dyads, triads, and
larger subgroups may have known each other for a long time, may have worked together in
other groups, may have gone to the same schools or colleges or worked together on the
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same political campaigns, or may belong to the same civic and social organizations. A first
meeting may be a first meeting in fact or may be a reunion for everyone in the room except
the staff person.

8. The organizational setting is a vital dimension in some groups and less so in others.
What varies greatly is the loyalty that group members bring to the group. Some are loyal to
the organization overall, some to a specific part or branch or department, some to their own
careers in the organization. Some members draw their personal authority and influence
from “local” sources, that is, from sources within the particular organization that sponsors
the group; others from “cosmopolitan” sources, that is, their broad experience in many or-
ganizations or in the world outside of the particular organization’s emphasis (Wilson, 1985).
For some group members, their technical skill is the important link to the group; for others,
there is pleasure and/or gain in being associated with the other people in the group. For
some group members, the group may be a step up from the point of view of social mobility,
either within the organization or in the broader communities. For example, there may be a
traditional family tie to certain boards or commissions or to public service in general, a sort
of noblesse oblige, which spans generations and is a sort of marker of community social sta-
tus.

9. Group composition, group membership and citizenship, and the makeup of the
group as a whole are characteristics that are always present, always important, and always
foci of conflict, growth, or decay. They constitute an important part—though not all, of
course—of the identity of the group and therefore of its life. It is partly for this reason that
the ability to hear—not just in the auditory sense but in the sense of communication—and to
understand others in depth, which is correctly understood as a clinical social work skill, is
also an important skill for members, leaders, and staff persons of working groups. In our
view, participating in, leading, and staffing working groups demand finely honed skills that
are essentially the same as those required for group work with other kinds of groups.
Northen and Kurland (2001) quote approvingly Newstetter’s definition of group work at
the 1935 National Conference of Social Work, the conference at which group work was for-
mally inducted into the social work profession:

All group work has a dual set of objectives, working for social justice and working to meet the
needs of the group members. The balance or proportion of effort that needs to be devoted to each
of the purposes is what differentiates social work with working groups from social work with
other kinds of groups. (Newstetter, 1935, quoted in Northen & Kurland, 2001, p. 9)

LEADERSHIP IN WORKING GROUPS

A distinction should be made between leadership as a function that needs to be performed in
groups and the role of the social worker staff person. Members can and do capably provide
part or all of their own leadership. One of the ways in which group workers can be helpful in
working groups is to help the group identify, support, and work cooperatively with its own in-
digenous leadership. One of the strains that can arise for staff persons is the fact that group
members and the staff person not only share a common human condition—this is, after all, the
case in all groups—but also that frequently group members are as well or better educated than
the staff member, have a variety of life experiences that the staff person may not have, speak in
the idiom of the community or the organization that is the target of the group’s actions, and
may well have access to more and better resources than the professional does.
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When the staff person carries some of the leadership responsibility, one should remem-
ber Kouzes and Posner’s advice that: “Leadership isn’t a place, it’s a process . . . it’s far
healthier and more productive to start with the assumption that it’s possible for everyone to
lead. . . . Leadership is a relationship. . . . Leadership development is self-development”
(Bennis, Spitzer, & Cummings, 2001, p. 85). Slater, in the same volume, points out, “People
don’t need to be controlled and manipulated to commit themselves to a heartfelt vision, and
being controlled and manipulated tends to destroy that commitment. Those trained to a
mechanistic world view often find it difficult to learn this” (p. 115).

Staffing a working group requires a capacity for aloneness, an ability to back off and
see the group and its external environment in a thoughtful and perhaps a new way. It de-
mands believing in the value of conflict and its nonviolent resolution, trusting the processes
of the democratic microcosm, and fighting the natural tendency to do what feels good and
to avoid what does not feel good.

ETHICAL AND MORAL ASPECTS
OF SOCIAL WORK WITH WORKING GROUPS

Working effectively with working groups requires some sense of one’s own and of others’
dignity, but certainly not immunity from human failings. Like other people, social workers
who work in working groups get tired, get annoyed, do not appreciate being the targets of
blame, and are entitled to their hang-ups and feelings. All feelings are acceptable for profes-
sionals in groups. All behaviors certainly are not. Understanding and guarding strictly the
boundary between feelings and behaviors is called professional skill. It is also called observ-
ing professional ethics. Two examples may make this point clearer. It is quite normal for
professional staff to feel attracted to certain group members. It is not acceptable to act on
these feelings, neither to favor some group members over others nor to undertake intimate
relationships with a group member while one carries responsibility for maintaining a profes-
sional relationship. Conversely, it is normal for a professional to like some group members
less than others, even not to like some group members. Again, the principle is that the feel-
ing is acceptable, perhaps to be worked through by introspection, perhaps not. Hostile be-
havior toward such group members is not acceptable and flies in the face of professional
ethics.

Effective group work with working groups requires taking seriously the entire body of
ethics and morality of the social work profession and one’s responsibility to it. It also re-
quires a self-reflective stance, resiliency, and an ability to apologize for mistakes, together
with a kind of indestructibility so far as the group is concerned. Operationally, indestructi-
bility means that one tries hard not to lose self-control, regardless of the provocations; one
does not engage in temper tantrums, in interpersonal violence, or in dramatic scenes involv-
ing leaving the group or returning to it. One bears in mind to the maximum extent possible
that group successes are the group’s, not the professional’s, and that group failures likewise
are the group’s, not the professional’s. Social work with working groups demands a sort of
psychological sturdiness, a sense of not being able to be shocked or recruited into interper-
sonal conspiracies on the one hand and of being able to dampen one’s mood swings on the
other.

Working groups can be quite challenging for social workers. They require that one
come to grips with one’s own limitations on the one hand and with the profession’s commit-
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ment to seeking social justice on the other. One must work toward a certain moral authority
without denying one’s own weaknesses. These groups require the ability to participate and
the ability to learn, as well as the ability to lead and the ability to teach, all depending on the
needs of the group, its members, and its tasks, rather than on needs that arise within the
staff person.

Expertise in the content of the group has some importance. Knowing how to take a
community’s or an organization’s pulse is an important skill, so ability and experience at
quick, small-scale survey research can be a distinct asset. But because it is impossible for
anyone, as a staff person, to have expertise in all areas that a group may need, and because
there may well be someone in the group whose expertise surpasses the social worker’s, it is
important that the staff person not need to be an expert on everything that comes up in the
group’s life. An example that comes up in virtually every group at this time has to do with
expertise in using computer technology. The competition that arises when group members
compare their own experiences and the status that technological sophistication can give to a
group member who may otherwise have little influence or power in the group are common
trends at the beginning of the 21st century.

When he first laid out the functions of the group worker in his classic article, “The
Social Worker in the Group,” William Schwartz (1961) included among the functions of the
group worker “lending a vision,” a vision of how things could be, one that engendered hope
for the future among the group members. It remains one of the major functions for a social
worker in working groups. Unquestionably, the ability to provide staff leadership to a work-
ing group has something to do with personality, with experience, with maturity, with situa-
tional demands, and sometimes with accidental factors as well. From a moral point of view,
we have noted:

Various group members carry differential degrees of moral presence with them in groups. The
presence . . . seems to be linked to a normative perception by group members that a particular in-
dividual is able to balance caring about the group’s success, respect for the contribution of group
members, and knowledge and skill at group processes, as well as the ability to help the group
work with an atmosphere of “equanimity” (Thelen, 1981). . . . Moral presence also reflects a
perception of others that a leader’s own needs are sufficiently under control that they will not
overwhelm a concern for the group’s success. . . . To occupy a leadership position, one need not
be an exceptional person, but one does need to be able to behave in specific patterns in a disci-
plined way. (Ephross & Vassil, in press)

These factors are close to those that have been identified as “moral involvement” in
groups (Balgopal & Vassil, 1983). The importance of supporting and valuing differences
in group composition have been touched on earlier. What also needs to be emphasized
is the important of character, courage, and living with ambiguities in today’s social
milieu.

The past few years have brought authenticated news about personal and organizational
immoral behaviors, such as diversion of philanthropic resources to personal enrichment and
high living and embezzlement and fraud on the part of professional social workers, reflect-
ing similar behavior on the part of organizational leaders in the for-profit sector of the econ-
omy (Axelrod, 2003; Pearlstein, 2003; Vogel, 2002–2003; “Sad chapter,” 2003; Behr &
Johnson, 2003a, 2003b; “Corporate scandals,” 2003).

Such violation of the ethical code of the profession has been unthinkable, with only the
rarest exceptions, in social work’s history. In this atmosphere, we think it makes particular
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sense to teach, reinforce, and uphold the Code of Ethics (National Association of Social
Workers [NASW], 1999). Northen and Kurland (2001) refer to relationship as the core of
social work practice with groups. It should be superfluous, but apparently is not, to under-
score that these relationships need to be based on trust, truth, and confidence between
group members and professional social work staff.

EFFECTIVE METHODS FOR WORKING WITH WORKING GROUPS

Tropman (1980) has done a fine job of developing and discussing various rules and princi-
ples for conducting effective meetings. Without staking a group’s existence on carrying out
literally all of his many rules for meetings, one ignores his advice about agendas, time man-
agement, and related topics at great risk. Agendas, minutes, notices of meetings, reminders,
schedules, follow-up with nonattendees—these are the day-to-day caretaking instruments
for working groups.

For staffing working groups, the following is a list of techniques that, properly used
and properly timed, can be effective.

1. Silence, not saying anything while behaving nonverbally in an accepting and inter-
ested way, is one way of permitting or even requiring group members to work on their tasks.
Expressing empathy, sometimes in the form of sympathetically asking for clarification or
more information, is a way of relating to individual members, a subgroup or the group as a
whole.

2. Mirroring or reflecting feelings, as well as providing client feedback, can lead to
group reassessment, to recentering, to clearing away obstacles and enabling the group to
move ahead. One needs to be concerned with not overloading any one or small number of
group members in this process. Social workers are not the only people who find taking criti-
cism difficult at times.

3. Exploring, probing, and questioning, especially through using open-ended ques-
tions, is often useful for a variety of purposes in addition to the stated requests for informa-
tion. For example, one way to involve group members who seem under- or uninvolved is to
ask for their opinions. Sometimes it helps check out what appears to be unanimity but may
just be hesitation on the part of some members to disagree with a predominant point of view
or to risk others’ disapproval.

4. It can be useful at times to give directions or advice. This is particularly the case
when groups are clearly formed and have developed confidence in their own abilities. When
one knows one’s group thoroughly, it often makes sense to move right ahead with a piece of
advice or a forceful suggestion. There is some danger, though, in the staff person playing the
“politics of expertise” (Benveniste, 1972) too frequently. If a staff person gives direct advice
more than twice in a particular meeting, that person should examine closely the motivations
and effects of the behavior. Universalizing, and its close relative, connecting points of view,
are ways to help groups move toward decisions made in a win–win rather than a win–lose
manner.

5. Confrontation is a term that is often misused. The term actually means sharing with
a group your view of where a particular action or inaction or decision is likely to lead. It
does not necessarily connote interpersonal conflict, let alone hostility. Again, this term co-
mes close here to Schwartz’s (1961) concept, “lending a vision,” but perhaps in the form of
“lending an ego.” Schwartz proposed that one of the functions of the worker was to share
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with the group a view of future probabilities, based on extensive group experience, of out-
comes that might result from the group’s action. The counterpart term, “lending an ego,” re-
fers to the fact that the skill of being able to anticipate the future outcome of a present ac-
tion is an ego function in those maps of personality that derive from psychoanalytic sources.

6. Support can refer to a variety of actions in a group. One can support a group mem-
ber’s right to express a point of view, one can support the point of view presented, one can
support a group member while supporting his or her point of view, or one can support the
manner in which a group has dealt with its member’s suggestion.

7. Modeling, coaching, and shaping, as well as role playing, are all useful teaching
techniques, ideally suited to rehearsing behaviors, choosing among alternative strategies,
and the like. Care needs to be taken, when using role play as a technique that no one is
forced or pressured into playing a role he or she does not want to play, nor one that can
have destructive meaning at a particular time in the group member’s life. It needs to be pos-
sible for a group member not to take part in a particular role play or, for that matter, in any
particular activity or simulation.

8. Supposals are really another form of using imagination to solve problems and are a
kind of mental role play. They are ways to practice looking ahead, thinking about possible
outcomes of a course of action, at minimum risk. Supposals begin with the statement, “Let’s
suppose [we do this, we do that, we don’t take a stand, we don’t allocate money for this ser-
vice in the budget, etc.]. What’s likely to happen? Would we still have [a particular political
figure’s, say] support?”

9. Summarizing and focusing, partializing, sequencing, pacing, and grading are all
ways of either putting together the bits and pieces of a problem to form a whole or taking
apart a problem to better understand the bits and pieces.

10. Decentering and setting limits are the two sides of the same coin; the first refers to
getting apathetic members, subgroups, and groups off dead center, the second to reinforcing
limits for the sake of order, reducing noise level, or reducing the level of potential or actual
danger. Another way of thinking about these techniques is that the first is geared toward in-
creasing the activity level, and sometimes the anxiety level as well, within a group, whereas
the second seeks to reduce one or both of these levels.

11. Dividing into smaller subgroups, sometimes called “buzz groups,” may be a useful
technique to get ideas and suggestions out into the open, to “brainstorm,” and to seek alter-
native solutions.

12. Though most working groups operate informally most of the time, a thorough
knowledge of the concepts and techniques of parliamentary procedure should be part of a
staff member’s armamentarium, to be called on and referred to with the group as needed
(Ramey, 1993).

These are only some of the techniques that are applicable in working groups. They are
potential elements in the professional role behavior of the staff person, though certainly any
or all of them may be utilized by group members as well. There are also some aspects of
staffing working groups that deserve mention, even though they cannot be found in most
lists of techniques. Social workers in general and group workers in particular may often ig-
nore their own interpersonal needs or, for that matter, their own needs for accomplishment,
recognition, and even money. Ephross (1983) has suggested that this disregard is a strange
form of macho behavior, particularly dissonant with the fact that social work’s professional
association membership is more than three-fourths (76%) female. The term “macho” here
refers not to sexual identity but to the construction of a professional self that emphasizes
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service to others and concern with others but is silent on the subject of concern with one’s
own needs, aspirations, and life stage as a person.

Working effectively with others in groups requires, in our view, that one’s own needs
are being met to a reasonable extent. Yet, in some human service organizations, concern
with the needs of staff is somehow judged to be illegitimate or a sign of weakness, of violat-
ing the ethics of the profession, when it is in fact the opposite, a way of fulfilling profes-
sional ethics. Given the burgeoning literature on the health needs of caregivers and the need
to devote attention to avoiding tangled relationships (e.g., Haas & Malouf, 1995; Reamer,
2001; Scott & Hawk, 1986), social workers have a responsibility to members of groups they
work with, to themselves, and to their own families and those significant in their lives to pay
attention to meeting their own needs. There is an intensity to working with groups that can
drain one’s relationship capacity, one’s psychic energy, and, at times, physical energy as well.

We conclude with brief considerations of two elements of professional practice with
working groups—one common to work with all kinds of groups and one particular to social
work practice in working groups. The common element is that all group work practice rests
on conscious use of self. Each piece of professional behavior is a miniature research process,
based on a hypothesis that the behavior will lead to a desired outcome, testing the hypothe-
sis by the action, then concluding from one’s data analysis that the hypothesis has been sup-
ported or supplanted by a revised or new hypothesis. For students and beginning practitio-
ners, the process is apparent, sometimes painfully so. For experienced practitioners, it
becomes almost second nature, and it is repeated at each group meeting, each contact with a
group member between meetings, and each piece of planning on the part of the staff person.

The element that is distinctive to much work with working groups is the equality—
sometimes the superior status—of group members vis-à-vis the staff person. As noted earlier,
it is a common experience for one or more or all of the members of a working group to be
equally as educated as the staff person, sometimes better educated; to be richer than the staff
person (regrettably not usually difficult given the levels of many social work salaries), or to
possess more expertise about particular problems facing a group or particular tasks that the
group needs to accomplish. This relationship dynamic is an important one that should be
part of the consciousness of social workers who work in and with working groups and one
with which the social worker needs to be comfortable. The skills of group members should
be viewed as sources of help for the group as a whole, not as problems or challenges for the
professional staff member.

EPILOGUE

Some of the most important decisions and events in the career of a professional social
worker take place in working groups, often in groups in which professionals serve as mem-
bers, chairs, staff persons, or all three. As careers progress, even the most devoted clinical
social work practitioners find an increasing proportion of their time and effort being spent
in such groups. “Administration involves a large and crucial component of group participa-
tion and group leadership” (Ephross & Vassil, 1988, p. 3). Working groups, their processes,
and their decisions are influential and important in the lives of citizens, as they are in the
lives of professionals. Together, working groups constitute a significant part of the fabric of
our society, and knowing how to work in them, lead them, staff them, and bring about
change in them is essential to improving the effectiveness of social services and work toward
the equity and social justice that are the goals of social work.
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Chapter 24

From Agency Client to
Community-Based Consumer

The Family Group Conference as a
Consumer-Led Group in Child Welfare

GALE BURFORD
JOAN PENNELL

Social work with groups has a lengthy history of advancing the empowerment and
well-being of individuals and communities in the face of market forces and government reg-
ulations (Simon, 1994). Listening closely to aspirations of community groups, we find that
they have adopted a range of models, each pushing toward different relationships among
members, between members and the social worker, and with the hosting organization and
the wider community (Papell & Rothman, 1966). One model with increasing popularity is
referred to as “consumer-centered groups.” These are operated solely by, or with consider-
able involvement of, the service users or consumers themselves. They emphasize the princi-
ples of client self-determination and empowerment and stress the benefits to the consumers
themselves of participation. In this context, the social worker moves from leader or facilita-
tor to supporter or advocate of the group, and the auspices change from a human service
agency to a community organization, commonly linked with a national or international so-
cial movement.

The term “consumer” signals a departure from agency-directed work and reframes
populations in the lower echelons of a market economy as normal members of society. As
consumers, they are translated from clients or patients into citizens who determine what ser-
vices are provided and how they are delivered. In keeping with the social-goals model of
group work (Papell & Rothman, 1966), these group settings foster the social responsibility
for advancing a democratic society. Relabeling clients as consumers, however, leads down a
forked path to decentralizing human services. One branch privatizes services, and consum-
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ers use vouchers to purchase services on the basis of their preferences. An alternative branch
enlarges a civil society in which voluntary associations encourage noncoerced contributions
on the basis of commitments (Cohen, 2001). Both branches seek to reduce bureaucratic con-
trols and reinvent human services, the former through market mechanisms and the latter
through community participation (Adams & Nelson, 1995; Schorr, 1997).

This chapter discusses how consumer-centered groups, because of their origins, philoso-
phies, purposes, group format, and community context, primarily take this second branch.
It begins by reviewing the fields in which consumer-centered groups have taken root, their
interventive approach, and their relationship to other sectors of society, then delineates their
main aims. Attention is also given to how specific forms of this group approach—consumer-
driven and consumer-led groups—further advance the voice of their members. Next the
theoretical orientation and evidential base for consumer-centered practice are explored, and
potential benefits and dangers of this approach are identified. Because child welfare poses
one of the greatest challenges to decentralizing human services and adopting a consumer-
centered approach, an example from this field of practice is examined in depth. It is called
“family group conferencing.” This approach goes beyond consumer-centered groups by en-
couraging the leadership of the family in planning and provides an example of a consumer-
led group within child welfare.

The overview of family group conferencing is based on a review of the international lit-
erature and on our long-term involvement with the model in child welfare. Detailed consid-
eration is given to how a consumer-centered perspective is being embraced in a setting in
which formal authorities must be involved because of the statutory nature of the service and
the need to offer formal protections to some members of the group. The case is made that in
these instances consumers are thought to be best served when the group is aligned with, or
operated under the auspices or sponsorship of, a community-based governing structure
working in partnership with formal authorities or mandated services. Suggestions for prac-
tice, dilemmas faced, and evidence to support the importation of empowerment and con-
sumer-oriented philosophies into statutory services are discussed, along with the need for
consumer leadership to be sustained by community-centered governance.

INTERVENTIONS

The idea of client as consumer is well recognized in the fields of developmental disabilities
and mental health. Sustained, organized responses to promote self-determination in community-
based, independent living arrangements and enhanced choice for service users are found in
these fields (Frese & Davis, 1997; Staples, 1999; Tower, 1994). Taken from this view, a con-
sumer-centered model is more than simply service coordination or integration of delivery. It
requires the agreement or involvement of the consumers, their caregivers, and service pro-
viders at every stage, including needs assessment, program design, goal setting, implementa-
tion, governance, and evaluation (Bowers & Saucier, 1999).

Homan (1999) raises the concern that the word “consumer” suggests greater exercise
of choice than many people utilizing human services can expect and overemphasizes their
use of goods and services while playing down what they have to contribute. This is reflected
in the advocacy work of the late Rae Unzicker (1999), specifically in the area of mental
health services, in which, she argued, the use of the term should not apply unless consumers
are granted the right to refuse treatment. Referring to services for people with disabilities,
Nadash summarizes by saying that a “unifying force in the range of consumer-directed and
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consumer choice models is that individuals have the primary authority to make choices that
work best for them, regardless of the nature or extent of their disability or the source of pay-
ment for their services” (Nadash, 1998, as cited in Simon-Rusinowitz, 1999, p. 3).

The literature on consumer-centered groups overlaps considerably with the self-help,
mutual-aid, and empowerment literature (Kyrouz & Humphreys, 1997; Wituk, Shepherd,
Slavich, Warren, & Meissen, 2000). It covers a rather wide range of groups, including those
organized and operated completely by group members who share a problem or condition.
These we would refer to as consumer-driven groups. Next are groups of people who are af-
fected in some way by a common condition or social problem but who include the involve-
ment of a professional advisor or local, state, or national advisory body and those co-led by
a professional helper and a self-helper. These groups have the potential to be consumer led if
they actively seek to advance the members’ leadership with supports and protections from
service providers. And finally there are those that are almost wholly organized by profes-
sionals who work to promote opportunities for empowerment with individuals who share a
condition or problem. The latter groups are encompassed by the more generic term con-
sumer centered. The “consumer movement,” community and family-centered practice, so-
cial network theory, restorative justice, community partnership building, population health,
and empowerment approaches have much in common with one another philosophically. Yet
considerable difference is seen at the practice level in what is actually meant by these terms
with respect to the principles used to guide groups to determine who administers the ser-
vices, where they are located, and who provides needed resources. Innovations in this area
draw on substantive and wide-ranging theoretical bases.

Although a wide variety of terms is used to describe practices, most terms are based on
the notion that lasting efforts to prevent or intervene in complex social situations are efforts
that involve the affected people in constructing solutions that fit for them and for their fami-
lies and communities. Such involvement is thought to foster ownership of plans that are de-
veloped, thereby presumably heightening follow-through and successful completion of
plans, while at the same time exponentially developing the overall capacities of the group
for further self-directed effort. The hope is that participants will generalize the use of the
skills and sustain their engagement at the civic level. By extension, these interests are predi-
cated on the view that the maintenance of healthy and safe conditions for families and com-
munities cannot and should not be the responsibility of any one social sector. Over and
above mere cooperation or coordination of efforts, collaboration between members of for-
mal and informal systems is required.

In general, consumer-centered groups are distinguished from therapeutic interventions
by their emphasis on social goals rather than remedial goals. They also diverge because of
their focus on participant leadership rather than expert, professional guidance. Neverthe-
less, overlap is found between consumer-centered groups and some approaches to family
therapy (cf., McFarlane, 2002; Waldegrave, 2000) that have worked to integrate social and
therapeutic goals.

The question of resources figures prominently in consumer-driven groups, from those
that make do entirely with no support from government to those located within the auspices
of government and reliant on public resources (Hardina, 2002; Hoehne, 1988). Concerns
arise regardless of the level of government involvement. In the case of crime victims,
Crawford (1997) suggests that community action may lack the authoritative means to mobi-
lize resources. Historically, social movements have sometimes fallen prey to expropriation
by government or corporate funders if groups depend on them for their survival. Strang
(2001) argues that this is the case with the crime victims’ movement in the United States.
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In general, the aims of consumer-centered groups are for those who are affected to:

• Hold the right to say “no” to interventions.
• Organize the group or play a significant role in its direction.
• Set the goals, determine the solutions, and implement and refine the plan of action.
• Develop governance and funding structures that balance their autonomy with sus-

taining partnerships.
• Acquire competencies that can be more widely generalized to civic engagement.

PHILOSOPHICAL ROOTS

The consumer movement most often refers to people who are working together to make
changes on their own behalf. The philosophical roots are common to the literature on self-
determination, participatory decision making, and empowerment approaches in groups,
community, social, and political movements (Day, 2002; Gutiérrez & Lewis, 1999; Gutiérrez,
Parsons, & Cox, 1998; Kessler-Harris, 2001; Lerner, 2002; Simon, 1994; Wenocur &
Reisch, 2002). Although the actual term “consumer” is most visible within the independent
living and mental health rights movements, it can also be traced to the consumer move-
ment’s attempts to target corporations and to hold sellers and markets accountable to the
power of a purchasing/spending public (Korten, 2001; Nader, 1973)—or at least to tie eco-
nomic development together with social development (Midgley, 1997). The associated ideas
and language have more recently been embraced by many who receive a wide range of
human services. In particular, advocates from the antipsychiatry and women’s movements
called for changes in language away from depicting service recipients in terms associated
with pathology and dependency. In this way, the consumer perspective has come to be asso-
ciated with challenges to the imposition of expert models of diagnosis and intervention and
to the domination of resources by corporate, including professional, interests and with the
involvement of citizens in social planning efforts.

Specifically, the application of the term “consumer” to people receiving human services
has been traced to the late 1960s and the modern beginnings of the self-advocacy move-
ment. Tower (1994) points to the modern beginnings of the self-advocacy movement and
the consumer rights movement as products of a number of complementary social move-
ments that emerged in the United States in the 1960s and 1970s. In this connection, she
identifies the civil rights movement and relevant legislation, the beginnings of self-help and
mutual aid, demedicalization, deinstitutionalization of those with mental illness, and the in-
dependent living movement for those with developmental disabilities. To this we would add
the influence of contemporary, market-oriented management philosophies and their appar-
ent influence on the human services (Burford, 1994; Drucker, 1973, 1985; Osborne &
Gaebler, 1992; Senge, 1992), introduced to social work through the administrative and
management education tracks.

EVIDENTIARY BASIS

Given both the character of the work, which poses inherent challenges to the use of tradi-
tional methods of evaluation, and the complexity of efforts that embrace some common
philosophical principles, it is unsurprising that few experiments utilizing randomized assign-
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ment to control and experimental groups have been carried out on the effectiveness of
consumer-centered groups. As is the case in many other areas of social science research in-
volving humans, longitudinal and comparison-group studies are less commonly employed
than are exploratory, descriptive, single-group methods, and pre- and postintervention sur-
veys of member satisfaction. From a consumer perspective, it is suggested that one way
agencies and professional communities have of maintaining control over the emergence of
consumer influence and other innovative approaches, especially ones that would curb or
balance the power of entrenched programs and policies, is to require proof of their effective-
ness that surpasses standards applied to existing, dedicated services.

Kyrouz and Humphreys (1997) note the important benefits of the effects of self-help/
mutual-aid groups evidenced in the literature but point out a lack of clarity that results
when researchers include findings from studies in which the group is led by a professional
who does not share the problem of the group members. They point also to the lack of rigor
of many studies. Their review of the literature included only studies of groups that were or-
ganized and/or led by the consumers themselves but that may have used professionals at
most in either co-leadership or consultative capacities. They also selected studies that used
experimental, comparative, and/or longitudinal designs. They report a variety of positive
findings from self-help groups, including those for a variety of mental health concerns,
weight loss, addiction recovery, bereavement, diabetes, infant and elderly caregivers, elderly
persons, cancer support and survival, and chronic illness (Kyrouz & Humphreys, 1997).
Other studies using experimental designs show benefits over treatment alone of integrating
mutual-support groups with professional treatment in rehospitalization of discharged psychi-
atric inpatients (Gordon, Edmunson, Bedell, & Goldstein, 1979), engaging parents with
their premature infants (Minde et al., 1980), and stopping smoking (Jason et al., 1987).

Considerable across-study consistency can be seen, however, in qualitative, process-
oriented evaluations that focus on consumer satisfaction with a variety of related activities
that emphasize consumer involvement, including self-help and mutual aid in a variety of
contexts (Wituk et al., 2000). Further evidence is found in evaluations of mental health ser-
vices (Lefley, 1996; Staples, 1999; Van Tosh & del Vecchio, 2000; Videka-Sherman, 1988),
support for crime victims (Herman, 2001; Strang, 2001) and the elderly and disabled (Doty,
Benjamin, Matthias, & Franke, 1999; Simon-Rusinowitz, 1999), research on client-run
drop-in centers (Jackson, 2001), and corporate accountability (Braithwaite, 2002). These
findings are similar to those of other scholars and researchers, who report that people are
generally more satisfied with decisions when they feel they have had the opportunity to par-
ticipate in making them (Boehm & Staples, 2002; Gastil, 1994; Itzhaky & York, 1994,
2000; Zimmerman & Rappaport, 1988).

Although little is written about the negative consequences of participating in consumer-
centered groups, relevant concerns have been raised by individuals ranging from those who
have had negative experiences in groups (Galinsky & Schopler, 1977, 1994; Plant et al., 1987;
Schopler & Galinsky, 1981; Smokowski, Rose, & Bacallao, 2001; Smokowski, Rose, Todar,
& Reardon, 1999) to those in groups in which outright exploitation of the aims of the group by
professionals is the concern (Frese & Davis, 1997). The potential for harm from too little struc-
ture, from pressure to conform, from taking a critical stance, from tensions between self-help
and advocacy emphases, and from exploitation would seem to be themes worth attending to in
planning for or consulting with groups of consumers. We turn now to examining one con-
sumer-centered group—the family group conference—for which structures have been devel-
oped to balance consumer leadership and professional input and in which high satisfaction has
been reported by participants and some outcomes have been identified.
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EXAMPLE: FAMILY GROUP CONFERENCES
AS CONSUMER-LED GROUPS

Family group conferences (FGC) made their first legislated appearance in New Zealand in
1989 with the passage of the Children, Young Persons and Their Families Act (Department
of Social Welfare, 1999; Hudson, Morris, Maxwell, & Galaway, 1996). The underlying
analysis was consistent with concerns shared by social workers in other parts of the world,
that is, that the issues surrounding the care and protection of children are too complex to be
the domain of any one social agency or profession. No one is able to ”go it alone.” The
approach has also appealed to advocates of the importance of cultural competence and par-
ticipation in decision making. By involving extended family members and representatives of
the same cultural community in making plans for the child, it is hoped that plans will be lon-
ger lasting, thereby providing stability for the children and strengthening vital connections
between the members of families and their communities. Spreading rapidly, FGC have been
used to involve families in situations of youth and adult offenders, family violence, chil-
dren’s mental health, and school-related issues in several countries (Burford & Hudson,
2000). The approach goes under various names, including “family group decision making”
and “community conferencing,” and shares much in common with family team meetings
and other community- and family-centered approaches to child protection, including family
unity meetings, Patch, peacemaking and healing circles, Wraparound, and others (cf.
Burford & Hudson, 2000).

As used in child welfare, an FGC is a meeting of family members, along with their rela-
tives, friends, and other close supporters, to make a plan for the care and protection of chil-
dren seen to be at risk of abuse and neglect. These family and “like family” members form
what is called the family group. They are the consumers at the center of the group. An FGC
coordinator works with the family and the social worker to organize the conference and to
insure that all participants, family and professional, are prepared to take part. These prepa-
rations are crucial to the family group who is exerting leadership at the conference and to
orienting the professionals regarding their supportive and protective functions during the
meeting. In addition to the referring child welfare worker, other service providers and com-
munity representatives may be present to give information and describe available resources.
The conference has the following phases: an opening fitting the family’s culture(s); informa-
tion sharing about the family’s situation and concerns to be addressed in the plan; the fam-
ily’s time, in which they deliberate in private to make a plan; and finalizing a plan that the
protective authorities approve. Afterward comes the work of carrying out the plan and
revising it as necessary. Establishing and maintaining an FGC program requires close atten-
tion to building partnerships among families, community groups, and public agencies. As
explicated in this section, the conference is designed so that it advances the five main aims of
consumer-centered groups set forth earlier while maintaining the statutory authority of child
welfare. The following overview of FGC in child welfare follows the New Zealand model
for conferencing and utilizes practice guidance that we developed in conjunction with other
practitioners, trainers, and researchers (Burford, Pennell, & MacLeod, 1995; North Carolina
Family Group Conferencing Project, 2002; Pennell & Anderson, 2004).

FGC Referrals: The Right to Say to “No” to a Child Welfare Intervention

Although practices vary somewhat, referral of a family for an FGC in a child protection
matter is typically initiated by a representative from child welfare services (Lupton &
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Nixon, 1999). A referral could be made at any time the social worker or the family wanted
to see the family group brought together throughout the involvement of child welfare and at
multiple times. Making the referral provides the social worker with an opportunity to com-
municate respect for the family and to encourage them to exercise influence in the process of
group formation and later when they meet. The worker can raise the idea of a referral and
tell the family representative enough about the process to stimulate their curiosity. The coor-
dinator is described as an impartial person who will meet with the family and help them put
together their conference.

Evidence from FGC implementation studies shows that social workers have been slow
at the start to refer families (Marsh & Crow, 1998; Merkel-Holguin, 2000; Pennell &
Burford, 1995; Sundell, Vinnerljung, & Ryburn, 2002; Walter McDonald & Associates,
1999). The hesitation is consistent with patterns of referral to psychiatric mutual-aid groups
found by others. In summarizing research on the subject, Chinman, Kloos, O’Connell, and
Davidson (2002) report that “despite the potential benefits, research has shown consistently
that few professionals refer their clients to mutual support groups” (p. 352). Although
workers with specific and more advanced training and experience were associated with
more favorable attitudes toward mutual support, the researchers found a surprisingly low
percentage of professionals who made referrals. They speculated that this situation may re-
flect the limited knowledge the workers have or attitudes about mutual support as being of
little use or damaging. Either way, the researchers suggest that the absence of referrals from
professionals supports the idea of “professional-centrism” and may have to do with “pro-
fessionals underestimating the patient’s abilities and willingness to participate in their own
treatment” (Chinman et al., 2002, p. 353).

Similar findings are reported with respect to referrals of families for an FGC. In their
study examining attitudes toward FGC and actual referrals made by social workers in Swe-
den and the United Kingdom, Sundell et al. (2002) reported that despite high levels of ap-
proval for the model, over half the workers did not refer a family over an 18-month period.
They observed that workers who had been involved in local start-up efforts were more likely
to refer than were workers who experienced the implementation as a “top-down” importa-
tion of the model. They also speculate that social workers may be reluctant to embrace par-
ticipation in decision making unless they are assured that they will not be singled out for
blame if things go wrong (Sundell et al., 2002).

In the child welfare context, the right to say “no” means that workers do not screen out
families on the basis of their characteristics but instead screen out referrals on the basis of
the families’ situation. If the situation is too risky for individual members or if the agency
has not yet substantiated child maltreatment, then screening out a referral makes sense. We
recommend that vetoing a conference remain the responsibility of the FGC coordinator and
the referring worker but that the decision be made in close consultation, particularly with
victimized family members. We further recommend that individual family members do not
hold the power or responsibility to veto the conference taking place, but are instead offered
the opportunity to say “yes” or “no” to their own participation.

Preparation: The Significant Role of the Family Group in Organizing
the Conference

There is considerable agreement that good preparation is crucial to having a successful child
welfare FGC (Burford & Hudson, 2000). Implementation studies show that preparation
typically takes between 20 to 30 hours of the FGC coordinator’s time (Marsh & Crow,
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1998; Pennell & Anderson, 2004) and that preparation is highly valued by both family
members and involved professionals.

The FGC coordinator typically seeks the advice of the referring social worker about
whom to contact first and whom not to contact, in the process of making contact with the
family. The coordinator describes the conferencing process to the family members and dis-
cusses with each person his or her roles and responsibilities. Once set in motion, the process
of contacting family members usually mobilizes considerable discussion within families. As
the coordinator moves about and explores with parents, older siblings, children, and young
people in the immediate family and members of the extended family, such as grandparents,
aunts, and uncles, the family group suggests whom they think should be invited and how the
meeting might best be organized.

The coordinator consults with the family group, as well as community resources, in
making arrangements for the conference, with account being paid to issues of safety, pri-
vacy, comfort, accessibility, and cultural significance. Attention is given to where the family
group wants the conference located, how it should be opened, what food to serve, and
which roles various family members might play. In working to insure that the meeting is
inclusive, the coordinator often is called on to bring messages from family members who
cannot attend. If family members feel at risk during the conference, it is wise to help them
select a support person to stay with them during the meeting. This is particularly crucial for
abused young people and mothers, but it also serves as a mechanism for keeping perpetra-
tors under control during the proceedings.

Preparation is not just for the family members. The coordinator works to help the ser-
vice providers, especially those who have never attended a family group conference, prepare
themselves to best support the family’s decision making without compromising the serious-
ness of the matters about which they will speak. For professionals, typical concerns that sur-
face during this stage include giving information that may jeopardize confidentiality, safety,
or future investigations and possible prosecutions. They often need assistance on how to
give information in a way that is respectful and clear and that encourages the family group
to address the issues of concern.

Thus, throughout the preparation process, the coordinator plays the role of the broker
who is organizing a conference for the family but who is also sensitive to family dynamics
and the issues surrounding abuse in families. The question of how best to organize the meet-
ing in such a way that family members will feel safe in coming together and speaking their
minds freely while at the same time having sufficient influence over the process to feel as if
they “own” the meeting is explored with everyone. The preparation process is seen as an op-
portunity to invite the family members to take up roles as experts on their family, including
the various cultures represented.

The Conference and Follow-Through: Setting the Goals, Determining
the Solutions, and Implementing and Refining the Plan of Action

Arrivals and Opening the Conference

In many instances, the family members may not have seen each other for a long time, if ever,
and people typically experience a great deal of emotion in simply seeing for themselves who
has come and who has not. They also are affected by the rituals associated with gathering
together at the meeting place and ultimately arranging themselves physically in the seating
circle. Especially when the group meeting is being held in some neutral space, where the
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family can move about in their own way and be catered to—as opposed to being controlled
by the necessity for professionals to admit them through locked doors and so forth—the
rituals of arrival and settling into the space are considered unique in the opportunities they
present to dignify the meeting and imbue the event with significance. Some families also
request a particular way of opening the conference. This might be a welcome by a senior
family member, a prayer by a pastor, or simply passing around the children’s photographs
(Pennell & Anderson, 2004). By this means, the family group affirms its common heritage
and connections.

The coordinator or the person chosen for the task clearly restates the purpose of the
meeting (e.g., “we are all here for the same reason; that is to come up with a plan for keep-
ing the children safe”) and invites everyone to introduce themselves and say who they are in
relation to the abused person(s) (e.g., “I’m Jane. Auntie to Sarah and Max and sister of their
mom, Leona”). The coordinator also reviews the process for the day and, with the group,
establishes guidelines for working together. By the time the conference coordinator or other
designated person calls the meeting to begin, the family members and attending profession-
als have already had what is for most a new experience with one another that is typically
emotionally laden with heightened expectations.

Giving Information (Not Solutions)

This stage has two parts. During the first, the coordinator invites the mandated authorities
who have been involved with the family (e.g., child protection worker, police, correctional
worker) to tell the group what has prompted their referral and what has been happening as
far as the official record of abuse or neglect is concerned. The object of this stage is to make
sure that the family members all have the same information and that they know what has
happened to the person who has been abused or neglected. The effect of the family members
hearing this together in the face-to-face group meeting deepens the feelings among group
members and increases sympathy in the group for the abused person’s experience. It is im-
portant that this information be available to family members in the language they speak, ei-
ther by conducting the entire meeting in that language or by having interpretation available
throughout any part of the meeting when any of the family members want it. The role of the
professionals at this stage is to share the information respectfully and clearly, without resort-
ing to professional jargon or introducing written materials that require detailed reading. The
object is to address the family group members in such a way as to maximize the possibility
that they will hear the professionals’ presentations as a legitimate invitation to engage them
in partnership.

Second, once the mandated authorities have completed their sharing of information and
the family has had adequate opportunity to ask questions or react to the information, the
meeting turns to presentations by invited guests, who give the family group information rel-
evant to their relatives’ situation and outline local resources that might be useful to include
in their plan. During the preparations, the guests for a particular conference are identified in
discussion between the coordinator and the family members after it is determined what
might be most helpful. Examples of such guests are substance abuse counselors, domestic vi-
olence advocates, and tribal elders.

All of the information providers need to be clear, respectful, and succinct in their pre-
sentations to the family. Prolonging this stage of the group meeting or talking to the family
pedantically can have the same effect it does on other groups placed in that position: It un-
dermines the participants’ beliefs that they are being seriously engaged for their knowledge
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and skills and reproduces the hierarchies that have contributed to a lack of success already.
This part of the meeting presents, by its very organization, the opportunity for alliances of
emotion and sympathy between family members and between family members and profes-
sionals. In particular, sympathy for the perspective of the abused person is typically in-
creased, if it was not universally shared in the group beforehand. At this stage coordinators
often arrange for letters from family members who could not be present to be read aloud.

Private Deliberations

The transition in the group from information giving to the family’s private time is again
marked by ritual, in this case the movement of the FGC coordinator, professionals, and
other nonfamily members out of the immediate meeting room. The family group is on its
own to consider what they have heard and to devise a plan or, more accurately, a recom-
mended plan of action addressing the identified concerns. As a further demarcation, the
family group often partakes of food together prior to beginning their more formal delibera-
tions. Each family group has its own style of planning, in keeping with their ways of relating
and the issues at hand. Some may actively confront relatives for their irresponsible behav-
iors; others may vent about “those social workers”; and others may jump right into writing
down plans. During this stage it is not uncommon for a natural leader to emerge within the
group. This individual may take charge by leading the discussion, making a flipchart of the
plan, or lending support to family members.

The FGC coordinator remains close at hand and can be called back into the meeting to
explain how the process works or to help to comfort a distressed family member. We en-
courage the child welfare worker to stay on site during the family’s private deliberation time
or, at a minimum, to stay in touch with the coordinator. Just being there sends an important
message of support. The family may have some questions about the information that was
presented or may want to clarify something.

Finalizing the Plan

Once the family group has drafted its plan, a member goes out to invite the professionals
and other guests back to the group space to present their plan. It is most often the child wel-
fare worker who is called on to approve the plan or negotiate parts of it and to supply re-
source support for certain things that may be needed for approved plans. The approval of
the plan as an acceptable strategy for keeping the children safe needs to be separated from
the issue of resources. At this time, the FGC coordinator plays an active role in insuring that
the family group has the opportunity to outline its plan. The service providers can ask ques-
tions about specific items, the items are mapped out in a way that clearly establishes what is
to be done and by whom, and a process for follow-through on plans is included. The latter
involves specifying who is responsible for monitoring implementation and when and how
the group will review progress and revamp the plan as necessary. Although the child welfare
agency remains ultimately responsible for overseeing developments, it helps to have a moni-
tor designated from within the family group to keep everyone working together. The re-
search shows that most family groups come up with a plan, and usually the child welfare
worker authorizes the plan (Marsh & Crow, 1998; Paterson & Harvey, 1991). The plans
typically include tasks to be carried out by the family group, by community resources, and
by the child welfare agency and incorporate both professional services and culturally rele-
vant supports, such as from churches or tribal groups (Pennell & Burford, 1995; Shore,
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Wirth, Cahn, Yancey, & Gunderson, 2002). The FGC coordinator should make sure that all
participants receive a copy of the final plan (in their own language) to aid their taking part
in its delivery.

Follow-Through

Plans are not usually carried out in their entirety (Lupton & Nixon, 1999). As long as the
key items are, though, the family group is satisfied with the results (Burford & Pennell,
1998). Carrying out plans depends on whether all parties make their contribution, whether
the agency holds to the agreement in the plan, and whether the family’s situation remains
sufficiently stable for the plan to continue to make sense. Given the very large difficulties
faced by families referred to an FGC, it is not surprising that their lives do not hold still.
What is important is to draw on the relationships cultivated during the course of the FGC to
rework plans in a responsive and collaborative manner. For major changes, the coordinator
should reconvene the family group; for lesser changes, the child welfare worker can call a
family meeting to work out issues. In this way, the partnerships are respected and sustained
during the follow-up period, and child welfare workers can integrate working with the fam-
ily group into their general practice.

Governance and Funding Structures: Balancing Autonomy
with Sustaining Partnership

Detailed guidelines for the development of community-based FGC projects have been devel-
oped (Burford, 2000; Burford et al., 1995; Pennell & Burford, 1995; Pennell & Weil, 2000),
as have detailed descriptions of the issues that come up (Burford, 2000) and guiding princi-
ples for linking the use of conferencing to local governance. Two of those principles bear
noting in this discussion of FGC as a consumer-led group.

First, it is understood to be essential for the FGC coordinator to be seen by the families
as having a certain amount of independence from the social worker and other mandated au-
thorities such as the police (Nixon, 2000). Second, the consumer-led philosophy will be well
served in practice if the coordinator has a community-based advisory group who can pro-
vide consultation at any time of the conferencing process, but particularly during the referral
and conference preparation stages. This is in line with other approaches to community-
centered child and family practice (Aldridge, 2002; Center for the Study of Social Policy,
2001a; Dominelli, 1999; Kemp, Whittaker, & Tracy, 1997; Waldfogel, 1998).

Outcomes: Competencies for Wider Civic Engagement

The hope is that participation in consumer-led groups such as FGC will make possible the
engagement of often marginalized populations in wider civic concerns, going beyond meet-
ing the immediate needs of members. As noted earlier, this is the same outcome sought by
one of the earliest models of social work with groups—the social-goals model—which
aspires to hone a sense of social responsibility among the group membership (Papell &
Rothman, 1966). Although FGC can be seen as in line with other models, such as self-help
and mutual-aid groups, it is useful to view it in terms of the social-goals model in order to
conceptualize its greater impact (Macgowan & Pennell, 2001).

Civic engagement is predicated on men and women participating as full citizens in their
communities (Pennell, in press). For women to reach beyond their immediate involvements
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with family and paid work, domestic labor needs to be shared among men and women. The
child welfare system, however, typically focuses on the deficiencies of mothers, with limited
attention given to the “absent father.” FGC goes against this pattern by including multiple
generations and both genders and producing plans that go beyond the mother’s responsibili-
ties to those of the family group, community, and agency.

For children to grow into full participants, they require the nurturing, opportunities,
limits, and respect for their heritage that help them grow. Observing the senior members of
their family group engaging in planning on their behalf and seeing their elders’ efforts taken
seriously by the authorities go a long way to renewing the child or young person’s sense of
belonging to a worthwhile kinship network. As reported by both young and adult family
members, one of the most beneficial outcomes of conferencing is its reknitting their connec-
tions and giving them a greater sense of pride in where they came from (Burford & Pennell,
1998). This outcome leads to an easing of conflicts between the professionals and the family,
who are better enabled to work together.

Outcome studies have found that FGC leads to:

• Keeping children with their families or relatives (Burford & Pennell, 1998; Cashmore
& Kiely, 2000; Crampton, 2001; Lupton & Stevens, 1998; Meredith, Mandell, &
Sullivan, 2001; Robinson, Litchfield, Gatowski, & Dobbin, 2002; Shore et al., 2002;
Sundell, 2000; Thoennes, 2003).

• Placing siblings together (Walter R. McDonald & Associates, 2000).
• Enhancing the stability of child placements (Marsh & Crow, 1998; Robinson et al.,

2002; Shore et al., 2002; Walter R. McDonald & Associates, 2000).

There is also evidence that FGC promotes children’s safety (Marsh & Crow, 1998;
Quinnett, Harrison, & Jones, 2003; Shore et al., 2002; Thoennes, 2003) and that of their
mothers (Pennell & Burford, 2000). All of this is crucial to advancing the well-being and
sense of efficacy of developing children and teens and improving family stability and the
health of communities.

FUTURE PROSPECTS

The prospects for the use of FGC in child protection cases are much the same as for other
groups that emphasize empowerment and advocate self-determination for the clientele.
Concerns include how to operationalize the concepts of empowerment, strengths, and group
development at the community level (Staudt, Howard, & Drake, 2001). We need to develop
good theory that goes back to the question of why people come together in the first place.
Although there are promising research directions and some findings (Itzhaky & York, 2000;
Speer, 2000; Zimmerman & Rappaport, 1988), being empowered to act does not necessar-
ily lead to a positive change in behavior.

Perhaps most concerning is the challenge to social work to reconcile its own ambiva-
lence about the use of groups and empowerment. Many social workers trained to be
sensitive to issues of rights, social justice, strengths, and self-determination do not take the
necessary steps to support their clients when it comes to empowerment. This challenge can
be met in part by exploring ways to involve people who have had experience as consumers
in family group conferences. The impact of mobilizing formal and informal social networks
with this group approach is considerable; some even think of the group conference as an in-
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tervention into the system of services. It will surely involve, as Fisher (1991) points out, edu-
cating professionals in constructing new roles for social workers in which recursive practices
allow for the inclusion of the voices of the consumers and taking responsibility within such a
context. Stevenson, Wise, and Clark (as cited in Healy, 2000) point out that social workers
must “situate their theorizing within the unavoidable obligation faced by statutory workers
to use legal force if necessary to ensure minimum standards of well-being for the most vul-
nerable members” (Healy, 2000, p. 75).

Whether the consumer movement will or will not be well served by the extension of the
philosophy and orientation to groups that bring members of the formal and informal sys-
tems into contact in the way that FGCs do remains to be seen. It depends in large measure
on the extent to which balance can be maintained between the responsibilities of the state to
protect and support families and the autonomy and privacy rights of the families. As Ruth
Winchester (2001) points out about practice in the United Kingdom, “diluting the process to
make it acceptable to the majority risks devaluing it altogether. Ultimately, the way FGCs
are developed . . . will put our commitment to consumer-centeredness to the test” (p. 3).
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Part VI

Group Work Research
and Evaluation

As we have stressed in the introduction to this book, we believe that progress in
group work practice and theory requires a partnership between researchers and practitio-
ners. For this reason, we have devoted this section to research on group work practice. The
authors of these chapters recognize that research and evaluation in group work is a chal-
lenging task for many reasons. A critical issue pertains to the many systems levels involved
in group work: the individual member, the practitioner, the subgroups within the group, the
group as an entity, the organizational sponsor of the group, and the community and other
environmental systems with which the group and its members interact. Depending on the re-
search or evaluation question, any or all of these systems must be considered, and a research
design strategy must be developed to accommodate the participation of actors in these sys-
tems. Another challenge is to devise an approach to measurement that will be feasible for re-
spondents and that presents a valid answer to the research or evaluation questions. Chapter
25 is devoted to design; Chapter 26 to measurement, both quantitative and qualitative; and
Chapter 27 to evaluation.
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Chapter 25

Very Good Solutions Really Do
Exist for Group Work

Research Design Problems

AARON M. BROWER
ROBIN G. ARNDT

ANNEMARIE KETTERHAGEN

Conducting research on social work groups is difficult. As researchers and scholars,
we must contend with design problems inherent in all small group research (such as how to
handle individual- vs. group-level data) and the problems inherent to treatment research
(such as ethical problems related to randomly assigning participants to experimental vs.
control conditions). Several articles have been written over the past 10 years identifying the
research design problems inherent to group work and small groups in general; we decided to
use this chapter to examine how researchers have recently dealt with these problems.

We reviewed the past 5 years’ worth of articles in the leading journals on social group
work and small group research, and our main finding was that group work researchers have
not changed their methods to address design problems and limitations, despite statistical
and methodological advances available. And it was not only social workers who have not
changed their research practices; we found little evidence that researchers in any field have
changed how they conduct their research to better address the design and methods problems
inherent to small-group research.

Thus, with the hope that this chapter can make the promising advances in group work
research methods even more accessible to researchers, we present here exemplars of how
group work design problems have been addressed. For this chapter, we considered “design
problems” to be those due either to decisions made in the research design or in the research
methods: Design problems, per se, are those that arise from the design of the research—
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those, for example, that are due to the way hypotheses are specified, how samples are
selected, how variables are defined, or how behavior is captured. Methods problems are
those that arise from the methods used to construct the research design or that arise from
the methods used to analyze data gathered. It is our sincere hope that a review of the small-
group and group work research literature 5 years from now will show great changes in how
group work researchers address their research design and method problems.

THE FUNDAMENTAL GROUP WORK RESEARCH PROBLEM

The fundamental problem in doing small-group research of any kind lies in trying to capture
the essential “groupness” of groups—in trying to capture their complex dynamics and their
somewhat unpredictable evolution. Furthermore, social group work researchers study small
group dynamics not for their own sake but to harness these dynamics to affect change at a
number of system levels (Toseland & Rivas, 1998).

But how do we capture a group’s complexity and unpredictability using methods that
require us either to take snapshots of an ongoing process or to focus our attention on some
aspects of the group and not others? How do we study cohesion, for example, without
examining this one process within the context of membership or group goals or any number
of structural elements of the group (setting, time, etc.)? How do we examine individual out-
comes, for example, without examining any number of interpersonal and group-level
dynamics that contribute directly and indirectly to these outcomes? How do we even exam-
ine something like the interaction of member gender and leadership, for instance, knowing
that this interaction itself is dependent on any number of other factors (such as structure, de-
velopment, group purpose, and even current political and social climate)?

Capturing and harnessing the essential “groupness” of groups is one issue taken up by
several of the chapters in this volume. And although the groupness of groups makes them
special and wonderful to work with—and makes their format uniquely suited to many
aspects of social and individual change—it also presents itself as a true paradox for re-
searchers, because any attempt at study by reducing or dissecting group dynamics also fun-
damentally changes them. This is the fundamental problem of doing group work research:
Studying a group changes the object of our study.

Some argue that the essential groupness of groups is literally impossible to capture us-
ing quantitative methods from a logical positivist perspective. Groups are “living” systems
that change over time; group members do not interact in predetermined ways. As Frey
(1994) argued recently, and as Papell and Rothman stated almost 40 years ago (Papell &
Rothman, 1966), group researchers need to use more naturalistic paradigms to study groups
because these paradigms more easily match the processes of interest in small groups. These
writers argue that accurate descriptions of group processes or specific variables will never
result from approaches that hold certain variables or aspects of the group constant in order
to study one or two other variables. Instead, these writers argue, qualitative and naturalistic
approaches should be used to study groups.

Our position is that although there may be some truth to this assertion, it is not true
that quantitative methods can tell us nothing about groups. Quantitative and qualitative ap-
proaches each have their advantages and disadvantages, their strengths and their limitations.
No one method can be applied without problems because inherent design and methods
problems exist regardless of how small groups are studied—which brings us back to the pur-
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pose of this chapter. Selecting a research design and method, we believe, should be driven
more by what one wants to know rather than by ideology. And above all, we are certain to
learn nothing if we apply quantitative or qualitative methods poorly, and if we do not ac-
knowledge and try to address the inherent problems that each method contains.

READING THE PAST FIVE YEARS OF GROUP WORK RESEARCH

Our objective for this chapter is to catalogue what is new and interesting about how re-
searchers address methodological and design problems when studying group work. We did
not intend to comprehensively examine the research results and new knowledge develop-
ment within small groups as such. We refer readers to several excellent small-group review
articles for that information (Ettin, 2000; Levine & Moreland, 1990). In addition, we did
not intend for our review to uncover new methodological problems facing small-groups re-
searchers—most of the methodological and design problems have been amply catalogued
elsewhere (for example, see Brower & Garvin, 1989; Forsyth, 1998; Keyton, 1994). We did
hope to find articles that described how researchers dealt with design problems, and we
planned to report them to provide a guide for future research.

Because we wished to comprehensively review how small group and group work re-
searchers addressed design and methods problems, we chose to review those journals that ei-
ther focused on small-group research or on social group work. We reviewed all articles from
1996–2001 in the journals Social Work with Groups, Small Group Research, Group Dy-
namics, and the “Interpersonal Relations and Group Processes” section of Journal of Per-
sonality and Social Psychology. These journals were selected because the majority of their
published articles deal with small group research or social group work and also because
their intended audience is researchers of and practitioners in small groups. Reviewing the so-
cial psychology journals took us beyond social work’s typical small-group journals, but
these were selected because they form the literature base for many social group workers.

Several other journals were considered but ultimately rejected. Some were no longer in
print (such as Human Relations), some did not primarily publish research and also did not
focus on social group work (such as Group and Group Processes and Intergroup Relations),
and some published very little research that was related to small groups (such as Research
on Social Work Practice, Social Work Research, or Group and Organizational Manage-
ment).

In our review of the four journals we selected, we were primarily interested in how the
researchers (1) handled the problems inherent to small-group research, (2) discussed the
design choices they made, and (3) discussed the limitations encountered. Our training for
reading and capturing these dimensions in the research included several steps: First, we all
read a set of three articles to calibrate our judgments and systematize the notes taken on
each article. Coding consisted of taking notes, in two or three sentences, about each of the
three dimensions of interest. Second, we each read independently three new articles and then
afterward discussed them together to find areas of similarity and discrepancy in our judg-
ments. We repeated this step until we agreed 90% of the time on our judgments about the
articles. The remaining articles were divided between two of us (R. A. and A. K.). Finally,
about halfway through the reading of the articles, we again read one article together to as-
sess “coder shift.” Agreement was found to remain at better than a 90% level.

One encouraging initial finding to report is that a lot of small-group research took
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place during the past 5 years. That is very good news: The fields of small-group research and
social group work research appear to be thriving. A total of 326 articles were reviewed for
this chapter. The increase in the number of articles we found that focused on small-group re-
search concurs with Hoyle, Georgesen, and Webster (2001), and with Feldman (1987) be-
fore them, who found continual increases in the number of group research articles published
over the past several decades. And not only has the total number of articles researching
small groups increased, but we also noticed the same trend found by Garvin (2001) and
Hoyle et al. (2001), who have observed an increase in research being done on “true” group
processes and variables (those that exist because of the group environment, such as cohe-
sion, development, leadership, and followership) rather than on processes or variables that
just happen to take place in groups (such as task completion studies or those that evaluate
individual outcomes in structured treatment programs that do not take advantage of the
group environment).

CATEGORIES OF DESIGN PROBLEMS

As was stated in the beginning of this chapter, group work researchers must address prob-
lems from two fronts: They must contend with design challenges inherent to small-group
research and with those inherent to treatment research. Some of the challenges for small-
group research are how to handle power problems when doing group-level analyses;
alternatively, how to handle individual-level data within the group setting; how to keep
track of the different ways participants react to the same set of group conditions; and how
to isolate variables of interest when each group changes or develops along its own specific
path. Challenges for treatment research include ethical problems caused by withholding
treatment from people who need it in order to create control conditions; treatment integrity
problems when dealing with clients who present problems in idiosyncratic ways; and bal-
ancing a practitioner’s desire to create the best conditions for successful treatment with a re-
searcher’s desire to systematically change conditions to test hypotheses. And, finally, both
small-group researchers and group work researchers must contend with capturing and har-
nessing group dynamics that fundamentally change when they are isolated and examined.

Many of these challenges for both small-group and treatment researchers can be ad-
dressed with large enough samples; that is, if pools of participants were unlimited, research
designs could be developed that allow for any type of variation that exists. But, of course,
financial and other pragmatic constraints limit our ability to find large enough pools of par-
ticipants.

Reviews by Brower and Garvin (1989), Forsyth (1998), and Keyton (1994) analyzing
how small-group and group work research is most often conducted found three general cat-
egories of design problems that researchers must address:

• Problems associated with random assignment and the creation of control groups.
• Resource difficulties encountered when studying “naturalistic” group processes.
• Statistical difficulties encountered when studying “naturalistic” group processes.

The remainder of this chapter examines these categories of research design problems, the
pitfalls that they present, and some suggestions for how to address them based on what ap-
peared promising from our review of the past 5 years of literature in group work and small-
group research.
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Problems Associated with Random Assignment and the Creation
of Control Groups

Randomly assigning participants to research conditions allows one to rule out several con-
founds that severely limit the validity of research findings. However, two main problems ex-
ist when using random assignment for group work research. First, as with all treatment re-
search, ethical problems exist in withholding treatment from participants who are randomly
assigned to control conditions. Second, random assignment to small groups is made difficult
because group composition is often an important variable in the research design, meaning
that the group worker often wants to populate groups strategically rather than randomly.

One solution to the ethical complication of withholding treatment is to delay treatment
for participants in a control condition. Most often, this research uses a design that places
participants into wait-list control groups, in which the person is put on a waiting list and
not contacted until his or her group begins. Another solution is to give participants an alter-
native treatment, either by assigning them to another treatment that is the primary compari-
son to the one being tested or by assigning them to a “holding group” that may function
much like a self-help group. A final common strategy is for researchers to screen out the par-
ticipants who are in most need of treatment so these most needy individuals can be given
treatment separate from the research project.

Finding solutions to the problem of composing groups strategically rather than ran-
domly is somewhat harder. Often, the solution is to identify the one or two conditions of
most interest to the researcher (such as participant gender, ethnicity, diagnosis, or referral
source) and then stratify the random assignment process along these conditions. What re-
sults are groups strategically composed along one dimension and randomly composed other-
wise. Of course, the more one composes groups along dimensions of interest, the less ran-
dom are these groups.

Over the past 5 years, in the journals we reviewed, eight studies used random assign-
ment when studying group processes—occurring in groups that were allowed to unfold
more or less on their own. Eight additional studies used random assignment, though these
studies used groups of “confederates” (research assistants posing as group members) to ex-
pose participants to either experimental or control conditions. An example of the use of ran-
dom assignment with confederates could be seen in the study by Hart, Stasson, and Karau
(1999), in which participants rated graduate school applicants in group settings created to
foster either high or low influence over decision making.

Of the eight studies that did use random assignment to study more naturally unfolding
group processes, two of them focused on treatment groups. Barrow, Burlingame, Harding,
and Behrman (1997) were interested in whether professionally trained versus nonprofes-
sional therapists—those who went through a structured and intensive therapist training
program versus those who were given a treatment manual without actual instruction—were
better able to generate “focus” in their groups. They randomly assigned 102 participants to
treatment groups led by either professional or nonprofessional leaders or to a no-treatment
control group. They were not interested in member effects, so they did not have to stratify
their sample in any way, and to address ethical issues of withholding treatment, they first ex-
cluded 60 additional clients from their study—these clients met other research protocol cri-
teria but were given treatment directly instead of via the study.

In the other study (Shechtman & Ben-David, 1999), group treatment for aggressive
children was compared with individual treatment. The sample of 101 was stratified by age
of child to create balanced numbers of groups of similarly aged children, and then partici-
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pants were randomly assigned to either group or individual treatment. Using this design, no
child was denied treatment for the sake of the research.

Resource Difficulties Encountered When Studying “Naturalistic”
Group Processes

Groups change over time, and the variables that are of interest, and particularly their inter-
actions, will likewise change over time. “Natural” groups differ in the time they take for a
variety of processes and dynamics to unfold. Honoring these naturalistic processes requires
“naturalistic” designs and methods, which are often expensive, cumbersome, or both.

One strategy for capturing the natural unfolding of groups is to describe the group as a
case study, and, in fact, the case study approach is one of the oldest designs used to study
groups. Interestingly, however, only four studies, all with a social group work focus, were
found to use a case study approach out of the 5 years of articles we reviewed. A classic ex-
ample of the case study design was used by Racine and Sevigny (2001). This study describes
a board game devised by the researchers to generate both solutions to life situations and re-
search data with women living in a homeless shelter in Montreal. In their study, Racine and
Sevigny describe how the women used their game to solve problems in their lives and how
their group interactions changed as a result of their participation. Characteristic of this type
of research study is its careful attention to detail in its descriptions of the sample, the group
setting, researcher objectives and biases, and the range of interactions that took place over
the life of the group. This level of detail is important in these types of studies for two
reasons: It allows readers both to evaluate the quality of the work being described and to de-
termine the study’s generalizability. In other words, case studies use descriptive detail to de-
termine both internal and external validity.

Another strategy that captures group processes as they naturally occur is to use video-
taping and act-by-act scoring systems; Brower and Garvin (1989) speculated that the use of
these approaches would increase as the technologies that drive them became less expensive.
The basic strategy for this approach is to videotape each group session and then use some
sort of system to code each “act” (sometimes defined as each utterance in the group, and
sometimes defined as each transaction between one person and another) displayed in the
group. SYMLOG is one such common system (Bales & Cohen, 1980). Over the past 5 years
in the group research journals that we read, 12 studies used videotape to record sessions,
and 4 of these used SYMLOG to code group behaviors. The remainder of the articles coded
specific behaviors of interest using coding systems created specifically for that study. An ex-
ample of this type of study was done by Sonnentag (2001), who counted frequency of mem-
ber utterances in a study of participation rates in software development teams.

Three additional studies are worth describing, as they used videotaping in interesting
ways. Bavelas, Coates, and Johnson (2000) looked at the relationship between storytellers
and their audiences, describing the listeners as “co-narrators” because storytellers changed
their stories based on the responses they got from their audience. This study analyzed videos
of small-group storytelling sessions and found that storytellers elaborated specific aspects of
their stories in direct response to reactions from listeners while telling other aspects of the
story in more “generic” ways when no response was elicited. Videotaping allowed the re-
searchers to identify the specific sequences of interaction between storyteller and listeners
when high or low engagement was found.

Miller and Donner (2000) videotaped race dialogue groups—public and structured
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small-group conversations about race and racism. In addition to documenting these dia-
logues and the group processes, the videos were played publicly to bring a wider audience
into the discussions. Because more than one group was videotaped, the public presentation
of the tapes also led to discussions about how these race dialogue groups were different and
similar on a variety of themes, processes, and issues related to group development and racial
identity.

Finally, Dutton (2001) showed her group its own videotapes of prior meetings as a way
to help the members evaluate their own growth and development. Members in her group
were urban adolescents, mixed in age and racial identity, who came together to stage a the-
ater production. Each production meeting was videotaped, and the group members watched
their own tapes at regular intervals to deepen their discussions about how they acted with
each other and how they made decisions as a group. Through this self-referential analysis,
the research and evaluation aspects of the project became another element of group process
and development.

Statistical Difficulties Encountered When Studying “Naturalistic”
Group Processes

Even if natural group processes are captured on videotape, the mountain of data generated—
both the sheer number of variables to keep track of and the multidimensional relationships
among them—is difficult to sort through. Act-by-act coding systems, such as SYMLOG,
manage this problem by focusing attention on a handful of categories of variables, thereby
allowing researchers to “see” aspects of group development and change through a concep-
tual filter. Another way to handle this problem is more typical but less desirable: obtaining
member ratings of their perceptions or attitudes about the group after each session and then
manipulating and aggregating them in a variety of ways to examine group-level processes
and trends. The problem with using member ratings in this way is that it violates a basic sta-
tistical assumption of observational nonindependence, which in turn inflates Type 1 error,
making it harder to know whether our findings are real or not.

Observational nonindependence can show up in groups in at least three ways. First,
once group members know each other, it is difficult to determine whether members rate
group items similarly because they view their group in similar ways or because they are in-
fluencing each others’ judgments erroneously. Second, if one wants to measure group trends
by asking members for group ratings in each session, observational nonindependence is a
problem because members may base one session’s rating on a previous session rather than
on their judgment of that day’s group. Third, we often want to say something about the
group as a whole by aggregating ratings from individual members—perhaps the most bla-
tant violation of observational nonindependence, as this method obscures important aspects
of the member observations, such as their distribution and error variance.

Many multidimensional statistical methods exist to handle complex relationships
among variables, and many of these methods can be successfully adapted to handle the types
of problems and requirements of small-group research. A good general reference on these
methods is Collins and Sayer (2001). However, two newer statistical methods—structural
equation modeling and hierarchical linear modeling—are described briefly in this chapter
because they are so well suited to capturing complex relationships using data generated by
small-group research. Additionally, structural equation modeling specifically addresses the
observational nonindependence problem endemic to small-group data.

Solutions for Research Design Problems 441



Structural Equation Modeling and Complex Relationships

One statistical method that can handle the complex relationships in groups is based on the
use of LISREL software and structural equation modeling (SEM; Joreskog & Sorbom,
1993). SEM is conceptually similar to a factor analysis in that the statistical technique is
used to identify which variables “go” with other variables and is also conceptually similar to
regression in that it can be used to show how variables are predicted by other variables.
However, SEM can be used to create “paths” of relationships among variables, showing the
paths of direct and indirect causal influence that variables have on each other, including the
“latent” constructs that might undergird the relationships among variables. Thus SEM al-
lows us to capture the rich and complex web of direct and indirect relationships that exist
among group variables.

The most commonly used software to implement SEM is LISREL, and LISREL is fairly
data intensive. To use it with confidence, the common guideline is to have a ratio of cases or
observations-to-variables of about 10:1, or about 10 observations per variable. Others sug-
gest that one must have at least 100 cases total in the sample. LISREL can be used with
smaller data sets or with a smaller ratio of cases to variables, but this will greatly raise the
likelihood that results are unique to the data set or artifacts of the data. LISREL also needs
independent observations, so it does not solve the observational nonindependence problem
that plagues group research when data are obtained from individual group members. Never-
theless, it is a statistical procedure that lends itself very well to capturing the richness of
group relationships, and therefore it could be used productively to advance our research ef-
forts.

Carless and de Paola (2000) used LISREL to study the relationships among group cohe-
sion, work team effectiveness, and team performance for workers in retail stores. They sur-
veyed 84 retail outlets, with one to four employees filling out surveys at each outlet. They
measured group cohesion, team effectiveness, and work satisfaction through self-report;
team performance was assessed by asking the regional manager to rate that retail store on
various outcomes. A typical non-SEM analysis would have used bivariate methods to iden-
tify how each measure was related to each other, or at best used multiple regression to try to
identify how a set of variables related to the outcome. Instead, these researchers constructed
a variety of path models of the relationships among these measures and then tested each one
using LISREL. Their results found that none of their models was a good fit to these data, al-
lowing the researchers to conclude that group cohesion might not be an important factor in
work group outcomes.

Hierarchical Linear Modeling and Group Trends

As we have discussed, observational dependency is a problem for small-group research, and
one example of this problem occurs when trying to use member observations of each session
to create a picture of group trends over time. Typical ways to chart trends in groups have
been to use graphing techniques with visual inspection or to compare group means derived
by lumping together sessions from arbitrarily determined beginning, middle, and end phases
of the group. Hierarchical linear modeling (HLM) is a statistical method that hierarchically
“nests” sets of observations within other sets (Bryk & Raudenbush, 1992) and that there-
fore does not need to make assumptions about observational nonindependence. Instead, it
allows for the determination of individual-level and group-level effects to be assessed to-
gether and individually. It can be used to nest individual-level observations within the
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groups to which individuals belong as a way to address the individual level–group level unit
of analysis problem. HLM can also be used to nest sequences of sessions together to assess
group trends using a procedure called growth curve estimation.

We describe how HLM can be used to address the individual level–group level unit of
analysis problem in the next section. What follows is a study that used HLM and growth
curve estimation, using session-by-session group observations, to determine group trends.

Kivlighan and Lilly (1997) used HLM to explore how dimensions of group climate af-
fected counseling outcomes. Climate was assessed using the Engaged, Conflict, and
Avoidant scales of the Group Climate Questionnaire (ECQ); members completed this instru-
ment after each session. The Target Complaints form was used to help members identify
their group counseling goals. HLM was used to nest members’ session observations within
their group to create trends for each group that were then compared with counseling out-
comes. Results showed interesting trends related to outcome: a high-low-high pattern for
group engagement, a low-high-low pattern for group conflict, and a cubic pattern for group
avoidance. Importantly, when these researchers compared “snap shot” scores on the GCQ
(i.e., at the beginning, middle, or end) to outcomes, no significant results were found. It was
the trend itself that appeared to make a difference, not the level of the scores per se.

HLM (and Other Methods) and the Unit-of-Analysis Problem

Problems associated with aggregating individual-level observations to say something about
group-level phenomena are so common that statistical solutions have appeared in the litera-
ture repeatedly for the past 20 years (Hoyle, Georgesen, & Webster, 2001; see also Glisson,
1987). Yet, despite the repeated appearance of solutions to these problems and the appear-
ance of powerful and easy-to-use software to compute the statistics required (Bryk &
Raudenbush, 1992), recent reviews continue to find that researchers are ignoring these solu-
tions. In a review done in 1994, Burlingame, Kircher, and Taylor (1994) found that almost
90% of group psychotherapy research published between 1980 and 1992 analyzed individual-
level data without correcting for, or sometimes even acknowledging, the nonindependence
problem. In a replication of this review, Hoyle and his associates (Hoyle et al., 2001) found
only a modest improvement. By 1997, one-third of the articles reviewed still failed to either
acknowledge this problem or to use a statistical strategy to correct for it. And of those that
did address this problem, the most frequently used solution was not to use the powerful sta-
tistical approaches available but instead to simply use the group as the unit of analysis and
therefore try to sidestep the problem altogether.

But we need not sidestep this problem, because several articles exist that can serve as
blueprints for the use of HLM and other statistical procedures to address observational
nonindependence. Hoyle and his associates (Hoyle et al., 2001; Hoyle & Crawford, 1994),
Nezlek and Zyzniewski (1998), and Pollack (1998) all outline (sometimes in step-by-step
detail) how to use HLM to study small groups. All of these articles are easy to follow and
will greatly increase the validity of our results. If one wishes to continue to use ANOVA,
Burlingame and his associates (Burlingame, Kircher, & Honts, 1994) outline a “bootstrap-
ping” correction procedure to handle nonindependent observations. And, finally, if one
wants an even less statistically inclined way to correct for this problem, Moritz and Watson
(1998) and Glisson (1987) describe how to compare within-group to between-group vari-
ance—essentially allowing us to simulate a “multilevel” analysis that helps us determine
how great an effect nonindependence is having on one’s data. But whatever solution is used,
we strongly urge researchers to use one. They are readily available and easy to apply.
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One study we reviewed serves as a good illustration of why it is important to address
nonindependent observations. Terry et al. (2000) studied the relationships between percep-
tions of cohesion on sports teams and mood of the athletes. They administered a mood
scale, the Profile of Mood States—Children (POMS-C), and a group environment question-
naire to more than 400 adults who belong to rugby, rowing, and netball teams in England.
Before correcting for nonindependence, they found substantial differences in the role of co-
hesion based on the sport played. After correcting, they realized that the primary findings
cut across sports: The more cohesive the athletes perceived their teams, the more positive
and the less anxious, angry, and depressed they felt. In their study, the cohesion measure and
its relationship to other variables was inflated due to nonindependent-observation error.

CONCLUSION

Clearly, small groups are complex and present vexing design problems to which there are no
simple answers. But just as clearly, these problems have been known almost since the time
small groups were first studied—and many unambiguous and trustworthy solutions now ex-
ist in the literature. And in particular, the ubiquitous nonindependence problem can be eas-
ily addressed using a variety of readily available statistical methods. We hope through this
chapter to have made some of these solutions more easily accessible.

However, given that many of these solutions have existed in the literature for years,
why have we not made more frequent use of them? It cannot be that we do not take our
own limitations seriously or that we do not feel our research findings are important enough
to need to correct for statistical violations. It certainly cannot be that we are not well read
enough to know that these solutions exist!

One might criticize the problems and solutions identified in this chapter as piecemeal;
they provide technical solutions to “symptoms” in how we continue to study small groups.
This critique would say that the research design problems identified will continue to plague
us as long as we continue to “shoehorn” group work research into a logical positivist tradi-
tion (Papell & Rothman, 1966). Instead, researchers should use more naturalistic paradigms
to study groups because these paradigms more easily match the processes of interest in small
groups (Frey, 1994).

There may be wisdom in this logical positivist critique, and the literature is beginning to
showcase new naturalistic paradigms that might allow for truly new discoveries in group
work research. For example, Fuhriman and Burlingame (1994) describe how chaos theory—
a science of “process rather than of state”—can be applied to groups. Because this theory
puts at its center the interconnectedness of complex processes through time and space, it ap-
pears very well suited to the study of this same type of interconnectedness that is at the cen-
ter of the groupness of groups.

But although a logical positivist perspective might have inherent limitations, we need
not abandon its quantitative methods altogether to find holistic solutions to advance group
work research. For example, Brower and Garvin (1989) argued more than 10 years ago that
the field needs to standardize its dimensions of study—agreeing on variables and methods to
measure these variables—to create a “grid” or matrix that would allow us to build up our
knowledge about groups in a systematic way. By doing so, we could then systematically vary
aspects of groups (outcomes, membership, processes of interest, etc.) to slowly but surely fill
in the grid. However, we would need stronger leadership in our field for this solution to take
hold.
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This chapter’s review found that small-group research, as a whole, is healthy and
growing—we are producing more small-group research than ever before. But sadly, as a
whole, we also appear to be only very slowly changing the way we conduct our research,
even though solutions to our design and methods problems exist. We continue to make the
same design mistakes we always have or only reluctantly embrace changes that are readily
available for use.

If, as George Homans said half a century ago, the small group is at the very center of
our lives as human beings (Homans, 1950), then knowledge of small groups should be at the
very center of every discussion of human behavior. Those of us who continue to produce
small-group research have the power to make this happen—and to do so means addressing
our own fixable research design limitations in order to make our work as top quality as it
can be.
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Chapter 26

Measurement Issues

RANDY MAGEN

Examining groups from a systems perspective may be natural for contemporary so-
cial workers. The systems perspective, or group-as a-whole orientation, provides a solid
conceptual foundation for understanding groups (Agazarian, 1992). However, to engage in
evidence-based group work practice or to conduct research on groups requires that abstract
systems concepts be described and operationalized “in terms of specific indicators by assign-
ment of numbers or other symbols to these indicants in accordance with rules”; this is the
process of measurement (Monette, Sullivan, & DeJong, 2002, p. 103). This chapter dis-
cusses measurement issues in groups. It offers an appraisal of both qualitative and quantita-
tive instruments for studying group conditions and outcomes.

GROUP WORK IN THE CONTEXT OF MEASUREMENT

It is an ethical mandate for social workers to “protect clients from harm” (National Associ-
ation of Social Workers, 1999, p. 9). Research has pointed out the potentially harmful ef-
fects of participating in a group (Coyne, 1999; Lieberman, Yalom, & Miles, 1973;
Smokowski, Rose, Todar, & Reardon, 1999). It is only through systematic evaluation that
practitioners can understand the effects of their groups and be able to, in the least, refute the
claim that the group caused harm. Measurement generates the data necessary to systemati-
cally evaluate a group. Garvin (1997) also points out that evaluation is necessary in our cur-
rent political climate, which stresses accountability.

Critics of the use of measures in social work practice argue that measurement is
reductionistic and has little relevance to the complexities of social work practice (Goldstein,
1992; Witkin, 1996). Opponents of evidence-based practice argue that the focus on data de-
values clinical experience (Williams & Garner, 2002). However, Gibbs (2003, p. 16) writes
that measurement is not a substitute for practitioner judgment but rather lies at the “inter-
section between experience, the client’s preferences and current best evidence.”
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Measures are tools for the group work practitioner to utilize in collecting data to un-
derstand the effects of a group. There are two general types of effects that can be measured.
The first are the effects of the intervention on members’ goals—measurement of the out-
come of the group. Generally the question being asked of the data collected through the use
of outcome measures is, Did the client change? The second type of effects are measures of
the group conditions, often referred to as measures of group processes. The main question
being asked of data collected from group process measures is, Do the group conditions exist
that are necessary for group members to work toward achieving their goals? The general
failure in the literature to link group processes with outcomes is a long-standing and serious
problem. Methodologically, group processes can confound outcome. Rose, Tolman, and
Tallant (1985) point out that differences between two interventions may be misattributed to
content differences when in fact the differences were due to a failure to achieve optimal
group processes in one condition.

In individually based practice, what can be measured is limited to the client, the practi-
tioner, and the interactions between the practitioner and the client. In groups, what can be
measured expands geometrically with every group member because each individual, dyad,
triad, and so on can be the target of measurement. For example, in a group of six people in
which one of the members is the designated leader, there are six individuals, 15 dyads, 20
triads, 15 subgroups of four members, 6 subgroups of five members, and the entire group of
6 that can be the focus of measurement. This assumes, of course, that measurement of the
dyads, triads, or subgroups is meaningful and useful.

Like any tool, measures can be used carelessly and foolishly. Using measures that are a
burden because of their complexity, length, or relevance is foolish. Similarly, using measures
without a clear idea of how they will be used to assist clients or leaders is careless. Two gen-
eral principles in the use of measurement are parsimony and simplicity.

INTERVENTION

The use of measures in groups is not limited to any particular approach to group work. As I
show later, qualitative and quantitative measures have been utilized in psychodynamic and
behaviorally oriented groups, in remedial and reciprocal model groups, and in leader-
centered and self-help groups. However, some types of measures are more syntonic with spe-
cific approaches to group work. For example, Kurtz (1997) advises that qualitative methods
and participatory action research are best suited to self-help groups.

EMPIRICAL EVIDENCE AND THEORETICAL BASE

Five issues need to be addressed before using any measure in groups. These issues are related
to the unit of analysis, definitions of concepts, individualization of measurement, reliability,
and validity.

Unit of Analysis

The unit-of-analysis issue may be the most commonly ignored methodological quagmire in
group work research. The basic idea is that the unit measured (typically individuals) should
be the unit analyzed. However, it is common for group work researchers to collect data on
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individuals yet analyze and report the data in terms of the group. There are many dangers
with this practice. The first danger involves what have been termed the ecological fallacy
and the reductionist fallacy (Monette, Sullivan, & Dejong, 2002), wherein data collected
from one level (e.g., individuals) are used to infer something about a different system level
(e.g., dyads, triads, or a group). Furthermore, if we believe conceptually, based on systems
theory, that the group is more than the sum of the parts, then we need data in addition to
those collected at the individual level to accurately describe the group. Another problem
with using individual data to describe the group as a whole relates to errors in aggregating
the data. It is common practice for group workers to report the mean of the group members’
individual scores as the score for the group. Glisson (1986) pointed out the dangers of this
approach: Depending on the distribution of individual scores, this procedure can either
overestimate or underestimate the group score.

An additional problem in analyzing individual scores to draw conclusions about the
group is that statistical analyses assume that data values are independent. Group practitio-
ners believe that part of the power of the group is that members influence each other; thus
scores on measurement instruments are affected by what other group members say and do—
the data are not independent observations. The violation of the assumption of independence
can lead to bias in standard error estimates and erroneous results in statistical tests
(Barcikowski, 1981; Pollack, 1998). Although statistical analyses to deal with this problem
are beyond the scope of this chapter, two solutions that have been suggested are using nested
designs (Morran, Robison, & Hulse-Killacky, 1990) and hierarchial linear modeling (Pol-
lack, 1998).

In some group work research, the individual level of analysis may be less important
than other levels. For example, Maton (1993) proposed an ecological paradigm for under-
standing self-help groups within the context of communities and other large systems. In this
model, if self-help groups are conceptualized as community organizations (Kurtz, 1997),
then community-level variables such as human service budgets, prevalence of focal prob-
lems, and population stability affect group effectiveness and need to be measured.

Finally, the practice of aggregating individual scores as measures of group process is
also suspect on conceptual grounds, given that almost all definitions of group processes are
linked to the group rather than to individuals. However, there are also difficulties in relying
on definitions of group processes.

Definitions of Concepts

Measurement does not start with the selection of an instrument but rather with clear defini-
tions of the concepts to be measured. Bednar and Kaul (1994, p. 633), in reviewing 50 years
of group research, were highly critical of the state of measurement in group work research.
Instead of more rigorous research designs, they called on researchers and practitioners to
carefully observe and describe groups so that specific measurement tools could be created.
Bednar and Kaul’s (1994) critique should be seen as a warning to anyone measuring aspects
of group work. The usefulness of any measure is dependent on the clarity of the concept it is
describing.

In group work practice and research, the difficulty in defining concepts is most pro-
nounced in measures of group process. Although there have been rich descriptions of vari-
ous group processes, little agreement exists about even the most basic phenomena. For
example, on the one hand, there is widespread agreement that cohesion is a necessary group
process for the functioning of effective groups. High cohesiveness has been linked to thera-
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peutic change (Dies & Teleska, 1985, p. 120), whereas low cohesiveness has been shown to
correlate highly with members dropping out of groups (Lieberman et al., 1973). On the
other hand, there is little agreement about how to define cohesion, as illustrated by the fol-
lowing definitions:

• The total field of forces which act on members to remain in the group (Festinger,
Schachter, & Back, 1950, p. 164).

• Attraction to the group (Lieberman et al., 1973).
• The composite of member–member, member–therapist, and member–group relations

(Fuhriman & Barlow, 1982).
• The degree of members’ involvement in and commitment to the group and the con-

cern and friendship they show for one another (Moos, 1986, p. 2).

Kaul and Bednar (1986, p. 707) remark on the “lack of cohesion in cohesion research” and
go so far as to say the research is a “spectacular embarrassment.”

For group work researchers and practitioners, the first step in measurement is a clear
conceptual definition of the concept. This leads directly to the operationalization of the
concept.

Individualization of Measurement

A common research design for investigating the effect of a group intervention tests the hy-
pothesis that the group members’ mean score on an outcome measure is significantly differ-
ent from pretest to posttest or is significantly different from scores of members in control or
comparison groups. For example, to test whether a cognitive-behavioral group reduces
members’ levels of depression, a researcher could administer the Beck Depression Inventory
prior to the beginning of the group and again at the end of the group. The researcher could
then perform a matched-pairs t-test, assuming adequate sample size, to reject the null hy-
pothesis that there was no difference in scores on the Beck Depression Inventory from pre-
test to posttest. In this research design, the goal is to offer a nomothetic explanation that
cognitive-behavioral group intervention can reduce depression. The purpose of this type of
research is to develop knowledge that can be generalized beyond the group being studied.

One advantage of this approach to research is that utilizing a norm-based instrument,
such as the Beck Depression Inventory, allows researchers and practitioners to compare their
samples to various published norms. The practitioner reading the report about the cognitive-
behavioral intervention has a standard against which to evaluate the level of group mem-
bers’ depression. Measures that allow comparison to norms are referred to as nomothetic
measures.

Nomothetic measures and explanations also have disadvantages. First, norm-based
measures are often indirect proxy measures of client troubles and, as a result, are difficult to
use in evaluating individual reactions, as well as the importance participants attach to their
difficulties. Norm-based measures are often insensitive to small changes. Nomothetic expla-
nations that rely on tests of sample means provide us with little or no information about
what happened to an individual client. Average scores can underestimate clinically signifi-
cant changes when the effect of treatment is variable within treatments (i.e., when there is
large within-subject variability). Furthermore, the imposed significance levels associated
with statistical tests often have little relevance to clinical practice (Jacobson, Follette, &
Ravenstorf, 1984). In fact, with a large number of participants, results can be statistically
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significant even when the effectiveness of an intervention is “weak” (Barlow, Hayes, & Nel-
son, 1984). An adjunct to the use of nomothetic measures and explanations is ideographic
measures and explanations.

Ideographic measures are precise and sensitive indicators of individual change. Al-
though not commonly reported in group work research, ideographic measures can be found
in the behavioral literature associated with single-system research designs. Ideographic mea-
sures allow clients to select indicators of important problems and determine how to measure
a successful outcome. Furthermore, some ideographic measures can measure progress, as
well as success. Ideographic measures of outcome, discussed later, include goal attainment
scaling and individualized rating scales (Bloom, Fischer, & Orme, 1999).

Researchers and practitioners often want to know not only whether a group interven-
tion is effective but also for whom it was most effective. Clinical significance tests following
statistical significance tests are a method for obtaining ideographic explanations of out-
come. Several statistical tests have been suggested for evaluating clinical significance
(Christensen & Mendoza, 1986; Jacobson, Follette, & Ravenstorf, 1984, 1986; Jayaratne,
1990). The most useful of these statistics is the SC suggested by Christensen and Mendoza
(1986), which yields a score, in standard deviation units, that indicates the magnitude of an
individual subject’s change on a measure. The SC statistic, used in conjunction with
nomothetic explanations, can tell us not only whether the group was effective but also
which individual members benefited most from the intervention.

Reliability

A synonym for reliability is consistency. There are many different ways to assess the reliabil-
ity of a measure; the most common of these are test–retest, split-half, internal consistency,
and multiple forms. For measures involving observation, the assessment of reliability refers
to the consistency between raters, known as interrater reliability. Three methods for com-
puting interrater reliability are Cohen’s kappa, the interclass correlation coefficient, and the
percentage of agreement.

By convention, the agreed-on standard for a reliable measure is .80, or 80%. Clearly,
the higher the reliability the better, but in practice researchers commonly use measures with
reliabilities considerably lower than .80. In fact, for several of the measures used in group
work research, little published data are available on the reliability of the instrument. It is im-
portant for researchers and practitioners to understand the reliability of any instrument uti-
lized. At a minimum, basic reliability statistics should be calculated and reported.

Validity

Valid measures are accurate measures. There are two questions associated with evaluating
the validity of a measure. First, is the instrument measuring what it is suppose to measure?
Second, how well does the instrument measure what is intended? Valid measures are reli-
able, but reliable measures are not necessarily valid. As with reliability, there are many
methods for assessing the validity of a measure. These methods include face validity, content
validity, criterion validity (concurrent and predictive), and construct validity (convergent,
discriminate, and convergent). Assessing the validity of a measure is a complex and difficult
task involving both clear concepts and careful empirical research. Measures are never com-
pletely valid nor completely invalid. Generally, the more information that is available about
the validity of a measure, the more faith the researcher or practitioner can have in its use.

Measurement Issues 451



Again, as with reliability, for many measures used in group research limited published valid-
ity information exists.

EXAMPLES

Measures of Outcome

To select an outcome measure, the group practitioner or researcher needs to decide (1) what
to measure, (2) how to measure it, and (3) who will collect the measurement data (or where
they will be collected). This process of selecting outcome measures can be conceptualized as
a three-dimensional cube, with each question corresponding to one dimension of the cube.
Within each dimension are specific domains to be measured, methods of measurement, or
source of the data (see Figure 26.1). There are many ways to conceptualize the elements
within each dimension, the elements identified in Figure 26.1 are one example. The concep-
tualization of elements within each dimension is influenced, at a minimum, by the purpose
of the group and the clients’ needs. Other considerations in conceptualizing what to mea-
sure, how to measure, and who will collect the measurement data include theoretical orien-
tation, practicality, and feasibility.

The metaphor of the cube is also helpful in identifying whether data collection is
multimethod and multisourced, what qualitative researchers refer to as triangulation (Berg,
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1998). Measures that are triangulated will be indicated by multiple blocks within the cube
containing data. However, not all measures can be triangulated; for example, some out-
comes are covert, such as a change in cognitions. As a result, the cells in Figure 26.1 that
correspond to cognitions can be collected only from the client. However, the measure of
cognitions can be done by means of self-monitoring, via tests and checklists; through analog
observations; or by way of interviews. Furthermore, the measure of cognitions can be either
quantitative or qualitative.

In reality, practitioners and researchers rely on a few common methods for measuring
client outcomes. Perhaps the most common of these tools are tests and checklists, primarily
norm-based instruments. Empirical research studies, in particular, rely on norm-based mea-
sures. Highly touted and extremely practical, but less utilized, are rapid assessment instru-
ments such as those developed by Hudson (1990a, 1990b).

Another type of instrument, commonly used in children’s social skills training groups, is
sociometric ratings (see, e.g., Hepler, 1994). Originally developed by J. L. Moreno, the fa-
ther of psychodrama, these checklists have high face validity and some evidence of reliabil-
ity. In a school setting, children would be asked to rate, on a Likert scale, the likelihood of
their playing with every other member of the classroom. The scores from the classroom
would then be used to identify those children most isolated, as well as those most popular.
These sociometric ratings are an assessment tool that can be used to compose groups that
are heterogeneous. The sociometric ratings can also be repeated after the end of the group to
test either ideographically or nomothetically for changes.

Two methods for obtaining ideographic measures of change are individualized rating
scales (IRS) and goal attainment scaling (GAS). IRS, as described by Bloom and colleagues
(1999), use a single scale with descriptive anchors to operationally define target problems.
For example, a client in a support group for people who have breast cancer might use such a
scale to rate the intensity of fears about chemotherapy. The practitioner and client would
work together to develop the labels for the 5 to 9 points found on the typical IRS. The client
would then use this scale on a regular basis (e.g., weekly) to measure fears about chemother-
apy.

Similar to IRS, GAS is frequently discussed in texts on measurement but rarely reported
in the group work literature. GAS and IRS share many similarities. Both involve individual-
ized ratings of a particular target. However, GAS is usually constructed on a scale from -2 to
+2, with the level 0 being the client’s current level of functioning. GAS, like IRS, can be used
to measure not only outcome but also progress toward the ultimate goal (see, e.g., Magen &
Rose, 1994).

Observation of group members’ behavior within the group has long been used as mate-
rial for social workers’ progress notes. Systematic observation of group members’ behavior
both in and outside of the group has been reported infrequently as a means of assessing out-
come. One of the more common applications of systematic observation has been parent–
child interactions (see, e.g., Whipple, 1999), in which structured observational systems are
available for both researchers and practitioners. Observation of classroom behavior as re-
ported by a teacher has also been used to assess outcome in some skills training groups.
Finally, analog measures of behavior through role playing have been used both during group
sessions and outside of the group as measures of outcome.

In the biopsychosocial perspective of social work, the biological realm often receives
less attention than the psychological or social realms. As a result, scant attention has been
given to the use of physiological measures of outcome in the group work literature. The one
exception to this has been in the field of substance abuse, in which urinalysis is employed to
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supplement self-reports of abstinence. Several other simple physiological measures can be
used to measure agitation or stress, such as heart and respiration rates. More complex mea-
sures of stress, such as cardiac output, have been used in social support and stress manage-
ment groups by O’Brien and his colleagues (see, e.g., Anthony & O’Brien, 2002).

Self-monitoring as a method for obtaining outcome measurement is easily implemented
but can have low reliability due to problems with adherence. It is useful for practitioners and
researchers to follow guidelines for enhancing adherence when implementing self-monitored
outcome measurements. For example, to improve self-reports of sexual behavior in HIV re-
search, Weinhardt, Forsyth, Carey, Jaworski, and Durant (1998) suggested building in tech-
niques that improve the recall of behavior, such as appointment books or calendars, and
placing the burden of denial on the client. Rather than having participants record “if” a be-
havior occurred, the researchers asked them to record how many times a behavior took
place. From a research perspective, the reactive nature of self-monitoring can present a
problem; however, in practice, this reactivity has been taken advantage of to strengthen an
intervention. For example, in smoking cessation groups, monitoring the number of ciga-
rettes smoked can help to reduce smoking.

Social workers are well trained in techniques of interviewing. Systematic collection of
data during an interview can be used as a baseline for assessing outcome when compared
with postgroup interview data. Interviews allow for the collection of rich qualitative data
that cannot be obtained from other measurement methods. For example, to understand the
effect of a self-help group in preventing drug use and improving client’s lives, Felix-Ortiz
(2000) and her colleagues interviewed 7 of 14 members participating in a self-help group at
a methadone maintenance clinic. Whereas drug use and quality of life can be measured us-
ing other methods (e.g., tests and checklists), these interviews provided data on what the cli-
ents perceived to be the value of the group in contributing to their personal changes, a link
that would be difficult to make using written measures.

Existing records may contain all the types of data listed here, as well as time-series data.
Intake forms and other routinely collected agency records may be the only empirical data
that exist to evaluate change for some group members. There are problems with the reliabil-
ity of data in records, particularly if the records were contributed to by multiple practitio-
ners. However, practitioners and researchers should not neglect this relatively easily ob-
tained source of data.

Measures of Group Process

Measures of group process are designed to illuminate what is occurring within the group
and to identify and assess the factors that are necessary for the functioning of an effective
small group. A number of variables have been identified in the literature as belonging to the
phenomenon of group process, but no one constellation of variables has received universal
acceptance. Thus each measure of group process described in this section constitutes a
slightly different subset of group process variables. Furthermore, a definitive list of group
processes is probably not possible, given that group processes are influenced by the group
work approach, by the stage of the group’s development, by forces outside of the group, and
by individual differences within the group.

A number of different tools have been developed to measure group processes or, more
generally, group conditions. The tools discussed here were selected based on the following
criteria: (1) their use has been discussed in peer-reviewed professional literature; (2) they
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have utility for both researchers and practitioners; (3) they are relatively low in cost and re-
quire little training to use. The reader is also referred to a recent book by Beck and Lewis
(2000) that offers a comprehensive review of nine approaches developed over the past 50
years to study small groups. The systems of analysis presented focus on observations of
group interaction from a psychodynamic perspective. Two of the instruments presented in
the Beck and Lewis book, which may be of most interest to readers of this chapter, are the
Hill Interaction Matrix and the Individual Group Member Interpersonal Process Scale
(IGIPS). Readers are also referred to the annotated review of 26 group process instruments
by Fuhriman and Packard (1986).

Perhaps the most widely known conceptualization of group process is Yalom’s thera-
peutic factors (1995). To empirically explore these 12 therapeutic factors, which were devel-
oped based on his and others’ experience with group psychotherapy, Yalom developed 60
statements, 5 for each of the 12 therapeutic factors. Patients, and in some cases group psy-
chotherapists, were asked to perform a Q-sort on these 60 statements using seven categories,
from most helpful to least helpful. The original Q-sort has been replaced by a self-adminis-
tered checklist, on which Yalom’s 60 statements are ranked on a 4-point Likert scale, with 0
corresponding to “not helpful” and 3 to “very helpful” (Butler & Fuhriman, 1983).

A variety of studies have demonstrated that clients view the presence of these factors as
important to their group experience. However, the relative importance assigned to each fac-
tor has varied by the group studied. For example, research has consistently shown that cohe-
sion and universality are perceived as important in the group experience of clients in self-
help groups (Heil, 1992; Lieberman & Borman, 1979), psychotherapy groups (Bednar &
Kaul, 1994), and cancer support groups (Weinberg, Uken, Schmale, & Adamek, 1995).

More than 40 separate studies have reported empirically on the use of the Yalom thera-
peutic factors questionnaire. Peer-reviewed data on reliability and validity have been pub-
lished, including a factor analysis of the questionnaire; Yalom (1995) lists references to these
in his book (see also Fuhriman, Drescher, Hanson, Henrie, & Rybicki, 1986). A critique of
the therapeutic factors questionnaire and an alternative instrument based largely on the
same concepts has been offered by MacNair-Semands and Lese (2000). However, this new
questionnaire has not been as widely adopted as the original Yalom questionnaire.

Clearly, the advantage of the Yalom therapeutic factors questionnaire is its widespread
adoption by both the practice community and researchers. Furthermore, the 60-item ques-
tionnaire is relatively easy to administer to adults. One disadvantage of the therapeutic fac-
tors questionnaire is that it measures participants’ perceptions of the importance or value of
each of the therapeutic factors but not whether the factor was actually present in the group
(MacNair-Semands & Lee, 2000).

Another self-report instrument for measuring group conditions, developed by Rudolph
Moos, is the Group Environment Scale (GES; 1986). The GES is a 90-item, true–false instru-
ment. Conceptually, the GES consists of three domains: relationship, personal growth, and
system maintenance/system change. Each domain is measured by 1 of the 10 subscales that
constitute the GES. In the relationship domain, subscales measure cohesion, leader support,
and expressiveness. The personal growth domain is measured by the independence, task ori-
entation, self-discovery, and anger/aggression subscales. The system maintenance/system
change domain is measured by the order and organization, leader control, and innovation
subscales. The manual for the GES contains a conceptual and operational definition for each
of the subscales, as well as normative data from 148 groups. The normative data is further
broken down by type of group: task-oriented, social-recreational, and psychotherapy/
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mutual-support groups. Data are provided on the reliability and validity of the scale.
Finally, the manual for the GES contains references to more than 25 studies that have used
one or more of the subscales.

Unlike Yalom’s therapeutic factors questionnaire, which grew out of practitioners’ ex-
periences, the GES’s development was guided by the application of systematic psychometric
methods. Although the GES has been used with a wide variety of groups, from committees
to support and psychotherapy groups, most of the current research appears to be focused on
task-oriented groups and is found in the organizational management literature.

A number of relatively simple methods for collecting data on group conditions have
been suggested by Rose (1984). Relevant to the discussion of tests and checklists, Rose pro-
posed the use of a postsession questionnaire (PSQ) administered at the end of every group
session. The questionnaire collects both qualitative and quantitative data on group mem-
ber’s perceptions of the usefulness of the group, satisfaction with the group, cohesion, and
self-disclosure. There are no published data on the reliability or validity of the PSQ, and no
norms exist; thus the PSQ should be used ideographically. Although the postsession ques-
tionnaire has been used in a variety of studies by Rose and his colleagues (e.g., Magen &
Rose, 1994; Rose & Edleson, 1987; Whitney & Rose, 1989), as well as by others (e.g.,
Anthony & O’Brien, 2002), its utility is as a simple, easy-to-use tool for practitioners.

A qualitative instrument for collecting data on group conditions is the critical incident
report. Like the postsession questionnaire, the critical incident methodology asks group
members at the end of a group session to:

Please describe briefly the event that was most personally important to you during today’s ses-
sion. This might be something that involved you directly, or something that happened between
other members, but made you think about yourself. Explain what it was about the event that
made it important for you personally. (MacKenzie, 1987, p. 31)

Mackenzie had clinicians categorize the critical incidents into categories that roughly corre-
sponded to Yalom’s therapeutic factors. A similar critical incident methodology, but one
with a different conceptual coding system, has been used in the study of task group behavior
(see, e.g., Taggar & Brown, 2001). The advantage of the critical incident report is that
group members’ words are not filtered through preconceived questions or limited to specific
response categories. A disadvantage of this approach is that participants must possess the
cognitive and writing skills to clearly explain the critical incident.

A relatively new instrument developed by Macgowan (2000) is the Groupwork Engage-
ment Measure (GEM). In this instrument, engagement is conceptualized as a multidimen-
sional construct across seven dimensions: attendance, contributing, relating to worker, relat-
ing with members, contracting, working on own problems, and working on others’
problems (Macgowan & Levenson, 2003). The GEM has 37 items scored on a 5-point
Likert scale from 1, “rarely or none of the time,” to 5, “most or all of the time.” Macgowan
has subjected the GEM to tests of validity and reliability with various populations and types
of groups (see also Macgowan, 1997). The GEM is a relatively short instrument, which
makes it easy to use both in practice and research. There is a growing body of evidence to
support the psychometric properties of this instrument. Furthermore, the multidimensional
construct of engagement emerges both from practice with groups and from research on
group conditions.

Rose (1984) also suggests several easy-to-implement observational coding systems for
use in groups. A simple measure of attendance in group sessions is logically related to out-
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come, although, as Feldman, Caplinger, and Wodarski (1983) indicated, group members
who drop out, who successfully complete treatment, and who unsuccessfully complete treat-
ment are three distinct groups. Similarly, records of promptness to group sessions can be
used to measure time in the group. The marketing wisdom that people vote with their feet
also applies to groups; these simple measures of attendance and promptness can indicate to
what degree people are voting with their feet.

Observational measures of participation in the group can be as straightforward as tally
marks to record the frequency of group member participation. Rose (1984) recommends re-
cording who in the group is speaking every 10 seconds. Somewhat more complex observa-
tional systems record the patterns of speaking, such as whether members are addressing the
group, the leader, or one particular member. These measures of participation, much easier to
learn and use than other observational systems such as the Hill Interaction Matrix, system-
atize what many group leaders and researchers treat as anecdotal data.

FUTURE DIRECTIONS

The knowledge and tools to measure outcomes for members participating in groups have
advanced, both in the research and in the practice arenas. Although a number of tools exist
for assessing group processes, they have not been subjected to the same rigorous use or test-
ing as measures of outcome. The larger problem, however, is that the conceptual definitions
of group conditions are still amorphous. Progress has been made; for example, Bonito
(2002) tackled the methodological and conceptual issues involved in understanding and an-
alyzing participation in groups. This is a good first step for one of the multitude of variables
that have been identified as relevant to understanding groups. Similarly, researchers too
often conduct rigorous studies in which a group is the context for the intervention but no
measures are made of the group condition. This ignores both the context of the intervention
and the possible confounding nature of group variables on outcome. Finally, there are a
number of new and complex statistical techniques for analyzing nonlinear and dependent
data. Although these statistical techniques offer researchers tools for analysis, their com-
plexity may create a further divide between research and practice.

The Oxford English Dictionary (2003) lists one of the earliest uses of the word “mea-
surement” in the 17th century. One of the definitions is “a magnitude, quantity, or extent
calculated by the application of an instrument or device marked in standard units.” This
chapter has discussed the instruments as applied to groups. Measurement need not be a
complex undertaking, but it needs to be systematic, with a set of associated standards. Mea-
surement is necessary for understanding what is occurring in groups and with group mem-
bers. The choice is what to measure and how, not whether to measure.
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Chapter 27

Evaluation of Group Work

LARRY M. GANT

This chapter describes the evaluation of various group approaches found in pub-
lished academic and professional literature. First presented is a general statement of the task,
followed by a brief overview of the distinctions between program evaluation and clinical re-
search paradigms. A strategy for selecting a focused sample of published evaluation ac-
counts of group work intervention is presented. The remainder of the chapter is devoted to a
discussion of evaluation approaches and findings across published accounts of group work
interventions. The chapter concludes with an assessment of the current state of the art of
evolution of group work interventions and suggestions for future directions.

STATEMENT OF THE TASK

In an age of declining fiscal resources for social supportive services, program and service
providers are increasingly requested to justify the funds for social programs by reporting the
effectiveness of the programs. Calls for “research-based practice” or “evidence-based prac-
tice” mandate—in ways never before seen—that program providers demonstrate significant
change beyond chance computation (the purview of clinical research) or at the very least
provide evidence that answers the question, “does it work or not,” without the trappings of
randomized clinical trials (the purview of evaluation). Calls for time-limited interventions
further underscore the emphasis. Indeed, there is little evidence that the social service profes-
sions and their respective funders will return to earlier times of funding programs that
“should” and “ought” to work; programs will need to demonstrate effectiveness or face
some kind of sanction. Some argue that very few programs are actually terminated due to
demonstrated program ineffectiveness (e.g., D.A.R.E. and Empowerment Zone reconstruc-
tion). It is not surprising that this holds even more true for programs with some champion in
influential places than for programs with no such champion. It appears to be a statement of
some accuracy that group-level interventions have few visible champions or spokespersons
of influence. Hence the greater vulnerability, and thus the greater importance of demonstra-
tion of effect.
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DISTINGUISHING PROGRAM EVALUATION
FROM CLINICAL RESEARCH

There is no more confusing conflation of terms to lay audiences involved in the “evidence-
based practice” debate than that of program evaluation with clinical research. Perhaps eval-
uators have done a better task of speaking to each other than to other populations. None-
theless, a brief discussion of evaluation here complements the superb discussion of clinical
research found elsewhere in this volume.

The purpose of evaluation, according to Rossi (1999, p. 4) is to “investigate the effec-
tiveness of social intervention programs.” Program evaluation is generally used to (1) decide
whether to accept a new program or service; (2) decide whether to continue, change, or
eliminate an existing program or service; (3) examine the uniformity of program implemen-
tation with program plan; (4) assess the overall value of a program; or (5) help funders and
stakeholders determine the ways in which issues are being solved or needs met (Piontek,
2003). More specifically, program evaluation “is the systematic collection of information
about the activities, characteristics and outcomes of programs to make judgments, and/or
inform decisions about future programming” (Piontek, 2003, p. 4). Formative evaluation is
typically conducted during the operation of a program, providing information useful in
improving and enhancing the program. Summative evaluation is conducted at the end of a
program and provides a judgment about the effectiveness, worth, or merit of a program or
activity.

Program evaluation differs from basic scientific research in at least two important
ways: (1) the purpose of data collection and (2) the standards for judging validity. As to the
purpose of data collection, program evaluation is done with an intent to inform decisions,
clarify options, specify improvements, and provide information about programs and policies
within the social and political context. Research is done to seek out new knowledge, engage
in theory testing, confirm or disconfirm hypotheses, and generalize findings (Piontek, 2003;
Rossi, 1999).

For the purposes of this discussion, validity can be operationally defined as the work
being accepted as accurate, reliable, and exact. The validity of scientific research relies pri-
marily on the methods of design, data collection, and analysis strategies used. The validity
of program evaluation includes not only the methodology of the work but also the approach
of the evaluation, the role of the evaluator, and the presentation of results and findings. The
evaluation and the evaluator must both be perceived as reliable for the evaluation to be of
optimal value.

Evaluations of group work can be quite complex; group-level interventions can be eval-
uated on a number of levels. For example, the evaluation can be taken from the perspective
of the client, the group leader, or both. The evaluation can focus on individual change,
group process, or the influence of the leader on the group interactions. Finally, group work
evaluations can vary in foci, including accreditation, compliance, effectiveness, efficiency,
equity, process, and impact (Patton, 1997, pp. 192–194).

DISCUSSION OF METHOD:
A SELECTIVE INQUIRY, NOT A META-ANALYSIS

We set the reader’s mind at ease—but risk distress as well—with our intent to review a selec-
tion of evaluation studies of group work. This chapter is clearly not intended to be either a
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comprehensive review of all group work evaluation or a meta-analysis of the same. There
certainly exist meta-analyses of social work practices with some emphasis on group work,
and we refer the reader to these (e.g., Black, Tobler, & Sciacca, 1998; Borman &
D’Agostino, 1996; Lipsey & Wilson, 1993; Witt & Crompton, 1996). Meta-analyses prop-
erly aggregate studies that have at least aspects of rigorous research design, including but
not limited to random assignments to experimental and control conditions, systematic as-
signment to comparison groups, rigorous experimental designs, sample size computations,
statistical analysis, and multiple data collection intervals (Rossi, 1999). Ironically, the exact-
ing nature of most meta-analyses results in a greatly delimited number of clinical studies.
Not surprisingly, as group-level interventions tend not to be funded by large research grants
or research institutes, the methods for evaluation are not equivalent to the rigorous experi-
mental designs or analyses required by many forms of meta-analysis.

We instead selected a different direction. What does an informed, somewhat more
specific identification and review of studies evaluating group interventions—using any
type of evaluation approach or design—yield beyond a call for more rigorous meta-
evaluations?

Conceptualization of Group Work Tasks, Approaches,
and Theoretical Models

The search for group work intervention studies was informed by conceptualization of group
approaches, relevant change theories, and the group-level intervention task at hand. We
were aided by adapting Garvin’s (1997) work in group work classification with Prochaska
and Norcross’s (1994) transtheoretical model of change. Although controversial, Pro-
chaska’s model allows an efficient classification and coordination of intervention tasks and
therapeutic approaches. Although the model has received ongoing change and modifica-
tions, we use the more classic spiral classification articulated by Prochaska, Norcross, and
DiClemente (1994) (see Table 27.1).

Types of Intervention Tasks

Groups are used to help people address a variety of intervention tasks. The following tasks
are illustrative and representative:

1. Identifying problem to be solved. Groups can increase personal awareness of prob-
lems or issues without personal accusation or prejudgment and with a normalization
and destigmatization of the issue. Depending on the approach, groups can facilitate
the personal location of problem cause, problem resolution, or both.

2. Deciding to solve the problem. In groups, people with low motivation to resolve
problem issues can find ways and support to increase motivational levels to address
the problem or issue.

3. Planning for problem solving. Persons learn in groups how to identify problems and
employ problem-solving methods to generate, assess, and implement solutions.

4. Active problem solving. Groups can provide a wide variety of strategies for change,
along with ways to implement and monitor the change efforts.

5. Maintaining problem-solving strategies. Groups can be more effective than individu-
als in working to sustain and support personal change efforts. Groups can also pro-
vide support in the face of personal lapse or relapse.
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Group Approaches

These approaches can be used in group work, with some approaches more directly applica-
ble to certain types of intervention tasks than others (Prochaska, Norcross, & DiClemente,
1994):

• Consciousness raising. The most common of change processes, characterized by efforts
to raise level of awareness, by increasing amount of useful information provided, and
by improving the likelihood of intelligent decisions concerning the problem.

• Social liberation. The availability of new alternatives in the local environment that
provides impetus to change behaviors, such as no-smoking areas as an alternative
atmosphere for nonsmokers and those working to attain nonsmoking status. Social
liberation not only makes actions related to change possible but also increases self-
efficacy as people come to believe in their own ability to change.

• Emotional arousal. Efforts and techniques designed to create an emotional experi-
ence related to the current problem. The goal of such approaches as psychodrama or
role play is to increase awareness and depth of feeling as an individual moves toward
some type of change.

• Self-reevaluation. These processes require the generation of a considered or thought-
ful reassessment of the problem and an assessment of how the person changes when
the behavior is changed.

• Commitment. These activities result in the acceptance of responsibility for changing
patterns of thought and behavior. Also termed “self-liberation,” groups can support
the acknowledgement of personal commitment for personal change.

• Social support. Efforts to secure external supports to review, apply, and reinforce
processes and techniques of personal change.

• Countering. Active processes and strategies for substituting healthy responses for un-
healthy responses. Also known as counterconditioning.
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TABLE 27.1. Group Work Types of Intervention Tasks and Approaches

Types of intervention tasks Group work approaches

Identifying problem to be solved Consciousness raising
Helping relationships
Social liberation

Deciding to solve the problem Emotional arousal
Self-reevaluation

Planning for problem solving Self-reevaluation
Commitment
Social support

Active problem solving Countering
Environmental control
Reward
Social support

Maintaining problem-solving strategies Social support

Note. After Prochaska, Norcross, and DiClemente (1994).



• Environmental control. Action efforts for restructuring personal environments to re-
duce probability of problem-causing events.

• Rewards. Actions and strategies that reward successful efforts to change behavior.

How the Sample of Studies Was Selected

We used a combination of methods to (1) identify journals publishing evaluation reports of
group interventions and (2) systematically review selected journal articles. Although the
strategies are certainly open to criticism and debate, we were nonetheless able to generate a
useful set of articles for review and discussion.

Identifying Journals

Our task was to identify journals that publish evaluation reports of group interventions. We
settled, somewhat arbitrarily, on evaluation reports published within the 2 years (2001–
2003) previous to the writing of this chapter. We then identified two general academic and
professional disciplines within social science that would likely yield relevant journals and
articles: those of program evaluation and social work. We then accessed the Institute for Sci-
entific Information (ISI) Journal Citation Reports (JCR), Social Sciences Edition, located
within the ISI Web portal, Web of Knowledge. The Social Sciences Edition contains data
from roughly 1,500 journals in the social sciences.

After identifying the fields of social work and program evaluation, we ranked the
reported journals in each area by “impact factor.” Briefly, the journal impact factor is a
measure of the frequency with which the “average” article in a journal has been cited in a
particular year. This helps evaluate the relative importance of a journal compared with oth-
ers in the same field. We calculated the impact factor by dividing the number of current
citations of articles in the journal in the 2 years we selected by the total number of articles
published in the 2 years.

This allowed us to generate a ranking of the 20 most influential journals in social work
and program evaluation. We then took these lists and ranked them by number of published
evaluations of group work interventions. Unfortunately, this second ranking identified in
only one journal (Research on Social Work Practice) that reported more than one published
article on group work evaluation within the time frame identified, among either program
evaluation or social work journals.

We then consulted leading group work texts, reviewing all chapters that addressed re-
search and evaluation of group work programs. We also reviewed the entries on group work
in the latest edition of the Encyclopedia of Social Work. This second effort was significantly
more successful. We identified the following journals as having published at least three eval-
uation articles within the 2001–2003 time period: Small Group Research (four evaluation
studies), Research on Social Work Practice (three evaluation studies), Social Work with
Groups (six evaluation studies), and Journal of Specialists in Group Work (five evaluation
studies).

In many respects, these articles were sound and well written. Although we were pleased
to find journals publishing group work evaluation studies, we noted with some concern that
only one of them—Research on Social Work Practice—was ranked within the top 20 social
work journals as determined by the impact factor (ranked no. 14). The other journals were
not even part of the JCR Social Sciences database. It seems all too likely that these reports
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may be somewhat difficult to find, and therefore to integrate into practice, unless a moti-
vated individual knows precisely what to look for and how to obtain it.

Reviewing Journal Articles

Both Rossi (1999) and Piontek (2003) specify guidelines for the review of program evalua-
tions, and we incorporated these. These guidelines are capably articulated by Royse (1999),
who outlines the following criteria of published evaluation articles:

• Clear explanation of the problem and program response.
• Thorough literature review of the problem and program response.
• Stated reliability and validity of measures and data collection.
• Clear discussion of client recruitment.
• Detailed methodological procedures.
• Accessible statistical data analysis and presentation.
• Explicit implications for practice.

We also reviewed studies within the context of the Program Evaluation Standards—
accuracy, feasibility, propriety, and utility (Joint Committee on Standards for Educational
Evaluation, 1994). Table 27.2 provides a summary of these standards.

Each of the articles was reviewed, assessed, and discussed by three readers (one profes-
sor and two master’s students) using the eight criteria listed. Each of the articles was catego-
rized very simply as to the presence or absence of each criterion in each article. Thus the
minimum rating possible was 0, and the maximum rating possible was 8. Each of the arti-
cles was also reviewed, to the extent possible, using the program evaluation standards. The
list of articles reviewed is given in Table 27.3.

For the purposes of this chapter, we generated two clusters of articles. Articles in Clus-
ter 1 reflected at least six of the eight items in the Royse (1999) checklist. Articles in Cluster
2 contained less than three items from the checklist. Generally speaking, articles in the clus-
ters tended to reflect the same items; for instance, the Cluster 2 articles tended to reflect the
same three checklisted items across all articles. We report the clusters in Table 27.4.

Table 27.5 presents a simple categorization of journals by cluster type. Not surprisingly,
all articles published in two journals that explicitly solicit manuscripts with a research base,
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TABLE 27.2. Program Evaluation Standards

Standards Description

Accuracy To insure that an evaluation will reveal and convey technically adequate
information about the features that determine worth or merit of the program
being evaluated.

Propriety To insure that an evaluation will be conducted legally, ethically, and with due
regard for the welfare of those involved in the evaluation, as well as those affected
by its results.

Feasibility To insure that an evaluation will be realistic, prudent, diplomatic, and frugal.

Utility To insure that an evaluation will serve the information needs of intended users.

Note. After Joint Committee on Standards for Educational Evaluation (1994).



Small Group Research and Research on Social Work Practice, were located in Cluster 1. All
other journals were located in both clusters. At the very least, it is clear that evaluations of
varying quality can be found in journals identified as having a group focus and that higher
quality evaluations of group work are probably more consistently found in the two re-
search-based journals.

FINDINGS

Cluster 1

The articles in this cluster reflect exemplars of published evaluations of group interventions.
Consistently across the articles, readers were presented with clear context, detailed explana-
tions of rationale, purpose, methodology, and analysis, ending with clear implications for
practice implementation. The articles provide good evidence for tangible outcomes. Mok’s
(2001a,b) surveys of self-help group participants in mainland China provide clear cultural
and historical context for the concepts of self-help, and clearly identify the roles and func-
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TABLE 27.3. Articles Reviewed

Journal of Specialists in Group Work (2001)

• “The Qualitative Exploration of Process-Sensitive Peer Group Supervision” (Christensen & Kline,
2001)

• “Prevention Groups for Angry and Aggressive Children” (Schechtman, 2001)
• “Team Brothers: An Afrocentric Approach to Group Work with African American Male

Adolescents” (Franklin & Pack-Brown, 2001)
• “Using the Group for the Prevention of Eating Disorders Among College Women” (Sapia, 2001)
• “Providing Mental Health Services to Southeast Asian Adolescent Girls” (Queener & Kenyon, 2001)

International Journal of Group Psychotherapy (2001)

• “Treatment of Non-Incarcerated Sexually Compulsive/Addictive Offenders in an Integrated,
Mulitmodal and Psychodynamic Group Therapy Model” (Lothstein, 2001)

Social Work with Groups (2001, vol. 24, nos. 1–4)

• “Enhancing Psychosocial Competence among Black Women” (Jones & Hodges, 2001)
• “Camps as Social Work Interventions” (Mishna & Mickalski, 2001)
• “The Effectiveness of Self-Help Groups in a Chinese Context” (Mok, 2001b)
• “Using Group Therapy to Enhace Treatment Compliance” (Miller & Mason, 2001)
• “Dreaming Their Way into Life” (Goelitz, 2001)
• “Divorce Support Groups” (Oygard & Hardeng, 2001)

Research on Social Work Practice (2002)

• “The Effectiveness of an Integrated Treatment Approach for Clients with Dual Diagnoses” (DiNitto
et al., 2002)

• “Couples Who Care: The Effectiveness of a Psychoeducational Group Intervention with HIV
Serodiscordant Couples” (Pomeroy & Green, 2002)

• “An Evaluation of Men’s Batterer Treatment Groups” (Tutty & Bidgood, 2001)

Small Group Research (2002)

• “The Effects of a Group-Based Social Support Intervention on Cardiovascular Reactivity” (Anthony
& O’Brien, 2002)

• “The Relationship of Group Process Variables and Team Performance” (Jordan et al., 2002)
• “Children’s Learning Groups: A Study of Emergent Leadership, Dominance, and Group

Effectiveness” (Yamaguchi, 2001)
• “Cancer Self-Help Groups in China: A Study of Individual Change, Perceived Benefit, and

Community Impact” (Mok, 2001a)



tions of the self-help groups for cancer survivors (Mok, 2001a) and for participants in self-
help groups for individuals with chronic physical and emotional diagnoses (Mok, 2001b).

Oygard and Hardeng’s (2001) study of divorce support groups correlates participants’
identification of characteristics of successful support groups with self-ratings of psycho-
social adjustment (using nonstandardized rating scales) and control by gender. A thoughtful
collection of participation variables (e.g., size of group, frequency of meetings, facilitator
style, and group support) provides contextual analysis. Findings and implications complete
a very accessible evaluation of the program. Sapia’s (2001) evaluation of a group interven-
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TABLE 27.4. Articles by Identified Clusters

Cluster 1

• “The Effectiveness of an Integrated Treatment Approach for Clients with Dual Diagnoses” (DiNitto
et al., 2002)

• “Cancer Self-Help Groups in China” (Mok, 2001a)
• “Couples Who Care: The Effectiveness of a Psychoeducational Group Intervention for HIV

Serodiscordant Couples” (Pomeroy & Green, 2002)
• “The Effects of a Group-Based Social Support Intervention on Cardiovascular Reactivity” (Anthony

& O’Brien, 2002)
• “Divorce Support Groups: How Do Group Characteristics Influence Adjustment to Divorce?”

(Oygard & Hardeng, 2001)
• “An Evaluation of Men’s Batterer Treatment Groups” (Tutty & Bidgood, 2001)
• “The Qualitative Exploration of Process-Sensitive Peer Group Supervision” (Christensen & Kline,

2001)
• “Using Groups for Prevention of Eating Disorders Among College Women” (Sapia, 2001)
• “Enhancing Psychosocial Competence Among Black Women” (Jones & Hodges, 2001)
• “Using Group Therapy to Enhance Treatment Compliance in First Episode Schizophrenia” (Miller &

Mason, 2001)
• “The Effectiveness of Self-Help Groups in a Chinese Context” (Mok, 2001b)
• “Camp as Social Work Interventions: Returning to our Roots” (Mishna & Mickalski, 2001)

Cluster 2

• “Prevention Groups for Angry and Aggressive Children” (Schechtman, 2001)
• “Dreaming Their Way into Life: A Group Experience with Oncology Patients” (Goelitz, 2001)
• “TEAM Brothers: An Afrocentric Approach to Group Work with African American Male

Adolescents” (Franklin & Pack-Brown, 2001)
• “Providing Mental Health Services to Southeast Asian Adolescent Girls: Integration of a Primary

Prevention Paradigm and Group Counseling” (Queener & Kenyon, 2001)

TABLE 27.5. Journal Representation in Identified Clusters

Cluster Title
Total number
of articles

Total number
of articles
in cluster

Cluster 1 Research on Social Work Practice (2002) 3 3

Small Group Research (2002) 4 4

Social Work with Groups (2001, vol. 24, nos. 1–4): 6 4

International Journal of Group Psychotherapy (2001) 1 1

Journal of Specialists in Group Work (2001) 5 2

Cluster 2 Social Work with Groups (2001, vol. 24, nos. 1–4) 6 2

Journal of Specialists in Group Work (2001) 5 3



tion for prevention of eating disorders among college women provides a succinct literature
review and background of the problem and delineates the theory of action behind the group
intervention.

Experimental and quasi-experimental designs are also represented—perhaps propor-
tionately—in the Cluster 1 evaluations. We have noted elsewhere the distinctions between
research and evaluation. Yet we found two evaluations that used randomized clinical re-
search designs (Anthony & O’Brien, 2002; DiNitto, Webb, & Robin, 2002). Interestingly,
these were the two studies that revealed null effects between interventions and control con-
ditions. Anthony and O’Brien (2002) found no differences between client outcomes of phys-
ical and psychological stress and assignment to social support or wait-list control interven-
tions. In DiNitto et al. (2002), clients with dual diagnoses of substance abuse and mental
illness were randomly assigned to psychoeducational or standard group interventions; out-
comes were nonsignificant. In this study, a quasi-experimental nonequivalent control group
design with random assignment into groups is supplemented with a brief discussion of mea-
sures used (but with no discussion of psychometric properties). The intervention and proce-
dures are clearly described, with a brief but efficient presentation of statistical analysis and
computed effect size.

Tutty and Bidgood (2001) provide an evaluation of 104 participants in 15 treatment
groups for male batterers. The theoretical underpinnings of the group intervention are well
articulated, with multiple data collection points. Psychometric properties of outcome mea-
sures for self-esteem, social support and isolation, abusive behavior, attitudes toward mar-
riage and the family, and social desirability are clearly explained. Percent of variance
explained (due to the intervention) ranges from 6 to 30%, with no difference in effect be-
tween court-mandated and non-court-mandated participants.

Mishna and Mickalski’s (2001) study of camp interventions for 96 youths with learning
disabilities and psychosocial problems provides a rich discussion of the role of camps in
social work interventions with children and youths. The intervention is provided in consid-
erable detail. Data for 48 children (ages 10–13) and 48 youths (ages 14–18) were collected
in a traditional pre-and post-intervention follow-up design, with 3 weeks between pre- and
posttests and a 6- to 8-month follow-up period. Three standardized measures of self-esteem,
social skills, and social isolation were used, with reports of measure reliability and validity.
Children completed two measures, and their parents completed a third. Findings are sum-
marized in narrative fashion without tables or charts, which makes interpretation challeng-
ing but not impossible. Findings and conclusions flow clearly from the data analysis.

Although the majority of Cluster 1 evaluations were quantitative in approach and anal-
ysis, three evaluations reflected a clearly qualitative design. Two of the evaluations
(Christensen & Klien, 2001; Yamaguchi, 2001) began with a grounded theory approach
that obtains both information and concepts for theory construction from interviews with
program participants (Lincoln & Guba, 1985). The approach utilizes established techniques
and procedures reflecting substantial degrees of precision, verification, and rigor (Strauss &
Corbin, 1990). Using this approach, Yamaguchi (2001) examines the effects on youths of
performing math tasks in mastery or performance conditions. Yamaguchi details context,
procedures, and findings and provides a comprehensive explanation of qualitative methods
in content analysis. Christensen and Kline’s (2001) analysis of process-specific peer-group
supervision provides a denser presentation of qualitative methods but delineates the content
analysis procedure in reasonable detail and provides lucid context and implications of pro-
gram impact and future evaluation. Jones and Hodges’s (2001) qualitative assessment of a
psychoeducational program for African American women is capably identified as a case
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study, distinguishing this approach among other qualitative strategies. Clearly identified as a
formative evaluation, Jones and Hodges’s work provides a rationale for such programs and
outlines a preliminary set of conceptual and implementation issues via two vignettes.

We note that several of these Cluster 1 evaluations included measures of effect size or
percent variance explained (Anthony & O’Brien, 2002; DiNitto et al., 2002; Pomeroy and
Green, 2002; Sapia, 2001; Tutty & Bidgood, 2002). As all three articles were published in
Research on Social Work Practice, it is possible that the authors responded to an editorial
request. Regardless of the source of the request, the evaluators had the data and the re-
sources to generate these effect size scores and variance ratios. We also found three pub-
lished well-designed studies of null findings (Anthony & O’Brien, 2002; DiNitto et al.,
2002; Tutty & Bidgood, 2002 [partial null findings]), which we hope suggests the increasing
willingness of evaluators to submit studies with null findings and the willingness of journal
editors to publish them, countering the bias of evaluators and journals toward publishing re-
ports of only effective interventions and programs.

Finally, we note the predominance of university researchers as authors of these evalua-
tions. As reflected in the published accounts, the conceptual and technological resources
needed to deploy such a high level of evaluation work are more likely found in such research
institutes and less so outside of academic institutions.

Cluster 2

Group work evaluation articles in this cluster differed substantially from those in Cluster 1
in three specific ways. First, the evaluation articles listed in Cluster 2 reported far less de-
tailed procedures than did the articles in Cluster 1. For example, Franklin and Pack-Brown
(2001) explained the historical and cultural perspectives of being African American but did
not discuss procedures of the group intervention. Second, these articles reported almost no
discussion of the reliability and validity of the test and measures used in the evaluations.
Third, the evaluations reflected a lack of discussion of either methodology or data analysis
or both.

Queener and Kenyon’s (2001) evaluation of a group-based mental health
psychoeducational program for Southeast Asian adolescent girls reflects an impressive dis-
cussion of the cultural and gender-related issues in this population, with capable discussion
of the access barriers to mental health services. The composition of the two groups by accul-
turation and language proficiency is clearly discussed, with reasonable explanation of the
measures used to assess acculturation (Cultural Identity Survey) and language proficiency
(self-report). Psychometrics of the Cultural Identity Survey are not reported. The six sessions
that make up the group intervention are described in depth. The evaluation of the interven-
tion consisted of completion of a nonstandardized 6-item Likert-type scale. The evaluation
is limited, with a focus on discussions of the challenges facing white facilitators of group in-
tervention sessions for Southeast Asian female youths with varying degrees of acculturation
and English-language fluency.

Similarly, Franklin and Pack-Brown’s (2001) discussion of a school-based group em-
powerment intervention for African American teen males (2001) is strongest in establishing
the need for the program and description of the TEAM Brothers intervention. Outcomes of
the 23 session program were assessed by teachers’ pre- and posttest ratings using a Teacher
Evaluation of Students’ Classroom Behaviors (TESCB) instrument. Psychometric properties
were unreported. Data were presented for nine participants clustered in two groups: regular
attendance (at least 21 sessions attended) and sporadic attendance (7–12 sessions attended).
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The small sample size prevents statistical analysis, although percent changes between pretest
and posttest scores are reported, with average decreases in behavioral reports of 40% for
regular attendees and 10% for sporadic attendees.

Schechtman’s (2001) evaluation of prevention groups for angry and aggressive elemen-
tary school children uses extremely small groups (n = 4). The context and procedures of the
group and group process are well described. The empirical results are provided in two small
paragraphs; Shechtman presents scores from standardized measures of childhood empathy
and aggression with a very delimited explanation of findings.

Miller and Mason (2001) provide an extensive discussion of background information
about nonadherence to medication regiment and the relationship to dropout rates and effec-
tiveness of group intervention. However, the researchers provide a very preliminary analysis,
demonstrating the far lower dropout rates of 65 clients in group treatment (15%) compared
with 12 clients in individual treatment (67%). To their credit, the researchers provide exten-
sive delimitations of the study.

Goelitz’s (2001) study of group dream work interventions for cancer survivors (2001)
provides details on background and significance, a good discussion of the three-session
intervention and group configuration (5 participants), and an interesting if nonempirical
presentation and interpretation of member dreams and resultant therapeutic work. The con-
clusion about the effectiveness of dream work as an intervention tool seems unsupported by
the evidence.

The challenge with Cluster 2 evaluations lies in an appreciation of context. Despite
their titles, the reports are far less evaluations and more narrations and descriptions of con-
text and program response in group work. These studies should be considered for what they
provide and not critiqued for what they are not (evaluations). It is very possible that these
studies, which share very few characteristics with Cluster 1 evaluations, were not intended
to serve as exemplars of evaluation. We offer a modest suggestion to journal editors and re-
viewers that future reviews of such reports warrant article titles that do not connote the con-
duct of an evaluation per se.

A CODA ON SOCIAL JUSTICE AND EQUITY

Arguably, at least some social work traditions encourage interventions promoting social jus-
tice and equity as contextual, independent, or dependent variables (Garvin & Seabury,
1997). The notions of social justice are also articulated in an approach to evaluation known
as empowerment evaluation (Fetterman, 2001). A social justice perspective in program eval-
uation can be addressed in two ways: evaluations that are socially just and evaluations done
for the purpose of social justice. Tutty and Bidgood (2001) provide a prime example of a so-
cially just evaluation. In their evaluation, the group method used a feminist theoretical
model in order to combat men’s trauma histories but also “the cultural, sociopolitical con-
text that influences men’s attitudes and gender roles [that] establish conditions that condone
men abusing their partners” (Tutty & Bidgood, 2001, p. 647). Therefore, this intervention
not only targets individual behavior but also targets and combats patriarchy. “ Franklin and
Pack-Brown (2001) is another socially just evaluation because it addresses the negative odds
for African Americans in schools by empowering the participants through historical and cul-
tural information about themselves.

With regard to evaluations done for social justice, Mok (2001a) develops his evaluation
in such a way that he supports the historical and potential current-day use of self-help
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groups for social change and political activism. Additionally, DiNitto et al. (2002) give sub-
stantial information that advocates for the need for integrated approaches when dealing
with mental illnesses and substance abuse. The evaluative model of this article promotes a
harm reduction model. Such models endorse social justice, as harm reduction contextualizes
understanding of an individual’s social condition (e.g., substance abuse) as reflecting both
personal and systematic/institutional dynamics while placing problem resolution as one
largely of personal response. This evaluation report is also socially just in explaining the
complexity and realities of relapse among substance abusers.

ASSESSMENT AND FUTURE TASKS: WHAT MAKES
A GOOD EVALUATION OF GROUP WORK PRACTICE?

After carefully examining all of the articles, we find a bit of good news with some basic cau-
tions. We were pleasantly surprised to discover the presence of a corpus of published evalua-
tions of group work interventions. Most published accounts that we reviewed provided rea-
sonable documentation of evaluation effectiveness. These articles reflected a clear rationale
for the intervention and explained the methods, data collection, and analysis in understand-
able ways. We note the relative lack of discussion of validity and reliability of standardized
measures and encourage the consistent reporting of these as a standard practice. Statistical
analyses reflected simpler, main effects with some interactions reported. We were also
pleased to note the increased availability of computed effect sizes. From a scientific perspec-
tive, group work evaluations are varied in the information that they provide, but they are by
and large empirical. There also seems to be a need for more discussion on the reliability and
validity of measures to properly assess the scientific significance of the evaluation results.

The driving forces of accountability, managed care, and quality assurance of services
push the methodological standards of program evaluation. Clearly, the targets of evalua-
tions continue to increase in importance. Thus program evaluation is ever more pushed to-
ward adopting the gold standard of clinical research design—the randomized clinical trial.
Randomized clinical trials provide the only robust response to the special set of internal va-
lidity threats with which evaluators of group work interventions must contend. Among
these threats are nonequivalent controls, unit of analysis (group vs. individual member), and
the consideration of group process as a variable (Garvin, 1997). The evaluations—particu-
larly Cluster 1 evaluations—provided interesting and useful responses to these threats. Ran-
dom assignment renders the issues of nonequivalent control groups and client matching
moot (Anthony & O’Brien, 2002; DiNitto et al., 2002). Measures of group participation
and process exist and can be incorporated as independent, moderating, or mediating vari-
ables according to theoretical placement (Oygard & Hardeng, 2001). Program effect can be
reported at both the group and individual level, using effect sizes or percent of variance ex-
plained for group differences (Anthony & O’Brien, 2002; DiNitto et al., 2002; Pomeroy &
Green, 2002; Sapia, 2001; Tutty & Bidgood, 2002).

There is no question that the problems plaguing the evaluation of group work interven-
tions can be reasonably solved or at the very least considered. The less sanguine reality is
that the required methodology is expensive and requires expertise not typically available in
community-based organizations or agencies. Beyond this, the deployment of randomized
clinical trials in natural settings of communities and organizations is extremely difficult and
time-consuming. It is not inexpensive nor easy to do; it requires trained personnel and de-
mands a high level of continuous oversight and monitoring. High-quality evaluations are
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thus possible but expensive and resource intensive. Funders and other audiences demanding
clinical research designs need to understand this and provide funds for the very necessary,
difficult, and expensive types of evaluation designs they demand. There are no short cuts to
quality evaluation.

What, then, constitutes good group level evaluation? There is very little surprise in gen-
erating a minimum set of components of good group evaluation. At the very least, the evalu-
ations in Cluster 1 suggest a classic list:

• Background and significance.
• Clear procedures and methodology, including:

• Stated reliability and validity of measures and data collection
• Clear discussion of client recruitment
• Operationalization of organizational process
• Detailed methodological procedures.

• Accessible and appropriate qualitative/quantitative data analysis and presentation,
including effect size or percent variance explained.

• Clear connections between findings, analysis, and evaluation questions.

Although the preceding list can be used for either qualitative or quantitative analysis, and al-
though we endorse the use of both forms of inquiry, we make the uncomfortable statement
that quantitative methods have priority—at least here and now—in the ultimate empirical
determination of program effect. Increasingly, qualitative methodologies can be quantified,
analyzed (Christensen & Kline, 2001; Yamaguchi, 2001), and incorporated as quantitative
variables in analysis. We leave to wiser heads the extensive and unresolved discussion of the
merits and demerits of quantifying qualitative data (Strauss & Corbin, 1990).

Quasi-experimental designs—the hallmark of most program evaluation (Rossi, 1999)—
have extraordinary merit, value, and worth. They should continue to be used extensively
and supplemented with sophisticated statistical analysis and good, solid evaluation ques-
tions. At this time, however, the most definitive assessment of effect continues to be best an-
swered with randomized clinical designs.

CONCLUSION

The empirical investigations of group research, characterized by randomized clinical studies,
is discussed elsewhere (Brower, Arndt, & Ketterhagen, Chapter 25, this volume). The evalu-
ation of group research continues apace, perhaps with fewer studies than are desirable, but
with studies nonetheless. Although too few yet exist for any meaningful generalizability, the
evaluation approaches persist across a continuum from formative to summative, with rather
more summative than the former. At the very least, a tradition of evaluation of group work
approaches exists and the work appears well done, with findings closely derived from analy-
ses. The effect of group work approaches appears nicely demonstrated, with the more rigor-
ous gold standard of randomized clinical trials awaiting greater technical sophistication,
greater rigor, and, alas, more funding. In the final analysis, gold-standard evaluation and re-
search comes neither cheaply nor easily. At the present, the level of analysis of group work
evaluations is sufficient to offer a qualified “yes” to the question, “is group work interven-
tion effective?” However, group work in general yet awaits better answers (perhaps with
baited breath) to the follow-up question, “but compared to what?”
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Part VII

The Uses of Technology
to Create Groups

There is only one chapter (Chapter 28) in this section, devoted to a newly emerging
area of group work practice. Increasingly, workers utilize the telephone and/or the computer
to help people obtain the benefits of groups. This typically occurs when it would be difficult
or impossible for them to meet face-to-face for such reasons as the geographical dispersion
of the members or their physical status.

A growing body of experience and research is available that can help the practitioner
determine the effects of such groups on members, the ways these groups may be created, the
interventions that are utilized to facilitate such groups, and how they may be evaluated.
There are differences in each of these phenomena that depend on the media utilized, such as
whether members interact in the same time period or whenever they wish to do so; whether
the communication device is a phone or a computer; and how members are “known” to
each other. Chapter 28 provides detailed information on these and many other relevant is-
sues.
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Chapter 28

Technology-Mediated Groups

ANDREA MEIER

Since the early days of the settlement houses, social workers have been guided by the
principle that people can face life’s challenges better when they can draw on the support of a
group than by going it alone (Sundel & Glasser, 1985). Now, innovations in telephone and
Internet services are expanding our notions of “community” and “group.” Until the advent
of the Internet, the word “community” denoted groups of people who live near each other
in physical space and share common interests (Coate, 1998). As Internet-mediated commu-
nication (IMC)1 has become more universal, our notions of community have expanded to
include relationships that provide a sense of belonging, regardless of geographic location
(Coate, 1998; Hampton & Wellman, 2001). In the same way, we can now “meet” in groups
in many more ways than just face-to-face gatherings. These rapidly and widely accepted
changes in group communication technologies offer social workers novel ways to provide
group services. They also challenge practitioners to expand their understanding of how ther-
apeutic groups function when member interactions are mediated by telecommunications
technology.

The statistics on technology-mediated communication (TMC) are impressive. Nearly
95% of Americans have access to a telephone. Although not as universal as the telephone,
the Internet has been widely adopted. A Harris poll conducted by telephone in the spring of
2002 estimated that 137 million American adults (66%) had Internet access (Nua Internet
Surveys, 2002); approximately half of all these Internet users had access from home (Fox et
al., 2001). In a typical day, more than half (53%) of all Internet users go online, nearly half
(46%) send e-mail messages, and nearly one-third (29%) surf the Web. Of those who do not
currently have Internet access, nearly half (47%) report that they plan to get connected to
the Internet within the next 6 months.

How are social workers using these technologies? Many routinely use telephone confer-
ence calls for case management and, increasingly, e-mail to coordinate agency teams
(Marson, 1997) and for community mobilization (Blundo, Mele, Hairston, & Watson,
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1999; Menon, 2000; Nartz & Schoech, 2000). Social workers have been somewhat slow in
adopting and adapting TMC for therapeutic purposes (Marson, 1997; McCarty & Clancy,
2002). Their apparent reluctance to adopt communication technologies for interventions
may be attributed partly to the lack of existing research evidence to guide them in designing
and implementing technology-mediated (TM) therapeutic groups. Other factors may further
dampen their enthusiasm, such as concern about inequities in consumers’ access to technol-
ogy-based services; or the costs to agencies of implementing and maintaining the technologi-
cal infrastructure needed for technology-based groups (Galinsky, Schopler, & Abell, 1997;
White & Dorman, 2001). Some social workers may be deterred by potential risks to their
clients’ privacy and confidentiality or their own liability if they use these tools in practice.
Many already overloaded practitioners may be daunted by the prospect of learning the new
skills they will need to conduct TM groups.

Even when they recognize the opportunities, organizations and practitioners must make
hard decisions about the potential cost effectiveness of TM group services. Clinical licensing
boards and insurance companies continue to discourage the use of all TM interventions by
limiting practitioners to offering TM therapy in the states in which they are licensed (Ameri-
can Psychological Association, 1997; Childress, 1998; Clinical Social Work Federation,
2001; Jakobsen, 2002; National Association of Social Workers [NASW], 1999). Uncertain
about intervention effectiveness and fearful of liability, third-party payers are not reimburs-
ing practitioners for TM services, regardless of where they are offered (Grinfeld, 1998). For
now, at least, the only consumers who can benefit from professionally facilitated TM groups
are participants in research studies or those who are willing to risk the uncertainty and can
afford to pay the fees themselves.

As the world grows increasingly reliant on TMC, social workers must overcome these
barriers and become active agents in inventing ways to use these technologies therapeutically—
particularly for therapeutic group work. To do this, we must be informed about the different
types of TM groups and the research on how these groups are being used for self-help and as
professionally facilitated interventions. We must think through how our practice models for
face-to-face (F2F) treatment groups should be modified to take advantage of TM group pro-
cesses.

With those aims in mind, we begin with a typology of TM groups so that readers un-
derstand the key features of each type of group. The second section summarizes the research
evidence about the processes and outcomes of short-term, facilitated telephone and Internet-
mediated (IM) treatment groups of the kind that social workers might expect to lead. In the
third section, we suggest ways that social workers can expand the range of their group ser-
vices by adapting their practice models for F2F groups to TM groups. The chapter con-
cludes with a brief discussion of future prospects for TM group work.

TYPES OF TM GROUPS

TM groups differ according to the type of telecommunications technology members use to
communicate; the timing of their message sending and receiving; the skills they need to par-
ticipate in their groups; and the ways they can communicate and things they can do once
they are connected. TM group members may communicate by phone or by using computers
that are hooked up via modems to Internet services. When communication takes place over
the Internet, it can be “text-based” or “Web-based.” Text-based communication is limited
to alphanumeric data (i.e., information that can be expressed only in letters and numbers).
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With Web-based IM communication (IMC), users communicate using alphanumeric data,
but they can also enrich their messages with graphical, audio and video data, and links to
other websites.

Synchronous and Asynchronous TM Communication

Another key difference among TM communication channels is the timing of members’ send-
ing and receiving messages. When all users must be connected electronically at the same
time to exchange messages, “synchronous communication” (often referred to as “real time”
communication) takes place. “Asynchronous communication” occurs when message senders
and their intended recipients do not have to be connected at the time when the message is
sent.

Group members can communicate synchronously by telephone or with IM “chat.” Ex-
cept for the absence of visual cues, group communication using these media is casual and
spontaneous, similar to F2F conversations in informal groups. Telephone groups can be con-
ducted over speaker phones or using inexpensive conference call services. In a therapeutic
context, telephone communication has the dual advantages of low equipment and transmis-
sion costs and high accessibility. Almost anyone who can communicate verbally can use a
phone, regardless of their education level, socioeconomic status, or physical capacity.

With IM chat, group participants must use a specialized Internet site called a “chat
room.” Two forms of IM chat communication are widely in use: text-based Internet Relay
Chat (IRC) and Web-based chat. For IRC, users must first download a special program to
access a chat room. With Web-based chat, group members simply go to a specialized website
where chat rooms have been implemented.

IRC and Web-based chat differ in their ease of use. IRC users must use a specialized
programming language to manage their interactions with others in the chat room and the
content of their messages. In Web-based chat, users can type their comments as usual in an
onscreen data entry window. Apart from these differences, there are some key similarities
between IRC and Web-based chat. At the start of a session, participants can sign in using
“aliases,” nicknames that protect their privacy while giving them identifiers to use during
the session. All IM chat communication uses a “play script” screen format. When a member
starts transmitting a message, his or her alias will be displayed first. The message will appear
next to the name, displayed word by word as the text is transmitted. Web chat uses the same
play-script screen format as IRC chat, but it is much simpler to use. Participants know who
has signed on because their nicknames are displayed in a small on-screen window.

Asynchronous TMC occurs only over the Internet, but asynchronous IM groups can be
text- or Web-based. One of the main advantages of asynchronous IMC is that message re-
cipients do not have to be online at scheduled times to receive their messages. Members can
write as much as they want, whenever they want, without fear of interruption, and other
members can retrieve their messages at their convenience.

Text-based electronic bulletin board systems (BBS), USENET newsgroups and listservs,
and Web-based discussion forums are the most common types of asynchronous TM groups.
The major difference among them is whether members must use specialized programs
(USENET newsgroups and BBS) to correspond with others in the group or whether mes-
sages are sent automatically to the members’ e-mail in-boxes (listservs). On the Web, mem-
bers can participate in asynchronous discussion “boards” or “forums” by submitting
“forms” at a website or sending in e-mail messages to be posted via a Web browser. Mem-
bers must go to the website to read the responses.
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Listserv groups are easy to implement and are considered one of the most convenient
forms of IM group communication. Members send their e-mail messages to the listserv’s
host computer, which then distributes them automatically to all of the other members’ e-mail
in-boxes. Because e-mail is the most commonly used Internet function, listserv members are
more likely than BBS or newsgroup members to see their messages and respond. Probably
because of these advantages, studies of IM therapeutic groups to date have usually used
listserv groups.

User Skills

Members of each type of TM group must possess specific skills in order to participate. Tele-
phone group members must be able to distinguish between different voices and interpret
speech without visual cues. When members communicate by phone or IM chat, they must
learn to take turns in expressing their views and allow each other to complete their
thoughts. For all IM groups, members must be able to express their thoughts and feelings in
writing and be able to interpret others’ written messages accurately. IM chat group members
must be able to compose their thoughts and type quickly so they can complete their com-
ments before other members break in. Members of Web-based groups must also know how
to “navigate” on the World Wide Web and use the various Web page functions and links.

Single- and Multifunctional IM Groups

Groups conducted over the Internet can be further classified according to whether they are
single-function or multifunctional groups (Finfgeld, 2000). In single-function groups, mem-
bers can participate in only one kind of group (e.g., listserv, newsgroup, Web-based asyn-
chronous discussion, or chat group) at a time. Multifunctional groups are conducted over
specially designed stand-alone computer programs and websites (also known as “Web por-
tals”) that offer users access to asynchronous discussion groups and chat support or self-
help groups. Using these systems, members can access other services, such as information
pages that address members’ focal concerns, online decision support tools, self-assessment
tools, behavior modification exercises, and private online consultations with group facilita-
tors and experts. With this summary of TM group formats as a context, the remainder of
this chapter focuses on how the technology has been—and can be—used to offer group
treatment.

TM GROUP INTERVENTION RESEARCH

In this section, I review the research that has been done on facilitated telephone and IM
therapeutic groups. The discussion within each category of group types examines the popu-
lations served, the problems addressed, and miscellaneous feasibility factors. Intervention
outcomes are also reported, including participant satisfaction, social support, and interven-
tion effectiveness.

Telephone Groups

For more than 50 years, social workers have used their telephones as tools for crisis inter-
vention and outreach (Grumet, 1979). Group workers have found this familiar and ubiqui-
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tous way of communicating particularly appropriate for people with restricted mobility due
to disability and/or age. Researchers have reported on two different kinds of telephone-
mediated group interventions: telephone conferences and groups conducted over speaker-
phones. Studies of telephone conference groups are the most common, possibly because they
are the most convenient to run. In these groups, group leaders and members can call in from
wherever they are at the time of the session. In speakerphone groups, some members meet
together for face-to-face sessions and talk, via speakerphone, with other members who can-
not attend in person. In the studies reviewed here, all the telephone-mediated groups were
small (four to six members). Typically, they were conducted over 9 or 10 weeks, with 60- or
90-minute sessions.

Telephone-Conference Groups

The first reported use of a semistructured telephone conference group was to alleviate social
isolation among homebound elderly in rural Australia (Tropp, 1987). Since then, research-
ers have explored the benefits of connecting other populations of homebound, elderly
women in various settings (Brown et al., 1999; Heller, Thompson, Trueba, Hogg, &
Vlachos-Weber, 1991; Kaslyn, 1999); visually impaired elders (Evans & Jaugreguy, 1982);
and people with multiple sclerosis (Stein, Rothman, & Nakanishi, 1993). Other studies have
been conducted with groups of family caregivers of patients with spinal cord injuries
(Houstra & Mallon, 1999) and Alzheimer’s disease (Goodman & Pynoos, 1988). Telephone
conference support groups have also been used with stigmatized populations such as gay
and bisexual men (Roffman, Beadnell, Ryan, & Downey, 1995), adults and children living
with HIV (Rounds, Galinsky, & Despard, 1995; Rounds, Galinsky, & Stevens, 1991; Stew-
art et al., 2001; Weiner, 1998; Weiner, Spencer, Davidson, & Fair, 1993), and family mem-
bers who were caring for them (Meier, Galinsky, & Rounds, 1995).

Speakerphone Groups

One study (Springer & Stahmann, 1998) and one case report (Wilson, 2000) by psycho-
dynamically oriented researchers demonstrate that F2F therapeutic groups can use speaker-
phones to continue their work when an absent member can be only “virtually” present. In
their study, Springer and Stahmann explored whether family therapy sessions conducted
over a speakerphone were feasible and perceived by participants as satisfying and beneficial.
In this study, the psychiatrist met face-to-face with adolescent children at a residential psy-
chiatric facility and communicated by speakerphone with their parents, who were at home.

Intervention Feasibility

In the early stages of intervention design and development, much of the work is devoted to
testing the feasibility of intervention components and methods used to study them (Comer,
Meier, & Galinsky, 1999; Rothman & Thomas, 1994). Overall, these studies and case re-
ports have shown that the telephone-mediated treatment groups are feasible and that they
provide members with accessible, flexible, and convenient support (Smokowski, Galinsky,
& Harlow, 2001). Despite these clear benefits, telephone groups also have their limitations.
Telephones use a synchronous TM channel, so groups must be kept small, limiting member
diversity (Kaslyn, 1999). When group members participate from home, they may have prob-
lems arranging for undistracted time and the privacy they need to participate in their groups
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(Kaslyn, 1999; Meier et al., 1995; Stein et al., 1993). Some members may be reluctant to ac-
knowledge to the group that they are having difficulty hearing or distinguishing among dif-
ferent speakers (Kaslyn, 1999). Physically disabled or elderly group members may become
exhausted by having to hold phone receivers to their ears for an hour-long group session
(Kaslyn, 1999; Stein et al., 1993).

Group leaders must keep a friendly and inviting tone in their voices and be mindful that
group members’ impressions of them are based mainly on their words (Hines, 1994). Group
leaders must be more active than they might be in F2F groups, keeping track of who has
spoken, concentrating harder on what members say, and seeking clarification about the
meaning of their silences (Hines, 1994; Houstra & Mallon, 1999; Kaslyn, 1999).

Outcomes

SOCIAL SUPPORT

There is considerable evidence that telephone group members receive social support through
their groups. Members report that they felt accepted and validated in their experiences
(Meier et al., 1995), less isolated and lonely (Evans, Fox, Pritzl, & Halar, 1984), and grate-
ful to have others to talk with about the existential meaning of their situations (Evans et al.,
1984; Meier et al., 1995).

PARTICIPANT SATISFACTION

In general, group members have reported that they were satisfied with their group experi-
ences (Meier et al., 1995; Rosenfeld, 1997; Stewart et al., 2001). Few studies report on how
group leaders reacted to the telephone groups they led. Rosenfeld (1997) commented that,
based on her experience as a trainer, some leaders may initially feel uncomfortable not hav-
ing visual cues to draw on. These concerns may be due mostly to inexperience with the TM
group format (Schopler, Galinsky, & Abell, 1997). They usually diminish when group lead-
ers have opportunities to role-play telephone group simulations (Kurtz, 1997) and accumu-
late experience with the group (Rosenfeld, 1997).

THERAPEUTIC EFFECTS

Only three studies of telephone groups have used experimental or quasi-experimental de-
signs to assess their interventions’ effectiveness (Brown et al., 1999; Goodman, 1990;
Roffman et al., 1997). All three found that groups were effective to some degree in achieving
targeted outcomes. Roffman et al. (1997) compared the effects of a 14-session structured
cognitive-behavioral telephone group counseling intervention on risky sexual behaviors with
gay and bisexual men with a wait-list control group. Compared with the control group, tele-
phone group participants showed a significant and sustained reduction in the frequency of
unprotected anal sex. They also showed significant improvements in key attitudes and ex-
pectancies related to risk reduction, including positive outcome expectancies for condom
use, higher internal locus of control, increased self-efficacy for safer sex, and increased con-
fidence in being able to cope with unsafe situations.

Brown and her colleagues (1999) assessed member satisfaction and changes in mood in
a telephone support group for urban and rural family caregivers of with patients spinal cord
injury. The study found significant improvements in measures of participants’ mood states.
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Goodman (1990) compared the effects of 12-week facilitated telephone support groups
and an informational lecture series accessed over the phone on family caregivers’ use of
informal supports, perceived social support, mental health status, and information about
Alzheimer’s disease. Telephone support group participants reported that their psychological
distress had decreased, and their levels of perceived social support and their satisfaction with
that social support had increased, despite the fact that their relatives with Alzheimer’s dis-
ease had become increasingly impaired since the beginning of the group.

Internet Groups

Research suggests that IM groups may be most appropriate for people who cannot or will
not attend face-to-face therapeutic groups because they are living with stigmatized condi-
tions, such as HIV, or are socially isolated due to restricted physical mobility or caregiving
obligations (Smaglik et al., 1998; Smokowski et al., 2001). The discussion of research on IM
treatment groups offers examples of such groups, following the typology of single-function
and multifunction groups introduced earlier.

Single-Function Groups

Finfgeld’s (2000) review of the literature on therapeutic online groups identified many stud-
ies of facilitated, single-function IM groups in which health care professionals served as pas-
sive facilitators who participated only occasionally. To date, there have been relatively few
reports of single-function groups with active facilitators. One of the earliest case reports of
this kind of group was a 3-month-long psychodynamic group composed of eight members
run over a BBS (Colon, 1997). Since then, Meier has conducted three exploratory studies of
facilitated short-term listserv-based support groups for social work students (Meier, 1997),
practicing social workers (Meier, 1999), and spouses of colon cancer patients (Meier, 2003).
Barak and Wander-Schwartz have compared the processes and outcomes of a 7-week
psychodynamic Web-based chat group to those of face-to-face psychodynamic groups for
Israeli university students and a nontreatment control group (Barak & Wander-Schartz,
1999). Colon (1997), Meier (1999), and Barak and Wander-Schartz (1999) all deliberately
designed the groups they used in their studies to parallel the structure of short-term face-to-
face groups in duration (from 6 to 12 weeks) and size (6 to 13 members).

To date, there have been only two evaluations of single-function IM support groups. One
was a randomized, controlled trial of a large (211 members), listserv-based, facilitated support
group for people with chronic back pain that lasted 12 months (Lorig et al., 2002). This study
compared the effectiveness of the treatment group on members’ pain, disability, role function,
and health distress with a similar-sized, nontreatment control group. The second study, the
“Bosom Buddies Project” (Winzelberg et al., 2003), was a wait-list-controlled study of Web-
based asynchrononous 12-week structured cognitive-behavioral support groups for women
with breast cancer. In addition to their discussion groups, members could post photographs
and brief autobiographies. They could also write in their private on-line journals and read per-
sonal stories from other breast cancer survivors, without sending messages to their groups.

INTERVENTION FEASIBILITY

Early studies of single-function IM group interventions investigated how big groups should
be, how long they should last, and what kinds of participation norms are reasonable.
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Groups ranged in size from 6 (Meier, 1997) to 19 members (Meier, 1999). Colon’s (1997)
psychodynamic group had 8 members, and in the three studies conducted by Winzelberg
and colleagues (1997, 1998, 2003), treatment groups ranged in size from 10 to 15 members.
Meier (1997, 2003) found that a listserv-based group with 6 members was too small to keep
members engaged, whereas a 19-member group produced more messages than many mem-
bers could manage (Meier, 1999). In Meier’s 1999 study, members were most satisfied when
only 13 members were active contributors. Although more research on the relationship be-
tween group size and viability is needed, these studies suggest that short-term listserv-based
groups should consist of between 8 to 15 members—roughly the size of face-to-face thera-
peutic groups.

OUTCOMES

Participant Satisfaction. In these early feasibility studies, participant satisfaction was a
key outcome. In Barak and Wander-Schwartz’s (1999), Colon’s (1997) and Meier’s (1997,
1999, 2003) studies, participants reported high levels of satisfaction and a willingness to
recommend on-line group interventions to others. In the Bosom Buddies study, the investiga-
tors noted that “participants expressed a level of enthusiasm and concern for one another
that was not captured by the self-report measures” (Winzelberg et al., 2003, p. 1170).
Group leaders in Barak’s and Wander-Schwartz’s (1999), Colon’s (1997) and Meier’s (1997,
1999, 2003) studies also reported that the overall experience was satisfying and that the
groups were positive and constructive, albeit extremely labor intensive.

Participant satisfaction is often an indicator of group cohesion. The Meier (1999, 2003)
and Winzelberg et al. (1998) studies all demonstrated that IM group communication could
promote emotional bonding. In all three studies, members decided to continue on independ-
ently as peer-led groups after their respective projects ended.

Therapeutic Outcomes. Neither Barak and Wander-Schwartz nor Meier found that
participation in their groups was associated with statistically significant improvements in
desired outcomes. Lack of significant findings is common in the early stages of intervention
research, in which small-scale pilot studies are used to explore research design and interven-
tion feasibility issues.

The larger studies conducted by Lorig et al. (2002) and Winzelberg et al. (2003)
showed greater therapeutic effectiveness. In both studies, participants improved significantly
in at least some intervention outcomes. Compared with the control group, participation in
the back-pain group was associated with diminished pain, disability, and health distress
(Lorig, 2002). Participants reported improved role functioning, along with a decline in visits
to physicians. Participation in the breast cancer groups (Winzelberg et al., 2003) was associ-
ated with medium effect sizes for improvements in depression, posttraumatic stress disorder,
and perceived stress compared with members of wait-list control groups. Participation in
those groups was not, however, associated with reduced anxiety or improved adjustment to
or efficacy in coping with breast cancer.

Multifunctional Groups

Multifunctional Web portals offer participants contexts for their groups that are richer than
single-function groups in information and opportunities for other activities related to group
goals. The first studies of multifunctional groups conducted in the early 1990s, Computer-
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Link and the Comprehensive Health Enhancement Support System (CHESS), used support
systems that were computer-mediated but not run over the Internet. Instead, participants
were provided with computers to use at home that had specialized, stand-alone programs
for accessing text-based project services that included facilitated support groups, decision
support tools, “electronic encyclopedias,” and community services information. Computerlink
was designed to address the support and information needs of Alzheimer family caregivers
(Brennan, Moore, & Smyth, 1992), and of people living with AIDS (Brennan & Ripich,
1994). In the CHESS study, computer-mediated facilitated groups and other services were
offered to women with breast cancer (Gustafson et al., 2001).

As Web technologies advanced, researchers studying text-based TM multifunctional
group interventions adapted them to take advantage of the new technologies. CHESS, for
example, has changed completely, from a computer-based stand-alone system to a compre-
hensive Internet-based information and support system designed to help people cope with
specific health concerns, make health decisions, and adopt healthy behavior changes. Web-
based CHESS modules have since been developed to support people who are living with
breast or prostate cancer, asthma, or heart disease. Other modules have been developed for
adults and adolescents who are trying to stop smoking, women coping with menopausal
symptoms, and caregivers of dementia patients.

The Israeli project, SAHAR,2 is another example of a multifunctional Web-based group
intervention. SAHAR’s Web portal offers IM support for distressed or suicidal people
(Barak, 2001). Users have access to facilitated on-line Web discussions and chat rooms for
children, adults, and users who want to express their feelings through poetry, stories, and
art. Besides those groups, members can participate in on-line counseling sessions with
paraprofessional counselors.

In another project, a team of researchers has systematically developed and evaluated a
multifunctional IM group treatment for undergraduate women students with eating disor-
ders (Winzelberg, 1997; Winzelberg et al., 1998; Zabinski, Pung, et al., 2001; Zabinski,
Wilfley, et al., 2001). They first pilot-tested a group treatment component that combined a
7-week structured cognitive-behavioral IRC-chat group with four members that met for 1
hour a week with a peer-led listserv group. Each week, participants were e-mailed a single
page of information about the topic of the week to read before the session and “homework
assignments” to do afterward. Group members could access the listserv group any time be-
tween their weekly chat sessions to discuss past chat sessions, readings, and homework as-
signments.

The same research team then developed and tested a more comprehensive multifunc-
tional IM intervention, which they named “Student Bodies.” The intervention combined a
professionally facilitated listserv support group with an interactive software program com-
posed of audio and video presentations about eating disorders, health weight regulation,
nutrition, and exercise (Humphreys, Winzelberg, & Klaw, 2000). In the group, members
could discuss their struggles with weight control, diet, and body image. The group leader
was not very active but did periodically reflect members’ concerns and offered suggestions
consistent with the ideas taught in the program’s educational components.

INTERVENTION FEASIBILITY

All of the studies of IM multifunctional groups described here attest to their feasibility, with
IM support groups as core functions. When properly designed, even naïve users—and those
with relatively little education—can and will use them to access social services (Barak, 2001;
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Brennan & Fink, 1997; Gustafson et al., 2001); however, how they use the portal’s features
is highly variable. For example, minorities may use these kinds of services as much as
nonminorities (Gustafson et al., 2001), but they tend to use information services more than
they do groups (Boberg et al., 1995; Gustafson et al., 2001).

OUTCOMES

In general, participants reported that the groups in the multifunctional portals were good
“places” to share experiences and to give and receive emotional support. In the CHESS
breast cancer study (Boberg et al., 1995), women reported that the computer-mediated sup-
port group was an added source of support that helped them to face their illness. In a
personal communication, SAHAR founder Azy Barak reported that SAHAR counselors’
supportive counseling and direct crisis interventions have prevented deeply depressed people
from acting on their suicidal impulses (Azy Barak, personal communication, August 5,
2002).

Outcome studies of ComputerLink and CHESS showed that participants improved
significantly on a number of key outcomes. CHESS participants reported improved func-
tional well-being, quality of life, perceived social support, and more efficient use of health
care services (Gustafson et al., 1994). Participants in ComputerLink reported that they felt
less isolated (Brennan, 1998). The early “Student Bodies” studies found moderate but signif-
icant improvements in members’ attitudes about their body images but no differences
between intervention and control groups in levels of improvement on other standardized
eating disorder measures (Winzelberg et al., 1998). A subsequent controlled study with
greater member participation showed significant improvements in body image and dimin-
ished eating-disorder symptoms (Zabinski, Pung, et al., 2001).

Although they are still largely untested, multifunctional intervention portals represent
the leading edge of development in IM group interventions. Research still needs to be done
to tease out the benefits attributable to group experience from other services available on
these portals. Nonetheless, the studies described here show that this kind of IM support and
information service can provide users with easy access to information and significant social
support. Health care provider organizations have recognized their potential and have
already begun offering them to consumers. It remains to be seen how many—and how
soon—social workers in public agencies and community organizations will recognize the ad-
vantages and have the resources to adopt these technologies.

SOCIAL WORK PRACTICE
WITH TECHNOLOGY-MEDIATED GROUPS

The studies of facilitated telephone- and Internet-mediated support groups described here
confirm that such groups are feasible and suggest that their therapeutic benefits are similar
to those of F2F groups (Smokowski et al., 2001). What group workers need now is practical
guidance to help them organize and conduct their own TM groups. Over the past decade,
social work researchers have begun to adapt theoretical and practice models developed for
F2F groups for TM groups. Schopler, Abell, and Galinsky (1998) did one of the first com-
prehensive reviews of TM group interventions and produced a conceptual practice-oriented
framework for social workers. Grounded in open systems theory, their framework reminds
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practitioners of the importance of considering differences between these types of groups at
three system levels: the individual, the group, and the organizational environment in which
the group takes place. Meier has proposed an integrative framework that summarizes the in-
terpersonal, intrapersonal, and social network effects of different TM channels and how
they play out in therapeutic and support groups (Meier, in press). A research team at the
University of North Carolina adapted Sarri and Galinsky’s (1985) 5-stage model of group
development to telephone-mediated support groups for people with AIDS (Galinsky,
Rounds, Montague, & Butowsky, 1993; Potts & Verbiest, 1993) and their caregivers
(Meier, 1993; Meier et al., 1995).

TM INTERVENTION GROUP DEVELOPMENT

Drawing on this foundation of social work theory and practice models, I now describe
what group workers must do to plan and organize their TM groups and keep them
viable.

Planning

Before deciding to sponsor a TM group, organizers must determine whether there are
enough consumers who are appropriate for a TM group intervention and who are interested
in this new type of service. Workplace telephone conferences and the proliferation of IM
self-help groups have familiarized many people with these ways of communicating and may
make them more receptive to the idea. One strategy for targeting new TM group services is
to identify consumers who could benefit from group support but who cannot or will not at-
tend F2F support groups.

Technical Implementation

Assuming there is sufficient consumer demand, organizers must then decide which kind of
TM group to offer, taking into consideration what technologies consumers have access to,
ease of use, and cost. Until recently, for example, group workers may have been deterred
from doing telephone conferences because of the cost and complexity. Now, national tele-
phone conferencing services make these groups affordable and easy to access through local-
access or toll-free numbers (Telebridge, 2002). Consumers who are interested in participat-
ing in IM groups usually already have computers and access to the Internet through local
phone lines, so participating in a group would not add to their technology costs. Organizers
can help those who do not have their own computers to access the Internet using computers
provided in public libraries, schools, or other community technology centers (Mark,
Cornebise, & Wahl, 1997). Alternatively, organizers may decide that the best way to pro-
vide clients with IM support would be to provide them with Internet-ready computers to use
during the group. Or they could subsidize both Internet service fees during the group and
the purchase of inexpensive computers that members can keep.

Organizers must also decide which mode of TMC best meets the needs of targeted
group members. IM group organizers should survey potential participants to see whether
they would prefer the simplicity of a text-based group or a more sophisticated Web-based
group. Before the group starts, group leaders and members should be informed about what
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to do if their equipment fails or there is a problem in their local telephone systems or
Internet services (Meier, 1999; Meier et al., 1995).

Recruiting

Organizers’ choice of recruiting strategies depends on the type of TMC used for the group
and the target audience. If they are recruiting locally for telephone groups, they can use
agency client lists, referrals, flyers, published announcements, and announcements on the
agency website (Meier, 1997; Toseland & Rivas, 2001). If they are planning IM groups for
people coping with relatively rare conditions, organizers may need to recruit nationally or
internationally and collaborate with national on-line support associations. They can post
announcements on association websites and to the IM self-help groups that the associations
sponsor. Using IMC exclusively for recruiting can result in low response rates, so organizers
should plan to use both F2F and TMC communication whenever possible (Comer, Meier, &
Galinsky, 2002; Meier, 1999; Meier & Campbell, 2002).

Assessment

TMC offers group organizers more options for conducting assessments besides in-person in-
terviews. They can collect baseline information by phone, e-mail, instant messaging, chat, or
even video conferencing (Suler, 2001a). On-line standardized assessment procedures have
been found to be equivalent to paper-and-pencil-administered versions (Pinsoneault, 1996).
If the technical resources are available and members have the appropriate IMC skills, orga-
nizers can speed up assessment data collection by putting their organization’s assessment
instruments and forms on-line through a secure website. Respondents may be more willing
to disclose sensitive information on-line than through conventional F2F assessment methods
(Kiesler & Sproull, 1986).

How should group members be assessed for TM groups? Apart from standard clinical
case information, organizers also need to gather information about participants’ experiences
with TMC. Although there is continuing debate over the appropriate designs for assessment
protocols to be used in IM therapies (Suler, 2001b), there is some consensus on how to
assess group participants’ prior experience with IM communication. Practitioners should
confirm that group members do not have physical or cognitive conditions that would inter-
fere with their use of the group’s mode of TMC and that they have the necessary technical
skills.

Even with all the information from these assessments, the group organizers may still
not be certain whether a given individual would be appropriate for a specific TM group.
Currently, there is no consensus among clinicians about the personality types, presenting
complaints, and mental health diagnoses that would make a potential participant appro-
priate or inappropriate for a facilitated TM group (Fenichel et al., 2002; Suler, 2001b).
The International Society for Mental Health Online (ISMHO; Fenichel et al., 2002),
along with researchers King and Moreggi (1998), argue that people with severe patholo-
gies (including eating disorders) or who are at risk of doing violence to themselves or oth-
ers are not appropriate for on-line therapy. IM text-based communication may exacerbate
problems with poor reality testing and strong transference reactions. People with border-
line personality disorders, who are challenging enough in F2F groups, are likely to be
even more difficult to work with in on-line group settings (Suler, 2001b). On the other
hand, the SAHAR project has reported success in serving severely depressed people

490 THE USES OF TECHNOLOGY



through its groups. The “Student Bodies” research team was somewhat successful inter-
vening with women with students with eating disorders (Winzelberg, 1997; Winzelberg et
al., 1998; Zabinski, Pung, et al., 2001).

Risk Management

The possibility that a TM therapeutic group may include members with severe psychological
problems raises the issue of risk management. Professional associations and licensing
boards, insurance companies, and clinical ethicists across the clinical professions have
expressed concern about the potential risks of TM therapeutic interventions (American Psy-
chological Association, 1997; NASW, 1999; National Board of Certified Counselors, 2002;
Oxley, 1996; Reamer, 1986). Their major concerns differ somewhat according to the type of
TM communication used. Practitioners in any TM group cannot intervene directly in the
event of an emergency in the group because they are not physically present. In IM groups in
which the group leader has other no other kinds of contact with members, such as F2F or
telephone assessments, there is always the risk that members may misrepresent themselves
and their problems or that a member is a minor.

Agencies and practitioners should adopt strategies for reducing these risks. Participants
must give their informed consents by signing a paper form, but agencies can post descrip-
tions of their groups and the informed-consent statements on their websites to inform clients
who are considering the group about the purpose of the group and its risks and benefits
(Meier, 1999; Meier & Comer, in press; NASW, 1999). During the recruitment period,
group organizers can use the telephone, e-mail, or on-line chat to discuss participants’ con-
cerns and answer their questions. As part of the assessment process, organizers should
gather information about the settings in which members will be accessing the group and de-
termine whether they will have access to the phone or Internet when they need it and suffi-
cient privacy to protect all member communications.

Agencies should modify their release-of-information procedures to specify how they will
try to escalate contact with members in case of emergencies (Comer et al., 2002; Kane &
Sands, 1998). For all TM groups, providers should install toll-free phone lines so that partici-
pants in crisis will not be deterred by long-distance charges from calling the agency (Kane &
Sands, 1998). For IM groups, e-mail messages and Web chat screens need to include standard-
ized information about how to contact the sponsoring agency by phone. Group leaders of
asynchronous IM groups should inform members how often and at what times they will check
their e-mail. Agencies should also have policies specifying the kinds of follow-up support of-
fered to members in distress who decide to drop out of the group (Meier, 2003).

Orientation to the Group

Organizers can use the informed-consent and assessment processes to help each member un-
derstand the entire process of group treatment (NASW, 1999; Sundel, Radin, & Churchill,
1985). All participants should receive information that describes (1) the goals of the group;
(2) the procedures the group will use to achieve them; (3) how their participation in the
group can help them achieve their personal goals; and (4) his or her own obligations to indi-
vidual members, to the group leader, and to the group as a whole. For TM groups, orienta-
tion materials should also include information about how the mode of TM communication
used for the group may affect their group experience, including risks to confidentiality and
how members interact with each other.
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Confidentiality Issues

In therapeutic group settings, members’ privacy and confidentiality are always at risk to
some degree, and members need to be informed of those risks (Gellman, 1999; Grohol,
2000). As a matter of principle, members should be advised that, if there is anything that
they absolutely want kept secret, they should not divulge it to the group. Telephones and
computer monitors focus the users’ attention away from the surrounding environment, pro-
ducing the illusion of privacy. As a result, some of the riskiest situations for TM group mem-
bers are likely to happen in their local, social environments rather than their technological
ones. For example, telephone group members may inadvertently allow calls to be screened
or telephone conversations overheard (Rosenfeld, 1997). IM group members may use com-
puters in places where passersby can read onscreen texts of e-mail messages from the group
or carelessly leave printouts of message texts lying around where others can read them.

Some risks to confidentiality are specific to IMC. There is a slight possibility that
Internet service employees might intercept messages as they are transmitted along the net-
work. Employers have a legal right to read their employees’ e-mail messages sent over the
worksite’s Internet service. E-mail messages can end up in the hands of unintended recipients
because they were misaddressed or because members forward them without permission to
people outside the group (Kane & Sands, 1998).

Regardless of the type of TM group, organizers must have procedures in place to insure
privacy and to establish and enforce appropriate norms to minimize risk and to manage un-
authorized disclosures that may occur. For example, group leaders who will be facilitating
their groups from their homes or from sites away from the office should set up secure, sec-
ond accounts. New regulations of the Health Insurance Portability and Accountability Act
(HIPAA) represent the federal government’s first efforts to protect the security, privacy, and
confidentiality of consumer health information that is stored or exchanged electronically
(New Mexico Health Policy Commission, 2003). It is not clear yet how these regulations
will apply to the management of IM treatment group records that include the full transcripts
of all member interactions.

In the interim, many new technologies are being developed in response to growing con-
cerns over Internet privacy issues (Privacy.net, 2003). When planning a group, organizers
need to discover what new technologies are available to protect members’ privacy, such as
encrypted e-mail accounts, and decide whether they can be implemented without making
those same protections barriers to services (MSN.com, 2002).

Group Structure

In designing group interventions, size and duration must be considered together (Toseland
& Rivas, 2001). Telephone and IM chat groups must be kept small (4–6 members) to insure
that all members get sufficient “air time” to express their views during time-limited sessions.
Researchers have not yet reached consensus on the optimal size for asynchronous IM
groups. In theory, asynchronous IM groups can also be larger than synchronous ones be-
cause turn taking is not a problem, but how much bigger is still an empirical question. Early
evidence suggests that brief therapeutic (e.g., 6–12 weeks) asynchronous groups should be
similar in size to F2F treatment groups. Much larger groups may need to last much longer
(e.g., 12 months) to allow members enough time to accumulate impressions of each other
and contribute their thoughts (Lorig et al., 2002; Walther, 1993).
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Group Composition

As with many other aspects of TM groups, we still know little about the characteristics of
members best suited for each kind of TM group. Until we know more, TM therapeutic
group members’ sociodemographic characteristics, prior experiences, and types of problems
must be matched to the purpose of the group, just as they are in F2F groups (Vinter, 1985).
IM group members cannot see or hear each other, so they may take longer than members of
F2F or phone groups to recognize their shared concerns. This suggests that IM groups may
need to be more homogeneous than F2F groups, but it is still uncertain how to decide which
characteristic(s) are key (Meier, 1999).

Intervention Modalities

TM communication appears to be appropriate for many different therapeutic modalities.
Clinicians have had satisfactory experiences using psychodynamic approaches in IM (Colon,
1997) and phone groups (Springer & Stahmann, 1998; Wilson, 2000). Meier (2003) has
shown that a brief, solution-focused, asynchronous IM group was feasible and satisfying to
members (Meier, 2003). Most researchers have used TM support groups for their studies
that are similar to brief, closed-membership, semi-structured, F2F groups. Thus far, research
has shown these groups to be effective ways to offer emotional and informational support.
Clinicians working with individual clients report that IM communication appears to be par-
ticularly well suited for cognitive-behavioral “coaching” and narrative therapies (Grohol,
1999), but the effectiveness of these intervention techniques in therapeutic group contexts
has yet to be systematically evaluated.

Group Leader Roles

Social workers can feel reassured knowing that their training and practice wisdom concern-
ing F2F groups are generally applicable to TM groups. However, organizers may need to
adapt the ways that group leaders are trained in light of the differences between F2F and
TM group communication. Here I suggest ways to modify group leader training and de-
scribe what group leaders in different kinds of TM groups need to do to form their groups
and keep them going.

Training

In any group, the leader must feel comfortable and have the skills to help the group achieve
its goals. In TM groups, the leader must not only have interpersonal leadership skills and be
knowledgeable about group content but must also understand how to communicate effec-
tively through the group’s electronic medium (Schopler, Abell, & Galinsky, 1998). Leaders
of phone groups need to be skilled in interpreting voice, tone, and pace. IM group leaders
must have good keyboarding skills and the ability to express themselves in the informal
writing styles appropriate for e-mail or on-line chat. To help leaders learn these skills, orga-
nizers can organize role plays of the type of TM group to be offered, using coworkers as
members. IM group leaders can join public on-line self-help groups to learn more about IM
group communication and about people whose concerns are similar to those in the groups
they will be leading (Abell & Galinsky, 2002; Comer, Meier, & Galinsky, in press).
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Early-Stage Tasks

Getting to Know the Members of the Group

The initial challenge for both group members and the leader is to develop coherent images
of who else is in the group. Where appropriate, organizers can expedite this process by
asking group members to submit brief, written self-descriptions prior to the start of the
group. The group leader can compile and distribute these descriptions by mail (phone
groups) or e-mail (IM groups) to all the members, so that they can to refer to them later to
remind them about who is in the group (Meier, 2003). With digital cameras now widely
available, members may also want to include pictures of themselves to illustrate their writ-
ten descriptions.

“Starting” the Group

The group leader’s tasks in beginning a group session will be different in synchronous and
asynchronous TM groups. For phone and IM chat groups, the leader “arrives” 5–10 min-
utes before the scheduled start of the group session so that he or she can welcome members
and reassure them that they have gotten connected to the “right place.” Once that happens,
the leader announces that the group is starting and summarizes any discussions that oc-
curred before the last member “arrived.” The procedures for starting the group are different
in asynchronous IM groups. Here, the group leader announces that the group has officially
begun by posting a welcoming first message, which is sent out to all members simulta-
neously. All the group’s messages are stored on the host computer, so members never miss
any of the group interactions.

Recognizing Who Is “Present”

TM group members may find it harder to experience themselves as part of a group than F2F
group members do because of the absence of visual cues. Members and group leaders have
to be more explicit in acknowledging each other’s “presence.” In all TM groups, the leader
should prompt members to use each other’s names when referring to other members’ prior
comments (Galinsky et al., 1993; Meier & Campbell, 2002). In asynchronous IM groups,
members can help each other know that their messages will be read promptly by committing
to checking their e-mail for messages from the group every day. Leaders should keep track
of who contributes to the discussions and follow up to insure that all who do are acknowl-
edged.

Promoting Member Participation in the Early Stages

As in any group, TM group leaders must promote participation by helping members learn to
manage their interactions. Early on in the group, members should discuss how TM commu-
nication differs from F2F communication and the implications of those differences for how
they will interact with each other. In addition to discussing the group’s focal topics, members
should also be encouraged to comment about group process and how TMC may be affect-
ing it (Meier, 2000).

Synchronous TM groups (chat and telephone) are more challenging to facilitate than
asynchronous groups because members have to learn turn-taking procedures. The group
leader can help insure that everyone has an opportunity to contribute by asking members to
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start the discussion about the first topic in a round-robin format. In telephone groups, the
leader can call on members in a specified order (e.g., by their first names). In chat groups,
the sequence can be set using the on-screen list that displays the order in which they logged
on to the chat room (Meier & Campbell, 2002).

In asynchronous IM groups, it is helpful if there are explicit norms about how many
messages members are expected to post each week. For example, they can be asked to post
at least two messages. These norms insure that, when members check their e-mail, there will
be at least a few new messages to read. This will help members and the leader know who is
“present” and will keep members engaged without making participation burdensome.

Middle-Stage Tasks

Sustaining Participation

To insure that some member concerns are not ignored, all group leaders must encourage
“quiet” members to contribute and must moderate dominant members’ participation. TM
group leaders must be more active than F2F group leaders over the life of the group in man-
aging member participation levels. In phone and IM chat groups, the leader should explicitly
ask silent members for their comments in every session. In asynchronous IM groups, the
group leader has much less control over member participation. A core group of members
usually posts the majority of the messages, whereas other members “lurk,” posting messages
only occasionally. If a member’s level of participation drops significantly, the leader should
contact him or her privately by e-mail or phone to confirm whether he or she has simply lost
interest or is overwhelmed by other life demands and does not have the time or energy to
write. The leader can help sustain group cohesion by encouraging such members to inform
the group themselves about what is going on or get their permission to let the other mem-
bers know.

Conflict Resolution

As members get to know each other and how the group works, they are more likely to want
to take more control of the group. In the normal course of events, they may begin to express
dissatisfaction with the way the group is organized or the way the group leader is running it
and demand changes in group structure and goals (Galinsky et al., 1993). Research on TM
group interventions rarely reports on this phase of group development, however, so we
know little about how best to facilitate it.

“Real time” conflicts in telephone and chat groups are likely to be expressed in ways
similar to those in F2F groups, and the group leader can address their concerns immediately.
In asynchronous groups, however, conflicts need to be handled differently but also as
quickly as possible. The absence of visual cues reduces the level of social control and allows
members to experience their feelings more intensely and to be less restrained in expressing
them. Because responses are delayed, members’ grievances have more time to fester. Simi-
larly, members on the receiving end of provocative or hostile e-mail messages may feel the
attack more intensely than they would with aggressive comments in F2F groups.

As in F2F groups, the leader should intervene by acknowledging the validity of mem-
bers’ differences of opinion. The leader can interpret such challenges to the group as evi-
dence that members may be feeling safer with each other and that they are taking more
responsibility for the group and feeling a greater sense of ownership. Members should also
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be encouraged to consider whether and how (1) IMC itself may have contributed to the
development of the conflict and (2) they will have to invent new kinds of conflict resolution
strategies that are better suited to the constraints of IM communication (Munro, 2002).

Sustaining Participation

Over time, TM group members learn what kind of support they provide each other, what
kinds of problems they can solve, and how much conflict they can tolerate and resolve
(Galinsky et al., 1993; Meier, 1999; Meier et al., 1995). By this time, it will be obvious who
the active, core members are and which members are more passive. Member activity levels
may shift in response to changes in discussion topics. If the discussion becomes too emotion-
ally intense, some members may begin to participate less. In telephone groups, members
who become uncomfortable will talk less. In IM groups, anxious members may decide to
lurk, following the group’s discussion but not contributing much.

With the group now largely able to maintain itself, the group leader can shift his or her
efforts to keeping less active members engaged in the group. The group leader can contact
inactive members privately to discover whether they are experiencing problems that prevent
them from participating in the group. If needed, the leader can help them obtain assistance
from their local providers.

Coping with the Limits of Group Support

As members gain trust in each other, they may reveal that they are having health or other life
crises that are beyond the group’s ability to remedy. In TM support groups in which mem-
bers share a common problem, the group leader may have to help members cope with the
fear that, some day, they too could face the same crises. In IM groups, members who are not
in crisis also may need help coming to terms with the limits of the group’s capacity to help
and how geographic distance is a real barrier to offering instrumental support (Meier,
1999). Some members might suggest sending help or gifts via the World Wide Web. Orga-
nizers should anticipate this possibility and decide in advance whether to support or dis-
courage this form of TM helping.

Late-Stage Tasks

A couple of weeks prior to the end date of the group, leaders should remind members that
the group will be ending and help them cope with their feelings about the group’s termina-
tion. It is particularly important to give asynchronous IM group members a longer lead
time. The combination of lags in times at which members receive the message and not hav-
ing scheduled, time-bounded group sessions may cause some to lose track of how much time
has passed (Meier, 1999). As in F2F groups, leaders should encourage members to review
their experience with the group and to let others know what they found helpful and their
feelings about the group’s ending.

Organizers should decide in advance whether it is therapeutically appropriate to en-
courage group members to stay in touch with each other after the group ends. If it is, they
should provide members with information about the ways they can use TMC to do this.
Members should consider whether to change TMC modes and, if so, how. For example,
telephone groups whose members also have Internet access may want to begin to communi-
cate by e-mail. Members of listserv groups may decide to gather periodically in a chat group,
or vice versa. To protect members from undue social pressure, group leaders should contact
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each one privately to find out what he or she wants to do. Once members have made their
decisions, group leaders should provide whatever information is needed so that those who
want to stay connected can do so

PROSPECTS FOR THE FUTURE
OF TECHNOLOGY-MEDIATED GROUP WORK

Writing about these rapidly evolving technologies is a risky enterprise. Many of the technical
details presented here may be obsolete by the time this book is published. No one knows
when we will be presented with innovations that further transform our interactions with
each other in ways that are inconceivable today. So readers are advised to view the informa-
tion and conclusions presented here as tentative markings on our mental maps of TM com-
munities.

With that caveat in mind, we can still take advantage of widespread accessibility of
TMC and our growing comfort with it to invent new kinds of services. Wireless cell
phones and Internet connectivity vastly increase the number of times and ways groups
can communicate with each other, regardless of where individual members may be
(Rheingold, 2002). Because most Internet users can now navigate seamlessly between e-
mail and the World Wide Web, opportunities for IM multifunctional group interventions
are expanding. At the same time, advances in text-to-speech, speech-to-text, and auto-
matic translation software are also reducing barriers to group services for otherwise
underserved populations, such as the hearing impaired (DeafSpot.net, 2002), people with
disabilities that prevent them from using a keyboard or a mouse (ScanSoft.com, 2002), or
people with visual impairments (Sensus Accessibility Consultants, 2003) or poor English
skills (Systran Information and Translation Technologies, 2003). More research is needed
to understand how to best use these resources with IM therapeutic groups. Finally, re-
searchers and practitioners need to explore the possible advantages of combining TM and
F2F group formats in situations in which members live near enough to meet periodically
in person.

Our knowledge base of research and practice wisdom on TM group interventions is still
in its infancy. It is hard for social work students and practitioners to get systematic training
in the skills they need to be effective TM group leaders. Although on-line training programs
in on-line individual counseling and coaching are beginning to appear on the Web, there are
no accredited organizations offering professional training in TM groups.

If social workers are to take advantage of these new technologies on behalf of consum-
ers and to advance the profession, they must become advocates for system-wide changes.
They should demand further research on TM groups to develop and test the viability and ef-
fectiveness of new practice models (Meier & Comer, in press). Schools of social work need
to add course content to their curricula to help students and practitioners learn how to
adapt their expertise with F2F groups to TM groups. The Association for the Advancement
of Social Work with Groups, and other professional associations that promote social group
work, should go beyond merely sponsoring listservs for their members. They should actively
encourage members to collaborate in systematically developing TM group interventions and
standards of practice—or, at least, to be open to these new communication media as poten-
tial resources for service provision. Finally, practitioners must begin lobbying their licensing
boards and insurance companies, demanding a reexamination of the growing body of re-
search evidence that shows the promise of TM groups, and for policy changes and funding
that will provide consumers greater access to these services.
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NOTES

1. In this chapter, the abbreviation “TM” is used to refer to “technology-mediated,” “TMC” for
“technology-mediated communication,” “IM” for “Internet-mediated,” and “IMC” for “Internet-
mediated communication.”

2. SAHAR is the anglicized transliteration of the Hebrew acronym for “Support and Listening on the
Net.”
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