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A BSTRACT

An ad hoc committee of the American Group
Psychotherapy Association (AGPA) was charged to investigate the use
of group methods in Community mental health centers (CMHC), to assess
the conceptual basis for the use of various group methods, to relate
the use of group methods to group psychotherapy, and to evaluate
trends in this area of mental health programming. Although group
methods are being used in each of the ten defined areas of CMHC they
are not a generalized modality of treatment. The farther one noves
from the traditional mental health definition of patient populations
and professional roles, the less group methods are used. The most
important implication of this discussion for AGPA is to suggest the
broadening scope of the mental health therapeutic systems. The group
psychotherapy movement and AGPA grew out of a larger social and
therapeutic movement. Thus to focus exclusively on group
psychotherapy per the AGPA definition may unnecessarily constrict the
contributions AGPA can make to both the therapeutic and community
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Outpatient Services

Here is where we s=e the major use of group treatment methods, with 73X re-
porting the use of intemsive outpatient psychotheravy groups. This figure is misleading,
for sgain treatment philosophy varies widely. Thus one CMHC reported that "we are indiv-
idually oriented and use no gropps", while another clinfc said "ours 1z a pkysoces=
psychosnalytic orientation, we have one behavior therapy group and that's it". On the
other hand, some CMHC report that their program is group-oriented and if at all possible
all patients are placed in group therapy---reporting ## as many as 41 groups in center.

As with the inpatient services, those group methods which bear the closes: rela-
tionship to traditional therapy coacepts and professicnal roles are most widely reported
(fanlly therapy-59%, parents groups-49%).

Groups with a legs intensive therapeutic focus, that is, more supportive or
naintenance, for crisis problems, or chronic patients, are lass widely used (small dis-
cussion groups~51%, after-care groups-40X). While grcup mathods which might De seen as
having low therapeutic potency, or having treatment gcals not directed at distinct
personal change but restoration of social function have a markedly lower use rate (large
diaéuosion groups-19%, drug groups-25%, multipie family groups-27%, diagnostic~intake
groups-20%, social network groups-13%).

This datarraiséa a guestion‘aa to how far CMHC program concepts have moved from
the t:edtunnt'phllosophy of intensive therapy directed toward major personal change. XI
it is possible to suggest an interpretation of thesa figures, it ie that the major
thrust of outpatient CMHC services continue to be the continuation of 2 preponderant
emphasis on traditional gcals of mental health services, with a minor use of group
methods at social maintenance or social restoration of function Wi without changing

personality structure.

Pattial Hospitalization Services

As with the other services discussed, the most common group method used in the small .

discussion group (43%), with 25% reporting the use of large discussion groups and 23% com~!

munity meetings. Since partial hospitalization programa tend to follow the pattern of

the associated inpatient service, the relatively low rate of ugse of groups related to
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group methods in CMEC. Each of the ten gervices wl

method utilization.
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Iopatient Services

Most CMEC do not mseke extennive uee of group tneatment metiods on théir drpatient
gervices. Although some CMEC do not have inpetient gervices, ft vas rare that 2 CFHO
1isted zhe utilization of muitiple impatient group mathede. lest CMM{ veporied only

the use of one of twc group methods.

The most Srequeatly used group mathal is some uvype of acktiviity group NEWEY P
This is not too surprising ia view of the fact thai aetfvity groups have bemn part of
hospital treatment pYograms sdnce the 1930°c and hava basn fncorporatad dnte Lhe gen2ral

philosophy of hespital treatmeat progzsma. The remainizg srosp matheds are uvged by aae-

fourth to one-third of the CMHC. Xext in freguency (347} sre smell intensive psycho-
therapy groups conducted with & group of patients from the waxd, buf nol involving the
togal ward population or staff. Again this represenia 2 ¢radcitional approach to tredt-
ment that has been established over the past 30 years.
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Outpatient Services 5

Here is where we gee the major use of group treatment methods, with 737 re-
porting the use of intensive outpatient psychotherapy groups. Thils figure is misleading,
for again treatment philosophy varies widely. Thus one CMHC reported that Ywe are indiv-
idually oriented and use no gropps". while another clinic said "ours is a pkysoce=
psychoznalytic orieantation, we have cne bzhavior therspy group and that's it". On the
other hand, some CMHC report that their program is group—oriented and if at all possible
all patients are placed in group therapy---repexrting ## as many as 41 groups in center.

As with the inpatient services, those group methods which bear the closes: rela-

tionship to traditionsl therapy coancepts and professional roles are most widely reported
(fanlly therapy-59%, parvents groups—49%).

Groups with a less intensive therapeutic focus, that is, more supportive or
maintenance, for crisis problems, or chronic patients, are Jags widely used (small dis-
cussion groups~51%, after—care groups-40%). While group methods which night be seen as

having low therapeutic potency, or having treatment goals not directed at distinct

personal change but restoration of sociai function have a markedly lower use rate (large
discussion groups-19%, drug groups-25%, multipie family groups-27%, diagnostic~intake
groups-20%, social network groups-132).

This data rais?a a guestionlas to how far CMHC program concepts have moved from
the treitnent'philosophy qf intensive therapy directed toward major personal change. Ef

it is possible to suggest an interpretation of thess figures, it is that the major

thrust of outpatient CMIC services continue to be the continuation of a preponderant
emphasis on traditional gcals of mental health services, with a minor use of group

methods at social maintenance or social restoration of function WiAi without changing
personality structure.

Pattial Hospitalization Services

As with the other services discussed, the most common group method used in the small !
discussion group (43%), with 25% reporting the use of large discussion groups and 237 com~}
munity meetings. Since partial hospitalization programa tend to follow the pattern of

the associated inpatient service, the relatively low rate of use of groups related to
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the social system characteristics of the service 1s consistent with the trends noted

for inpatient services.

)

However, it 1s significaant that the early experimengs with day hospitals
and partisl htospitalization isid strong emphaszis om the use of community group inter-—
action end uge of group methods as a major dimenzion of a partial heepilslization

progren. (Cumming and Cumming, 1962; Edelson, 1969; Glasscote, et al 1962; Xawb, 1957}

This data suggeasts that as partial hospitalization has become incorporated into CMAG
programs the orfginal trmatment philosophies and conceptz have not accompanied it. Thusm
the concept of pertizl hospitslization may have been strongly influenced by traditional
inpatient treatment philosophies which has changed the treaiment concept of partial
hospitalization from the original gosis and methods of the originators of this type of
treatment - progran.

Pmergency and Disgnostic Services

Here group methcds are minimally used (diagnostic gyoups - 10%; crisis or brief

therapy groups — 20%). It is hexe that mental health comcpets may find zhe clesrest
expression of differences. Those who hold that vextensive knowledge of the individual
personality and ganetic bakkground is essential to diagnosis and treatment indicated
that groups were inappropriate for either dlagnostic appraisal cr the treatment of
emergency situations.

On the other hand, there were some CMHC who suggested a very different coneept

of mental health, namely that the most inportane diaznostic iaformation had to dow with

current interperconal functioning. In the view of thase professicnals, the use of group

diagnostic methe:_'ds is the method of cheice. Most fiequently the diagnostic groups coa—
sisted of family or social ielations of a nominated patient; while gome CMHC reported the
use of diagnostic groups of non-related perscns. Simflarly, emergency treatment accord-
ing to this mental health philceophy can best be carried out in terms of dealing with
interperscnal interaction patterns in either family groups or nor-related groups.
(Abrahams & Enright, 1965; Bloch, 1968; Diilen, 1963; Pattisom, et al, 1965; Sadock,
et al, 1968)

However, at the pregsent time, wost GMHC state quite expliicitly the importance of

e Sy
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individual diagnostic and exergency servicsa., This position seems to be determined

more by a philescphy of personality and treatment, rather thaz from experimentation

or clinical triesl of group methods in this srea. (Peck & Kaplan, 1966}

Community Consultation and Education Services

A majority of CMHC {¥d/#dfdt/ report group methods used in community consultation
(66%), with a smaller number actfve in communily education {46%). Agein there is wide
variation in the degree of such activities. Thus some CMHC use group methode only in
occasional consultation and aducatisn Fprograms, while in other OMHC the use of group
methods in consultetion and education appaars tc be a very major activity involving a

large number of persoanel and their ¢ime;, and involving many parts of the communitye.

Congultation is the major activity, ard comsultation to defined agencles is most often
found (66%). This iz not ¢ unexpected inm that this no doubz reflects llaison in regard
to traditionally defined mentai health problems. However a3 one moves away from direct
clinical concerns there iec a drop~off in activities. 7Thus coasultatior to community

groups without ciinical concerns 18 41%,toc social ection groups is 31%, and the sponsor-

ship of natural communtiy groups ie 36X. Xn terms of primary prevention concepts of
community mesfial health one finds much less imvcivem ent in the community than with con-
gultation and education related to secondard or tertiary prevention. (Altrocchi, et al,
1965; Blomberg 1958; Kevin, 1963)

Training Services

Here dats was compared for \ﬁéofessionals and non~-professionsls, because a major
concern in community mental health programs, especiaily ia urban aress, 13 for the
enployment and training of indigenous and other non-professionsis. Further, training in
mental health services 1s a major pathway suggested for movenant of the pooxr unskilled
into new positions of social competency snd secial participation. In almost avary in-
stance CMHC offer less trainigg to non-professionals than to professionals, although

this may not necessarily imply either a positive or negative £inding, particularly in

CMHC programs where the target population consists of socilslly eompetent people, such

as a suburban population. On the other hand, work and t¢raining for non-professionals migh

well be a major sctivity of a CHMHC sexving an urban ghetto,
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Here again, those group methods most closely related to traditional therapeutic
goals and roles are most frequently taught. Thus group therapy methods is the nost
frequent training (43%), followed by teaaching of group dynamice (392), and then observa-
tion of gooups (362). However these training group methods are not particularly unique
to CMHC programs as distinct from traditionai mental health services. VWhen one exami/:s

the training offered in group methods most unique and particularly germane to HMHC

philosophy and programming only abcut one-fourth of the CMHC offer training in these
group mehbods: community organiszation-20Z, group consultation-24Z, group work-26%,

group social action-11lX%. One iunteresting question this data suggests, is the regree to
which conmunity related mental services are being implemented in CMHC and to w#hat degree
CMHC are providing traditional mental health services in the community acce’ding to
traditional mciels of health, illness, and intervention.

One somevhat surptising finding was the fairly large number of CM'C providing some
type of personal group experience for trainees (41Z2). Some CMHC repcried the exteansive
use of group sensitivity laboratdries not only for staff, but as a ssrvice to the commun-
ity. (Gottschalk & Pattison, 1963) In several CMHC this is a maj.r communtiy activity
of the professionals. Again this fact suggest the continuation :ad extension of the

traditional mental health concern for personal growth and less concern for the nurtur-

ance of human social activities.

Regsearch and Evaluation SErvices

In view of the relatively slow growth of group psychiotherapy research in general,

the fact that 24X of CMHC report some group-~related rerearch suggests that the community
mental health movement may spur the growth of group ri2search, particularly in relation
to {nnovative group methods.

Summary of Group Methods used in the Ten CMHC Services

Of the large variety and types of groups supgested in the questionnaire sent to
CMHC, all were used to some extent. Some CMHC usc vary few group methods or even eschew
the use of any group methods. Other CMHC use group methods in a spotty and sporadic
fashion, one might say even in an idiosyncratic fashion. And other CMHC have developed

very explicit and articulated conepts and methods for the use of groups.
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Group methods are being uged in each of the ten definad gervices of a CMHC.

The most fregquent services vhere groups are used are in outpatient services, and then
4n community consulitation and education services. Group methods are least used in
emergency and diagnostic services.

Group methods &re however not a generalized modality found in CMHC. Only tradi-
tional inteunsive outpatient psychotherapy groips axe used by a large msjority of CMHC.
The farther one moves from eraditional mental health definitions of patient population
and mental health professional roleas the lesez grosp methods ave dsedo However, this
may not reflect attitudes toward the use of groups in these less traditional manuers,
but merely the fact that CMEC services cluster arcund more traditional servicee and less
emphasis in generally given to the non~traditional services and functions.

Use of Groups for Staff Function Senvices

Since there has been considerable digeusaion about staff patterns and velationships
in CMHC we also sought data on the use of group methods foz staff functioning. Although
theze has been much discussion in the literziure on the lmportance of staff function on
the treatment and behavior of patients a mivority of CMHC use gxoup methods to deal with
staff functioning. (Artiss & schiff, 1963; Schuiff, 1969) The exception &8 outpatient
sexvice (662). Only 40% of jnpatient se:vices have group staff meetings, which corre-
lates with the low number of milieu progrems repozxied. Most GMHC apparantly do not dis-
tinguish between work~task dssues and ataff rvelationshin issues. Only 13% of CMHC have
group meetings for dealing solely with staff  isaues, although 40Z report meetings
which concera staff relations.

Group Orientation of CMHC Staff

Finally to assess orientation towaxd group methods in CMHC we obtained data on
CMHC staff who had group training and those vho were using group nebbods. Approximately
half of the 1160 personnel in this CHHC survey have had some type of group training and
about the game number (although not necessarily the same people) use some type of group
methods in their CMHC work.

Interestingly, psychiatrists were ¢he lowest in using group methods and psycholo-
glsts were the highest. Most of the iower echelon personnel, nurses and non~-professional

do not hava training in gwoup methods and do mot use group methods.

-
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Most of the CMHC reported that the mental health professionslis whom they hired did

not Lave any training in group methods. Since the uae of groups was felt to be &
necessary activity the CHHC then undertook to provide imservize training in group

¢raintng- methods for their staff. Thus the number of CMHC ataff possessing some gloup ‘
i

; training does not reflect the trailning providing in the mental hedlith professiona’ schools.:

The fact that 2 ierge aumber of (MHC do provide group training of some type supports

the importance which many CMEC prograns do give to group ccacepts and methods.

II. CONCEPTUAL APPRCACHES TO THE USE OF GROLP METHODS IN CMHC.

A AN, AR, A R a8 PO

The General Conceptual Xssues

The community méntal heqlth moevement has been alternstely seen as a movement to
solidify reactionary treads in wmental health services or as a revolutddnary social
and political movement. Perhaps both analyses ars correct, aand it msy bo thet there
; ars explicit and implicit propenents of both pozitions. Those who see ¢he community
mental health movement as potentially reactionary poiat outf that CMHC programs may be
established {n communities that follcw the current socletal definitfonsg of heslth and
11iness and provide sn extension of mental health services that meintains the same type
cf therapist-patient relationships that have been exemplified in the "institutionalitis"
at:zitudes documented in many recent studies. In this view the CMHC perpetuates the cur-
rent societal attitude toward mental ifllness and aasoaiat;é deviancy, perpetuates a view
¢f human behavior thst ignoreé the importance of social relstionships, and perpetuates
modes of treatment that are too axpensive, of dubious merit, and continues to be rela= ]

tively unaccessable to the bulk of the population who mast need nmentel health services.

s

Those who see the community mental health movemeat as potentielly revolutionary

point to the expsnding involvement of commuuity mentsl healith personnel in many areas
5 of community 1ife and action. Critice deplorve this iavolvement beyond the strictly’
ciinical concern for those defined az mentally 111, while proponents hail such involve-
ment 88 a break-through which will free mental health concerns from the rigidities of
traditional definitions of“the mentally 111, the traditional definitions of the goals

of treatment, and the traditiobal means of intervention. In the revolutionary view

the community mental health movement is seen as merging imperceptibly intc the tasks of

g e s

ERIC ,
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social maintenance, social welfare, and sccial action.

Although this is presented fn polar extrermcs, most CMHC probably fall along a
wide continuum, depending on the viewz of the staff of & CMEC and probably to a signi-
ficant extent depending upon the commuaity involved.

As already suggested in the Suzvsy vesults. the use of gooups in CMHC programs

may reflect to a significant degrea tha conceptual philosophy of that CMHC. For exemple,

1f a CMUC views mental illress as primarily an intrapsychic process for which personality 3

reccnstruction is the major goal of trestment, then the construction of CMHC programs

will probably be structured to recruit patients who will fit this modd, or else experience

"organizational strain" with the commuinity. Further, with this orientstion one would

expect rather tradiitional group methods to be used which were synchronous with these

= ey

traditional treatment goale. Such a (uEC program would probably tend to accept the
current social definitions of who the petient 18 ¢o be trested and wouid hot develop

i ~ programs and use group methods that involived noa~petionts or aimed at goals other than
| ’ the trestment of personal psychopathology.

A more mediating position might conceive of ment:al dysfunction in a broader con-
taxt and seek to develop CMAC programs iuvolving significant others such as family and
gocial relations. Such CMHC programs msy be expected to develop programs aimed at
gocia) zehabiliiation and increased iife effectiveness. In such programs one might

anticipate an cmphasis cn sccialization experiences in each of the various clinical

treatment services and employ s large gamui c¢f group treatment methods. However such
CMHC might well not define their role as a sccial agent in the larger community and
night contain their efforts to those defined as mentally 411 and those in close rela-

tionahip to them. This would appear tc be the predomimant philosophy of most CHHS.

Finally, there are some CMHC programg whc view thelr task as addressing the social
processes of the community--the manner by which the mentally 11l are defined, how social
deviants are funnelled to various Instituticns of the community, the social and cultural
procagses that are seen as the anlage of mentel deviance. Such CMHC might well question
the usa the community wishes to make of theilr services, may attempt to change community

attitudes and actlons, and inay well ssaek to use group metheda that are not in the strict
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gense ‘'treatment” but are airzed at addresaing bssic processes in the community. Here
treatment takes on a larger, more diffuse and less specific definition. (Klein, 1968;

Peck, Kaplan & Roman, 1966.)

Comceptual Issues of Psychosherapy

The data our survey pertaining to conceptual approaches to the use of group
methods in CMHC indicates that the baszic conceptual issuee do not relate directly to
group methods. Rather, the basic conceptual questions pertain to concepts of psycho-
pathology and treatment fssues, as well as the larger isaue of the role of the whole
mental health enierprise.

“he CMHC movement rellects an attempt to synthesize two rather disparate gocial
systems of mental health caxe. The first syatem is the ££34d{ traditional mensidl
hospital system of care. People vho developed socially disruptive behavior and wexe
defined as meataily iil were extruded from society and sent to the mental hospital for
treatment of their deviancy, with the expectation that the treatment would retura the
person to his pre-morbid capacity to functicn in his society. The treatment task of
the psychiatrist was to reiress the deviant behavior.

The second system was that of psychotherapy. UHere the person was not necessarily
involved in socially disruptiwve behavior, nor defined as deviant by his society. He
privately sought help frcm 2 paychotherapist to alleviate primarily internal distress.
Referral in the system was via word of mouth, by what Kadushin (1969) calls "the
friends of psychotherapy society".

Until the CMHC movement began there was almost no overlap between these two
systems of mental heaith carxe. Furthermore, the mental hospital system served the
lowest 20X of the populaticn 4n terms of social competence, while the psychotherapy

system served the top 20Z. In between, the majority of the population had no readily

available system of mental health care.

It is true that an interrediary system had developed - those social work and family
service agencies that provided psychotherapeutic services to the middle class and the
working class (Scheidlinger, 1956). However, these services, it may appear, did not

exert a major influence on mental health service philosophy, nor garner significant
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bureaucratic support from the psychiatric profession or governmental funding agencies.
Further, both these social agencies and psychiatric outpatient clinics attached to
hospitals were gencrally well developed only in the largest urban areas, leaving the
bulk of the pcpulation in our smaller cities and towne with littl.eaj‘au'blenental
health services.

A major consequence of these incongruities has been an extension of bolh of the
previous systems, with one or the other predominating. While the concept of a new
systemn of mental health care eabracing features of both the mental hospital system and
the psychotharapy system addressed to the mental health needs of a broad range of the
populace has not been developed.

Thoge CIC developed within the mental hospital system have stressed programs
that aim at social rehabilitation, vhereas CMHC within the psychotherapy system have
aimed at personal change and growth.

However, both these traditional systems by and large accept a definition of
professional roles that society has given them. That is, they accept who soclety will
define as a patient, they accept soclety definitions of mental fllness; they accept,
the sancticns which society places on the nominated patient, and they acdept thc demands
which the society makic on their treatment system. In other words, both systems of
mental health care are unwitting pawns of their gociety.

To give examples of each instance. The CMHC in the mental hospital tradition
accept patients for treatment that soclety has defined as deviant and allocated for
treatment at the CMHC. The major distinctive between the old traditional mental hos-
pital and the CMHC in this instance is that the CMHC conducts the same mental hospital
style of treatment only located in more central community facilities.

Liltewise, in the psychotherapy tradition, patieats are accepted for treatment
who volunteer for care and receive traditional psychotherapeutic assistance ir a CMHC.
The major distinctive here is that the psychother=pist is in public pay ratherx than
private, and a larger number ofl persons receive psychotherapy who would not otherwise

because the referral system is more formal and public.

In wither of these two traditlonal systems, the use of gioup treatment methods
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wvill be in accord with the prevailing «radition. Thus in Che mental hospital type
CMHC we find groups that promote return o socialization, whereas in the psychotherspy
type CHMC we find groups that provide intensive personal psychothezapy. One would not
expect to find esignificant cross—over in the types of group methods usad in each of
these two CMHC systens.

However, the CMHC movement does zddress itscif to both the goals of social re-
habilitatfon and personal psychotherspy. Yet neither traditional system of mental heslth
care provides an adequate conceptual model to mediate both gozls. As a consequence we
are witnessing the developwent of a new medel of peychopathology and a new model of
treatment intervention that we shall call the social systen model. We can trace the
development of this model in at least four arzas of mental health care: in psychotherapy,
in mental hospital treatment, in social work, and in the latoratory group movement.

In Psychotherapy:

Psychotherapy was developed within the medical ¢radition of the late 19th century,
a very narrow medical tradition in terms of concepts of pathology. Koch's postulates
regarding specific germs ae the sole eticlogy of disease was conmsonant with a viéew of
pathology as solely a property of the organism. it took meerly 50 years to develop a
pathology of organism in environment as more adequate description of pathology.

Similarly, at the turn of the 20th century psychology was the study of individual
minds. It was not until nearly 50 yesrs later that soclal psychology was to emerge as
a definitive disciplsue, and for such concepts to be applied to clinical thefory.

Thus it is undergtandable that psychotherapy began as an individualistic enter-
prise, based on an individuaiistic concept of psychopathclogy and an individualistic
concept of treatment intervention.

The first step away from an individuelistic orientation came with the development

of the child guidance movement in the 1920's where the parents were included in some

adjunctive care, along with the "aick" child. The second step came with the development

ef group psychotherapy in the 1930's, which began as a treatment of individual sick

patients in a group, and by the 1540's had moved toward a group process orientation of

treatment of _g;_;_._ parsons simultaneously by the group. The third step was the introduction
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of family therapy in the 1950's, PFanily therapy now {inciuded "patienta" and '"non-
patients”, ard ircluded people who were related to each other and lived with each
other. The fourth step in the early 196('e was the introduction of multiple family
groups and merried couples groups, that mixzed reiated and acn-relsted persons. The
fifth step in the mid-1960°‘s was the movement of treatment, both individual and family,
from the office fnts the home, vhere the theraplst or teams of therspists were faced
with a more permeable social system in ifs natural setting. The sixth and final step,
occuring in the late 1960's has beem the devezlopnment of soclal-network thezapy where
the focus im on the social system of the nominated "patient" orrfamily, including
friends, kin, and others in a funczionslly related network of relationships. Thus
psychotherapy has moved from the ipdividual as a focus to the socisl system as the
focus for both a definition of psychopathology and & definiticnm of intexrvention.

In the Mental Hospital Treatment System:

Treatment within the mental hospital system demonstraies a similar progression.
Modern treatment beyond custodial care, began with individual psychotherapy of patients
iiving in the hospital. Then came the imtroducticn of open—-dcor policies with social
activities that might bef termed a therspevtic milieu. This vas followed by patient
psychotherapy groups and patient gelf-government groups. And finally the full develop~-

ment of milieu therapy, that is, the deliberate mansgement cf the entire social systen

of the hospital in which the psychotherapist does not treat a gpecific patient, but
focusés on directing the social syatem so that it will opexate in a thiexapautic £asaion.
This shift has been so decisive that some would not call this psychotherapy, but

rather socio-therepv.

In the Social Work System:
Early social work in the community was case-work, that is, the identification of
persons in distress. Case-work was directed toward helping individual persons

with their rent, child-care, focd, jobe; 2tc. The eecond step was the development of

locsl community groups to solve problemg~in-common, oX the nurturance of natural commun-

ity groups. This was the classical group-work appraach. The third step has been in

the area of social work called community organization. Here the aim is to intervene
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in the entire social system of the community: to launch brozd-scale social action
programs aimed at chruging basie social programs, gsocial policies, and social organi-
zation of an entire community.

It should be noted that the shove secuence in social work deals only with those
developments perhaps most unique tc the sccial work tradition, and not to the develop-
ment in socisl work where the profession: appropriated techuicues of Individual and
group peychotherapy from with the psychotherapy tradition under discussion here.
{Schefdlinger, 1958)

In the Educational-Organizationei NI, System:

The NTL experimernts in adult education began with the ain to assist people in
communities to work together in & more democratic and humanistic fashion. The first
attempts in the NTL laboratories centered on bringing individuals together in groups
that would foster iadividuzl awareness and growth. Although the individual experiences
were exciting, it was found that when the individusl returned home to his community oz
job his newly learned behavior wae quickly vitiaced by the ongoing pressures of his
social system. The next step was to bring people from the same community or company
together for individual growth experiences at the NTL laboxatory. However, shen this
small group returned home, even with mutual reinforcement, their large asccial systems
quickly brought pressures o bear that subverted their newly formed behavior patterns.
The final step hzs been to wmove the aducational experience from the laboratory to the
natural community or company setting. There intervention training is carried on in
the context of the ongoing social syatem, with intervention aimed at the entire social
gystem, and not just at fndividual members of the system.

Now the Community Mental Health Center movement was launched with a mandate to
coordinate and integrate mental health services that embrace features of the psycho-
therapy system, the mental hospital system, the social work system, and the educational-
training #ffdé// system, hence the use of the tern "comprehensive' center.

Such integration and coordiratéon cannot be achieved, however, withomt an em-
bracing conceptual apprcach. The so-called "team appreoach" does not guarantee inte-

gration, znd may wore often than mo{ only produce competition. Further, clinicians
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from each of the above four systems have usually had little experience in any of the
other systems save their own. And finally, most clinicians within each of these four
syastems has typically not moved to the social system orientation described above as
the end-product of each system's development. Therefore, it is not surprising that
the CMHC do nct present a ccherent conceptuzl system of operation that embraces the

social system characteristics of each of the above fouxr syscems.

This discussion is intended to briefly summarixe a comceptual model of CMHC as
an inatictution that is self-comsciously aware of its place in the community social
system, and deliberately deploys ite programs in texms of various levels of social
systen interaction. (Attneave, 1969; Averswald, :1968; Klein, 1968; Hoffman & Long, 1969;
Peck, 1968; Speck & Rueveni, 1969.)

Concepzual Models of CMHC and the Uz2 of Group Methods.

1f we analyze the conceptual philosophy of a CMHC along the continuum from the
traditionsl individualistic apprcach ¢o the socisl system zpproach we may observe that
use of different group methods will be contingent upon where the CMHC lies along the
continuum.

The CMHC operated along the most individualistic lines views mental illness as
primarily an intrapsychic process for which perscnality reconstruction is the m;jor
goal of tematment. In such CMHC we find the use of those group methods which are pri-

marily aimed at personality resturcture. These would primarily be intensive long term

outpatient groups. We do not find inpatieat progrems that systematically employ socio- 1

therapy, intake groups or supportive groups, or groups that aim at primatily strength-

ening family and social relationships.

A moxe mediating position would be thcse CMHC that conceive of mental dysfunction
in a broader context and seek to develop treatment programa that involve significant
others such &3 family a;id 'snc;;:‘ial relations. In these CMHC wef find programs aimed at
social rehabflitation and increased life effectiveness, Rere we find an emphasis on
inpatient socio-therapy, pre-care and after—care groups, intake groups, and various

types of family therapy and social retwork: therapy groups., In such CMHC there may be - ]

a wide variety of groups that aim at soccial rehabilitation at various stages of the
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social rehabilitation process, with perhape less 2mphamsis o even neglect of long term
intensive group psychotherapy.

At the end of the spectrum are those CMHC that view their task as addressing the
social processes of the community--the manuner by the mentaily 11l are defined, how
social deviants are funnelled to varicue ipnstitutions of the community, €he social and
cultural processes that are the aniage of devisgnee. Such CMHC may well employ group
methods that embracz laxger community groups, communify groups, natural groups in the
community, task groups, social action groups, and various types of groups for "normals"
that will motivate ard catslyzz2 people for community action. These latter types of
groups would be seen as social action groups. (Klein, 1968; Mays & Klein, 1964; Peck,
1968; Scheidiinger, 1968, 1969).

The majority of CMHC fall within the individualistic concept end of the continuum
as repregented in our survey. Thus it is not surprising that we £ind nost CMHC not
utilizing the broad range of gwoup methods that are available in our group methodology
armementarium, Interestingly, those (MEC that tead to lie at the end of the spectrum
that involves social system intervantion employ the most varied group methods that
range from intensive group psychotherepy tc community socisl asction groups.

These variations in philosophy are rsflected in the various reasons thh CMHC
1ist for their use or non-use of group methods in their programs. First, we shall
look at the advantages reported in the use of group methods in CMEC. These can be
listed in three categordéds: (1) pragmatic edvantages, (2) iudividual advantages, (3)
gystem advantages. These will be summarized with quotes in many instances.

‘Pragmatic Advantages

1. saves time because more paople can be tmeatad

2. it 18 a more effective and efficient use of staff time

3. 18 the method to use because of treatment demands, but not preferrable

&, you accomplish more par unit time
5. supplements individual thaerapy by giving a different point of view

6. 1is an effective interventfon wher there is marked aocial dysfunction

7. less expensive

8. anay access
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Individual Advantages

1. €forces a perscn o ses problems he doesa’t want ¢o face
2. a perscn is confronted with hic bshavicr and evaluation by hile peers

3. helps the introvartad and socisily vepressed

4, providsz an ago hoosg through heiping others and seeing thelr troubles
5. ephapces individual awarences of feelings, problems, and bilaees

6. opportunity to explers intezperscnal relations, cuprese feelings, and practice
modificaticns of hafmavior

Gasatdunit il Y
~ joy o o & 4, o

7. 42 move iusighi-oriented than indfvidual therapy.

Syatem Advantages

1. with an emphesis on curvent functioning it provides the ability to deal with
problems ss they occur, and makes mentdd health processes a living thing for
the totsl staff

2. garoup methode are basic o a trenZaent program which requires the maximum
of clarity of commmicstion batween staff, patients, and progran ainms

3. emphasis on current behevior confronts ome with the relationship between
behavior in treatment and day ¢o dey living processes

4. 1t ie peremount to see the patient and family in social context and involve
oursalves in working with families and institutfons that effect the patient's
1ife.

5. the use of group methode allows different astaff members to communicate more
effectively with each ¢ther and maintain coherence and congruence.

6. group experience increases the focus of trainees and mental health professiommls
on seeing patients in socio~cultural envircmment in which they live and fosters
understanding of how the individual transacts within his environment as well
as how he is influencad by it.

7. understanding group process haelps effect changa in the CMHC function and
structure

8. work with grvoups in crisis in the community helps to maintain and facilitate
comunication betwean the commuaity and CMHC

9. group methodz are necesaary to provide an affective mechanism for remaining

open to psople in the community and keeping in touch with the needs of the
e mmily

10. groups sre part of the function of a CMHC staff and the community, thus

effective function of a CMHC is dependent on effective group process at
multiple levels

11, group methods are the best methods of teaching socialization and breeking
dowa the barriers botween trestnsnt and resl life.

The length of the rasscans given does not indicate the relative emphasis given

to group methods by CHEC., Thus the wmost fraquent advantages listed for group mesthods




- 19 -

were primorily praguatic ones. Whereas the systematic advantages weve most infre-
quently listed. Interestingiy, those CMHC which listed pragmatic sdvamtages used the
fewast groups and used the least number of diffewent groups. On the other hand, thosze
CMEC ¢hat listed system adventages used the most groups snd used the most number of
different groupzz. This io 1lluetrated by some £igures from total patient sexvice
heunse hours-——-gaversl CMHG iiesting pragmatic advantages offered SX and 82 totel group
greatment, while one QMHC listimg system sdvantage offered 70Z of totsl treatment in
group sektings,

Turaing now to the disadventages of usimg group mathoda in CMHC we £ind that the
peasons listed often appear to be ideological ilssues, since regpondants rarely mentioned
clinical experiences that suggested disadvantages. Again the disadvantages wiil be
listed very much as reported:

1, shottage of qualified persounel who know how to conduct group treatment

2. selection is too hurried, leading toc pooxrly matched members

3. groups should be at least 6 months long a2nd need time to get set up

4. hard to form beceuse of the crisis~orientation of the CMIC

5. transiency of patients who don't stay in treatment

6. 4t inhibits individuality

7. it gives the impression of mass production

é. it is impersonal

9. 1ssues get lest in 3 group

It should be noted that a number of vespondents stressed that although they
favored group ethods, thay did not see group methods as a panacea, or that they were
selective in the type cf teeatment offered. This is noteworthy in that there was 2
tendency in some respondents to polarize attitudes towards the use of groups. Some
respondents occassionelly replied that groups ware an inferiof, inadequate, superficial,
or irrelevant mode of intezvention. On the other hand some other respondents were noti-
sasbly "ﬁro" group., Thus in tha communily mental health movement there 1s some continu- .
ation of sn earlier ideological coufiict of past decades which pitted {ndividual therapy

and group therapy as two opposing Adeological positions. Most CMHC howevar do not see
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2n ideolegical conflict batween 4f individual apd group oriented modalitles of intar—

- 9 oore
3

weantion., There move significant difference in the community mental health novemant may

be between thogz who view group msihods solely sz a neans of peychotherapy of ldenti-
Ficd patients and those whe view group methods ss a more axbracing means of therspentic

Anterveation.

Conaentual Issues Ralsted Co Implementalion of Croup Mathods

In regard to particuisy populatien considevation gevernl issues werae raised ir
£his survey. An importan: issue has to do with the use of group wethods In smalil
tovme sad im rural population aress. There were & vaylety of responses &8 fo the advan-
tagee ond dlssdvantages of group metheds im such settinge. However, there is no doubt
chat in these zural settings the conduct of gwoup therapy msy pose diffevent problems
thea in & large uchban arez.

Soma CMHC repozted difficulties in donducting groups in rural avess for geveral

&

vensons: l. pcople in & group ofcen kne

gsobh other, 2. pecple in a group were ze-

e

juctant to deal with each cther for fenr &f posaible becrayal of confldences Through
chaing of sequsintance, 3. emall patient intake volume making 1t diffieudt fo aceumgiane
& number of people for a group, 4. transporiation difficuliles making difficuit to
naintéin conslstent meetings.

On the other hend e numher of zTursel CHMEC repovted that anticipated diificuliies
in FERA2SsAdEA~ developing group metheds did not materielize, or that the imhevent
diFflcultics could ba successfully dealt with. Saveral (MFC reported their pleasaat
surprise o £ind how well group methods worked In vuwal aveas, some even takiang advan-

tage of ¢he fact that there were extra-group relatdomshipe that existed betwaen members.,

-~ - -

Othexr %uzél CMHC have made a practlce of purposély styucturing groups that conpriage
people in a eocial ngtwo§k~~mthus approximating the experiments in social network therspy
that hsve baen deliberately devised in some urban programs.

A gecond popuiatien issue that hae been debated is the use of groups with
populations comprised of the poor, ethnle minowities, and the soclo-economic disen—
franchised groups. Most CMHC did not report on this concern, although ssveral noted

that group methods were & tveatment of choice in such populations. Although there is

considerabie Yiteratura on difforances in techmiques and goals for paychotherspy of

FFectI e €5 SN Sa,
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the poor, etc. this has mostly dealt with ind{ividuel psychotherapy. One srea of
inquiry that seems indicated is the veriaticn f#in group methods and goals for varlous 1
socl-sconomic clasg, wacial and ethaic groups, &and work with warious types of pesople

clasgsed as goclal deviants. 1

Another issue thai appearsd is the question of ataff participaticn ia group treat-

ment metheds. Some CMHC define group methods as part of the province of all CMHR staff.

Other QMHC define group methods 2s an elective which a professional ¢if can use or not

uge according to personal preference. Stiil othexr CMHC tend to aseign certain types of

professionals as responsible for group metheds, while the rest of the professionals need

nct concern themselves. !

Turning now to the ten major sarvides of a CMHC some further issues may be examined
in regerd to each service.

On inpatient servidea there is wide varistion in the approaches used. Some QMIC
uge group methods as an adjunct to traditionzl individually oriented psychotherapy for
patient vesident on a ward. Other CMHC use groups as & means of intreducing patients
to the idaa of group therapy so that the patients will be ieceptive to outpatient follow~-
up group treatmest. Other CMHC see hospitalization as ar experiemce in group 1iving.
However, here there sre also marked variations in conceptual positiam. For exzmple,
accordiing to Maxwall Jones' model of milieu therapy the whole gamut of daily interaction
1z dealt with un patient-staff meatings. In contrasi Marshail Edelson would make a

sharp distinction between therapeutic issues and dailly work-task issues. One issue

raised by several obsarvers is that many inpatient group proguams are conducted with
little attention to the conceptual isasues involved. Fo> example, are small intensive
therapy groups appropriate in an intensive milicu program. Or to what degree and in what
way should staff and patients be deslt with as a2 social syasteme It has been obeesved
that most mental P4 health professionals receive little training in the types of social
system group methods of treatment, and some observers suggest that much of Inpatient
group treatment is inappropriately managed becausze the staff have little training or
orientation toward any other than traditional staff-patient ralations

In regard to outpatient services the major conceptual issues eeem to relate to
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the emphasis CMEC programs will place on maintenance and supportive types of group
methods or upog group nethods aimed as reetoration of sceial funszion and social
relatione. At this peint in time, the coneeptual balaace appears €O ije in thes use of
group metheds almed at peraonslity reconstruction and mach less emphasis on limited
goals, maintensnce and restoration gsoals. Implicit here of course is the question of
mental heaith priovities in a commwmity, the use of prefessicnal time, and the appro-
priateness of services to the needs of & community. It may well be that there will be
significenz variation in gosls and priorities in vdr#i4d variovs communities, and that %
group methods would vary accordingly. Thus a CMHC serving an asffluent stable subucb

might well di€fer markedly ia the demands made upon in from & CMHC szrving a ghetto

community. However, the differences in ohilosophy and methods of a CMHC program in ve-
Jation to the community servad is not frequently spelled out.

In regard to partial hospitalization services the issves are much the same as

with inpatient services, and has been moted previcusly.
In regard to diagnostic services and emergency services this iz an aresa with
both a paucity of literature and a paucity of reported experieances. Several CMHC re-~

ported interest in further exploring the use of groups for these services. In our con~

tacts, we have observed that these uses of groups are generally much less known in CMHC
programs. In & mumber of instances CMHC programs have begun to use groups for diagnos-
tic and emergency services when apprised of how groups might be used in this area.

In regard to community consultation and educatlon gervicee, this is an area where
the majority of CMHC veported a major jnvestment of group related sexvices. It is some-
what & contrast that most CMHC report a high per cent of their consultation and educa-

tion activities are group oriented, whereas most of the literature on community consui~

tation has baen written descridbing individual dynamics of consultation. Group consul-

tation i8 often suggested in the literature, but with few descriptions of techniques goals,

problems, etc. It is #H4 striking that although CMHC repoxt & high level of grcup consikl- j
tation and adication, they revort a very low level of training in this area. This is
consistent with some academic training programs in community comsultation which have

informed us that they focus on the methods of individual consultation but provide no

training in  group consultatfon, even though the latter may be the bulk of such CMHC
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igguas that have been Zilgsed. One cyucial igmue ig the difference between iraiuning i

group axperiences and tiwsapeutic group expesiences. 4 nusher of CMHC report diffi~-

cultdes that have arleen vwnause of confusicn betwesn training and therapy bothk for

R

their own staff and in work 'n the community. This iz compounded Ly the fact that
there 18 = curren: zapid proliferation of varicus group experience methods which has

resulted in a number of CMHC ™porting experimente with a variety of group experiences 3

without any consistent focus ox comtract-—-rather & pig-ins-poke problem. Several ob-
servers have suggested that more attention nezds to be given to slearly defining and §
4 -4 providing group training experienais for CMIC staff as well as structuring group methods
for maximizing staff work functioru, but cleerly differentiating betwsen them.

The same problem obtains in zigard to work in the community. Many CMHC and our g

observers have commented that a commin problem encounterad in the transliteration of

group treatment methods into work wit: other types of groups in the community. It has é

been noted that mental heelth profeasinals rarely have systematic training in anything

other than intensive small psychothersjy groups. However such methods appear inappro-

priate in the conduc t of many other tipez of group methode used in CMHC programs.

There appears to be a lack of any coherevt conceptual system widely known which will {

provide CMHC staff with a framework for uiing 2 variety of group techniques for a variety

of purposes. That is, the training of CMHC personnel in a broad array of group methods,
go that they are in a position to make gelictive use of group methods according to the
needs of a variety of groups.

The Social System Model of Intervention snd Eroup Psychotharapy

With the development of the social syz:em model approach to therapeutic inter-

vention in mind, we can now return to examine the use of a variety of group methods
in CMHC as they relate to group psychotherapy, per se,
I would 1ike to suggest that in terms of social system concepts, group psycho-

therapy as defined by the AGPA commission, representez one position of intervention (or
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a close cluster of positions) along a spectzun of interventions. In (his perspective
then, a variety of group methods, group goals, group members, andéd group leaders may
be employed im the sccial system zhat we term & comaunity meatal health program. Yow
close or distant a partlcular group sntervention 1z to the definition of group psycho-
therapy becomas irraisvant. Rether, the issues turn to thoge of asppropriate selection
of group merbers, techniques, gozls, and leaders; according to the point in the gocial
system one plans to intervena and to what purpose.

Several exauples may illustrate the above general priacifile. Along the cherapeutic
gpectrum, & diagnostic group may ba used in the initial asgessment of a presenting
patient; later the patient may be placed in an sctivity group on & ward; later placed in
an intensive gifé outpatienr peychotherapy group, and eventually participate in a gelf~-
help group in the community.

Along the education spsetrum, one may employ group dynamic principles in leading
educational meetings in the community, different methods in helping organize a community
action grcup, other group principles in conducting congultation with a group of care-
agents in the community.

Along the administrative spectrum, one may use group dynamics in therapeutic
administrative work wuch as conducting a therapeutic community, or deal with the dyna-
mics of a professional work team, oT ¢/ utilized group methods to investigate and conduct
consultation with a community crganization.

The unitary theme that Tuns throughout this analysis is that each individéal
1s part of an ever-e‘nlaxéing" geries of gocial systems. Intervention will be rade in
terms of the goais (therapeutic, educative, work~-task) and in terms of optimal point
of intervention (the individuval alone, or with one of the ievels of sociel system).

Group paychotherapy, in AGPA definition terms, 1s an intervention made in terms
of a specific goal (therapy), at @ specific level of intervention (individual), using
a mathod involving a specific social system (small group). Other group methods in a
community mental heslth program will vary closely or widely on each of these dimensions
from group paychotherapy.

1TI. IMPLICATION FOR CURRENT TRENDS AND FUTURE ISSUES IN THE AGPA'S DEVELOPMENT
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The #¢ resuits of this survay suggest that attentiocn be given to the féllowing
areas:

1. There is 2 need for a syztemgtic theory relating to the nse of groupe in CMAC.

2. Thzre i3 a
wozk For the

o]

ezd for a systematic conceptual scheme thet will provide a frame-
utilization of differcns types of groups approaches.

1]

3. Most mental health professionsis lack training in any other then intensive
group psychotherapy. Thexe is a uead for broader theozetical snd techniecsl
training in a gamut of group skills.

4. Most mental heslth professionais do not receive adequate trainimg in group
skills in their professionel schecla. There is need for such training.

5. There ia a need for clerification of what typee of mental health personnel
are needed to practice particular gToup methods.

6. There ig a nead to explore how the use of group methods and techniques may
be ralated to the population characteristics ¢f a community.

7. There is a nead to define what types of group growith and waiuntenance exper-
3snces should be provided for the staff of CMEC in termz of fostering rzo-
fessional maturity and competence, as well as, cppacity for effectise
group lesderghip.

8. ‘There is o need to give more consideration to group consuitationm and education
81(3.1 18 .

9.There is = need to develop clinical expeviments with dlagnostic and emergency
gToups.

10. There is a need to expiore how the use of group methods may b2 uged as a means
2 maximizing CMHC staff function spart from persoral aad interpersonal issues,
i.e. the development of work-tesk staff groups,

The most important impiication ¢f thls data and dfscussion may have for AGPA 1=

to suggeat the broadening scope of the mental heelth therapautic systems. The group

psychother2py movenent, and AGPA, grew otit of a larger socizl and therapeutic movement.
(Pattiscn, 1965) To focus exclusively on group psychotherapy, per the AGPA definition,
may unneceesarlly comstrict the comtributions, both theoretically and therapeutically,

which AGPA can meke to the therapeuiic £ieid, and most particuvlarly to the community

mental health field.

To spproach the issue in Teverse. A major function of AGFA may be to more clidearly |
define where group psychotherapy should be positioned in a spectrum of group intexr-
vention methods, and further, help to more clearly define how, when, where, and why

other group intervention may be appropriately used.

(32 0%

The second faplicaticn is the demecnstrated need for a broadened scope of trainiag, ]
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Training in group psychotherapy per se does not necessarily, and probably will not,
adequately equip the practitioner to analysze gocial systems and be able to selaect and
use appropriately a broad erwvay of group interventive technlques. The highly skilled
group expert of practitiorer may not use2 all group methods himself, howaver he should
be in a position to teach, supervise, and administrate a wide variety of group imter-
ventione in n commurity mental health progra:.

The third implication is the nezed fox skilled clinficians who can assume positions
of recponsibility for programming, teaching, and supervision, of group interveation
methods in community sental health programs. Despite the relatviely widespread accept-
ance and use of group psychotherapy, the broader concepts of group intervention have
yet to make a significant impact on community meatal health programming, the very
place where such ccncepts assume the highest theoretical and practical priority.

The fourth implication is the need for professional leadership, to establish
training guidelines, conceptual guidelines, andpractice #/ implementation guidelines.
The group psychotherapy movement has provided much of the groundwork for the develop-
ment of cormunity mental health concepts. It would appear that it would be logical and
consistent for th; AGPA to continue to exert creative growing leadership throughout
the whole area of group intervention thchniques, realizing that at the care lies the

foundations of group psychotherapy upon which extension of group methods can be built.
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