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Preface
to the
Second Edition

Since the final touches were put on the First Edition in 1996, significant
world developments have affected the social work profession and group
work. These developments touch all populations, those formerly at risk as
well as those who would not have been identified as at risk. Some of these
developments are gradual and the result of changes in the way society
does business, while others were sparked by specific and horrific events.
We have added chapters in this second edition to help readers address
these changes.

The internet is one of the gradual developments. The web and email
have become a powerful source of information and support, profoundly
changing the way that people throughout the world communicate. For
people in distress, chat rooms and on-line support groups abound. The
understanding of the social work role in mediating these groups is in its
beginning but rapidly developing, as is the social work role in on-line
counseling. A new chapter, by Andrea Meier, addresses many of the
thorny practice issues presented by internet users.

A second development is actually a continuation of a truly American
pattern—immigration. Almost one million immigrants enter the United
States legally every year. Many of these come from Pacific Rim nations
and face difficult assimilation issues. Shoshanna Ringel’s chapter de-
scribes ways in which social workers can help these new immigrants as
well as the family members that preceded them to become acculturated
to American society, while also being respectful of the culture in their
country of origin.

A third development speaks to communities. With federal funding
for Empowerment Zones in the mid-1990s, the importance of involving
impoverished communities in solving their own problems was fully em-
braced. Elizabeth A. Mulroy describes why group work with populations
at risk requires vigilance about community and organizational factors that
will help guide and shape the direction of social work practice.

When we speak of specific and horrific events that affect the profes-
sion and group work, we are referring to violence and hate crimes. The
shootings at Columbine High School and the September 11th attacks on
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the World Trade Center and the Pentagon are two of the most notable.
Other hate crimes that targeted specific individuals (for example, in
Laramie, Wyoming, and Jasper, Texas) also come to mind. While Colum-
bine and September 11th occurred for different reasons, the treatment of
choice for many of the survivors and the families of victims is the same—
group work. John Kayser’s chapter on group work with victims of school
and community violence is a needed addition to any group work textbook.
Joan Weiss’s chapter, which appeared in the first edition and is retitled
“Working with Victims of Hate Crimes,” is also of great importance at a
time when Americans are being targeted because of their nationality and
other identity characteristics.

We have also added a new chapter, a second one by Andrea Meier
writing with Edna Comer, on evidence-based practice. Practitioners are
increasingly being called upon to prove their interventions are effective.
This chapter explains how we can go about the important task of showing
that our group work makes a difference. While all of the original authors
were asked to address what evaluation measures they use in their prac-
tice, this chapter explains from a methodological point of view how to ap-
proach this key component of social work practice.

Finally, in addition to the five new chapters that appear here, and a
revised introductory chapter from Paul Ephross, the original authors
were asked to update their chapters as they saw fit with new literature and
new information about practice techniques. Three authors added co-
authors. Everyone has updated their national resources (and website ad-
dresses—which were absent from the First Edition).

While this is a skills book dedicated to helping practitioners address
a variety of populations, the acquisition of group theory should never be
given short shrift. Without a grounding in theory, we will not be in a good
position to help new client populations as they emerge and need our ser-
vice. We hope that students, faculty, and practitioners will continue to
find the text useful in helping those most at risk.

Baltimore, Maryland G.L.G.
PH.E.



Preface
to the
First Edition

The genesis of this book was our belief that beginning social workers need
concrete suggestions for managing and guiding their forays into group
work. Newcomers entering an agency, for example, are often asked to
start or take over a group that serves members of a particular population.
Where should the worker begin in trying to understand the group’s mem-
bers and their shared condition? Publications about work with the target
population may focus on individual needs, policy proposals, social action
agendas, or important findings from research. Literature on group work
with that population may be available periodically but is not always up-to-
date or easily accessible to the worker. It may also not be geared toward
guiding a novice through the beginning stages of helping.

Social work with groups has become an orphan in many departments
and schools over the last few decades, relegated to part of a practice
course or ignored altogether (Birnbaum & Auerbach, 1994). As fewer
schools taught group work as a separate subject, fewer group work spe-
cialists were developed and the supply of group work teachers, prepared
both academically and by practice experience with groups, declined
sharply. It is only recently, with the hard work of the Association for the
Advancement of Social Work with Groups and recognition by the Coun-
cil on Social Work Education of the necessity of strengthening education
in group work, that the trend toward marginalizing group work has been
reversed. The teaching and practice of social work with groups are again
starting to proliferate (as they did 50 years ago) both in undergraduate
and graduate social work curricula and in the field. This expansion stems
from the recognition that group work is often the method of choice to
meet the needs of the client and community; is financially viable, given
the increased pressure on resources, both organizational and third party;
and is often a wise use of the worker’s time. Group work can also help
meet deeply felt personal and social needs at a time when alienation, a
sense of disenfranchisement, and experiences of oppression and frag-
mentation characterize the lives of many people who seek help from so-
cial workers and others.

vii
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Learning group work methods in the broadest sense—including the
phases of group life, the demands of the worker in each phase, the uses
of authority, the opportunities and constraints of agency contexts, and the
value of limits, among others—is one important aspect of dealing with the
rising demand for groups. Another is learning how to work with the spe-
cific population from which group members are drawn. With the rapidly
changing nature of practice and its increasing focus on the particular
needs of specific populations (a reflection of American society), we be-
lieve that proficiency and specificity of skills are in great demand. People
seeking help are more likely to be wary consumers. They want to be un-
derstood as individuals and will seek help elsewhere if the worker does
not help them achieve their goals and reach the outcomes they seek.

The purpose of this book is to provide social workers with a practice-
oriented source that describes specific ways of working with a variety of
populations in groups. The focus is on populations at risk, those most
likely to need social work services in groups. The phrase at risk refers to
people who have experienced life-changing events; who are at crossroads
where prevention would be helpful in staving off undesirable conse-
quences; or who, through their own actions, may represent a risk to oth-
ers and themselves unless they are helped to change.

To achieve our goal, we approached practitioners who had extensive
experience either with populations that have frequently been served by
social workers in the past or with populations that we anticipate will need
many services in the near future. It is not only their experience that
makes these contributors experts; it is also their ability to see themselves
in a helping role with the sometimes stigmatized population they serve.
Each contributor was asked to write a chapter that would answer the fol-
lowing questions:

1. What does the professional literature say about this population?

2. What particular principles should guide a social worker beginning
to work with this population?

3. What common themes have you seen in working with groups com-
posed of members of this particular population?

4.  What are some of the methods that you have found successful and
that you recommend for working with this population?

5. What evaluation measures are being used to judge whether the
members are benefiting from their experiences in these groups?

6. Are there any national sources of information that can be tapped by
social workers for further information?

We were especially interested in the common themes that are raised
by the groups being served. Social workers often know how to recruit
members for groups, screen them, and start the first session. But once all
members have introduced themselves, the usual first step, the worker
may not know how to proceed. The contributors to this book offer that in-
formation by focusing on the areas of concern they have most frequently
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heard identified by group members. The worker is thus prepared to raise,
respond to, or reinforce issues related to potential topics or areas of con-
cern that are known to have been relevant to other such groups.

We begin with an introductory chapter that summarizes the generic
practice principles of social work with groups. Then, because it is impos-
sible for one book to encompass all of the populations at risk—our initial
survey listed almost 50—the book includes a chapter on each of the fol-
lowing populations: persons being treated for cancer, abused children,
parents in the urban public schools, seriously mentally ill people, children
of divorce, incarcerated offenders, grieving adults, parents being treated
for substance abuse, African-American youth who have had contact with
the legal system, gay men, lesbian women, substance-abusing teenagers,
men who have committed family violence, HIV-positive men, head-
injured people, men who have sexually abused children, noncustodial
parents, victims of hate crimes (a growing population), unemployed
workers, and workers connected to employee assistance programs. Be-
cause of the complexity of the work site, this last chapter presents an
overview of groups offered in that setting.

Some contributors have offered detailed explanations of step-by-
step programs that they offer. Others are more general in their approach.
We believe there is much to be learned from these experts and have left
their views and opinions in place, regardless of whether we agree with
their point of view. It is our hope that this text well be useful to social
workers in a variety of settings and that it will demystify what can be the
frightening experience of sitting in a group of strangers and not knowing
where to begin.

We would like to thank Renée Forbes for her secretarial assistance,
Gioia Stevens of Oxford University Press for her editorial support, and
Dean Jesse J. Harris for helping bring about an atmosphere at the School
of Social Work, University of Maryland at Baltimore, that makes writing
a pleasure. When the entire manuscript had been completed, we realized
that we had never decided the order in which the editors should be listed.
We flipped a coin to solve this problem. Would that all problems could be
solved so easily.

Baltimore, Maryland G.L.G.
May 1996 PH.E.

REFERENCE

Birnbaum, M., & Auerbach, C. (1994). Group work in graduate social work educa-
tion: The price of neglect. Journal of Social Work Education. 30(4), 325-334.



This page intentionally left blank



10.

Contents

Contributors, xv

Introduction: Social Work with Groups: Practice Principles, 1
Paul H. Ephross

PART I HEALTH ISSUES

Group Work with Cancer Patients, 15
Barry M. Daste and Steven R. Rose

Group Work with Seriously Mentally I1l People, 31
Charles Garvin

Group Work Services to People with AIDS During a
Changing Pandemic, 46
George S. Getzel

Group Work with Head-Injured People, 62
Susan T. Futeral

Group Work in the Prevention of Adolescent Alcohol and
Other Drug Abuse, 76
Andrew Malekoff

Common Themes for Parents in a Methadone
Maintenance Group, 94
Geoffrey L. Greif

PART II ADJUSTING TO CHANGE

Support Groups for Widows and Widowers, 109
Carolyn Ambler Walter

Group Work with Noncustodial Parents, 126
Geoffrey L. Greif

Group Work with Children of Divorce, 135
Sara Bonkowski

Group Work with Elderly Persons, 146
Susan Rice

xi



xii

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22,

23.

Contents

In-Person Counseling and Internet Self-Help Groups:
Synthesizing New Forms of Social Work Practice, 159
Andrea Meier

Group Work with Asian-American Immigrants:
A Cross-Cultural Perspective, 181
Shoshanna Ringel

PART III VIOLENCE: VICTIMS AND PERPETRATORS

Working with Victims of Hate Crimes, 197
Joan C. Weiss

Group Work with Women Who Have Experienced Abuse, 212
Margot Breton and Anna Nosko

Group Treatment of Intimate Partner Abusers, 226
Steven Stosny

Group Work with African-American Youth in the Criminal Justice
System: A Culturally Competent Model, 238
Aminifu R. Harvey

Group Work with Sex Offenders, 253
Paul H. Ephross

Group Work with Sexually Abused Children, 267
Sharon S. England and Kay Martel Connors

Group Work with Offenders, 287
Margaret M. Wright

PART IV GAY MEN AND LESBIAN ISSUES
Group Work with Gay Men, 309

Steven Ball and Benjamin Lipton

Group Work with Lesbians, 332
Bonnie |. Englehardt

PARTV SCHOOLS, THE WORKPLACE,
AND THE COMMUNITY

Group Work with Urban African-American Parents in Their
Neighborhood Schools, 349
Geoffrey L. Greif

Group Work with Victims of School and Community Violence, 361
John A. Kayser



Contents xiii

24. Group Work with Employee-Related Issues, 383
Muriel Gray and Melissa Littlefield

25. Group Work in Context: Organizational and Community Factors, 399
Elizabeth A. Mulroy

PART VI EVALUATING PRACTICE

26. Using Evidence-Based Practice and Intervention Research with
Treatment Groups for Populations at Risk, 413
Andrea Meier and Edna Comer

Index, 441



This page intentionally left blank



Contributors

STEVEN BALL, ACSW, is a private practitioner and adjunct faculty mem-
ber at Hunter College School of Social Work in New York.

Sara Bonkowskl, Ph.D., is a professor at George Williams College,
School of Social Work, Aurora University, Aurora, Illinois.

MARGOT BRETON, MSW, is a professor, Faculty of Social Work, Univer-
sity of Toronto.

EDNA COMER, Ph.D., is an assistant professor at the University of Con-
necticut, School of Social Work, Hartford, Connecticut.

KAY MARTEL CONNORS, LCSW-C, is director of the Care Clinic at the
Center for Families, University of Maryland, Baltimore.

BARRY M. DASTE, is a professor emeritus, School of Social Work, Loui-
siana State University in Baton Rouge.

SHARON S. ENGLAND, MSW, ].D., is a child advocate in Virginia who
represents children as a guardian ad litem.

BONNIE J. ENGLEHARDT, ACSW, LICSW, is a social group worker in pri-
vate practice in Needham, Massachusetts.

PauL H. Epnross, Ph.D., is a professor, School of Social Work, Univer-
sity of Maryland, Baltimore.

SusaN T. FUTERAL, Ph.D., is on the faculty of Towson State University
in sociology and is engaged in private practice and consulting.

CHARLES GARVIN, Ph.D., is a professor emeritus, School of Social Work,
University of Michigan.

GEORGE S. GETZEL, D.S.W,, is a professor emeritus, Hunter College
School of Social Work in New York.

MURIEL GRray, Ph.D., is an associate professor, School of Social Work,
University of Maryland, Baltimore.

GEOFFREY L. GREIF, D.S.W,, is associate dean and professor, School of
Social Work, University of Marlyand, Baltimore.

AMINIFU R. HARVEY, D.S.W., is an associate professor, School of Social
Work, University of Maryland, Baltimore.

XV



xvi Contributors

JouN A. Kavser, Ph.D., is an associate professor, Graduate School of
Social Work, University of Denver.

MELIssa LITTLEFIELD, Ph.D., is an assistant professor, School of Social
Work, University of Maryland, Baltimore.

BENJAMIN LipTON, CSW, is a private practitioner and adjunct professor
at New York University Ehrenkranz School of Social Work.

ANDREW MALEKOFF, MSW, CAC, is associate director of North Shore
Child and Family Guidance Center, Roslyn Heights, New York.

ANDREA MEIER, Ph.D., is a research assistant professor, University of
North Carolina at Chapel Hill, School of Social Work.

EL1ZABETH A. MULROY, Ph.D., is an associate professor, School of Social
Work, University of Maryland, Baltimore.

ANNA Nosko, MSW, is a social worker at Family Services Association of
Toronto.

SusaN RicE, DSW, is a professor, Department of Social Work, and di-
rector of the Peace Studies Certificate Program at California State University
at Long Beach.

SHOSHANNA RINGEL, Ph.D., is an assistant professor, School of Social
Work, University of Maryland, Baltimore.

STEVEN R. ROSE, Ph.D., is a professor, School of Social Work, Louisiana
State University in Baton Rouge.

STEVEN STOsNY, Ph.D., is director of CompassionPower, Silver Spring,
Maryland.

Joan C. WEIss, MSW, is executive director of the Justice Research and
Statistics Association, Washington, DC.

CAROLYN AMBLER WALTER, Ph.D., is professor and director of the bac-
calaureate social work program, Center for Social Work Education, Widener
University in Pennsylvania.

MARGARET M. WricHT, Ph.D., is an assistant professor, School of Social
Work and Family Studies, University of British Columbia.



Group Work with
Populations at Risk



This page intentionally left blank



Introduction

Social Work with Groups:
Practice Principles

PAUL H. EPHROSS

This book is about the practice of group work with a wide variety of peo-
ple who are at risk. The populations are defined by a particular physical
or psychological condition, a social identity, an unmet need for a service
or form of help, a condition that caused them to be stigmatized or dis-
criminated against by society or social institutions, or by a challenge that
arises from their stage of life or personal history. Many are affected by
more than one of these factors. What unites the people described in the
following chapters is that they share two characteristics. They are at risk
for continued, intensified harm, pain, dysfunction, or unmet need. They
can also benefit from participating in a group experience through which
they can gain skills, understanding, and emotional learnings that can re-
duce their level of vulnerability.

Each chapter author was asked to note ways in which the particular
need of his or her population may necessitate modifications or adapta-
tions of traditional or mainstream social work practice in groups. This in-
struction, and the chapter authors’ responses, suggest that there is a body
of knowledge and skills, supported by a cluster of perceptions and atti-
tudes, undergirded by a set of values and commitments about the nature
of human beings and society, that constitute mainstream group work.
Each chapter assumes that the reader understands the bases of group
work and uses those bases as a starting point. The purpose of this chapter
is to provide an introduction to concepts that are generic to social group
work, including the nature of group experience, values, perceptions, pur-
poses and goals, and methods.



2 Introduction

Deﬁning group is not a simple matter.

The word group has met with difficulties of definition, both in the
social sciences and in social work literature. In one sense, it is defined by
size; i.e., the “small group” or such large units as legislative committees or
assemblies. In a second sense, group is linked to collectivity. In still an-
other sense, group is tied to the term social, thereby contrasting the
group with individuals. Yet all writers suggest that groups, organizations,
and collectivities consist of individuals. (Falck, 1988, p. 3)

THE NATURE OF GROUP EXPERIENCE

Human beings are born into groups, and their lives may be viewed as ex-
periences in group memberships. As Falck has noted:

Every person is a member. A member is a human being characterized
by body, personality, sociality, and the ability to comprehend human ex-
perience. Every member is an element in the community of men and
women. . . .

He proceeds to characterize a member as a “social being in con-
tinuous interaction with others who are both seen and unseen . . .
and . . . a psychological being capable of private experience.” Falck
drew several inferences from the “fact that in speaking of a member one
implicitly speaks of others, who are also members.”

The term member refers to a person who is:

1. A physical being bounded by semipermeable membranes and cavi-

ties;
2. A social being in continuous interaction with others who are both
seen an unseen . . . and

3. A psychological being capable of private experience.

The fact that in speaking of member one implicitly speaks of others, who
are also members, leads to the following inferences:

1. A members actions are socially derived and contributory;

2. The identity of each member is bound up with that of others
through social involvement;

3. A member is a person whose difference from others creates ten-
sions that lead to growth, group cohesion, and group conflict; and

4. Human freedom is defined by simultaneous concern for oneself
and others . . . (1988, p. 30).

Membership, in this view, is such an essential aspect of humanness that
the one is virtually indistinguishable from the other. It is little wonder,
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then, that groups have been described as microcosms (Ephross & Vassil,
2004), participation in which can lead toward group healing, expanded
and enhanced social functioning, learning, the expression of democratic
citizenship, the practice of self-determination, mutual aid, mutual sup-
port, and progress toward achieving social justice.

What can be mobilized in a group that can give group experiences
for change the power to affect the group’s members? Northen and Kur-
land (2001, pp. 25-27) list 10 that they label dynamic forces for change:
mutual support, cohesiveness, quality of relationships, universality, a
sense of hope, altruism, acquisition of knowledge and skills, catharsis, re-
ality testing, and group control. They proceed to make some important
observations about these forces:

Findings from research generally support the importance of these
forces in positively influencing the members’ group experience. Find-
ings also suggest that some factors are more important than others for
different types of groups and even for different members of the same
group. . . . Furthermore, these dynamic forces need to be viewed as
potential benefits; they are not present automatically in groups but need
to be fostered by the practitioner (2001, pp. 26-27)

In this view, though groups are naturally occurring phenomena, the ben-
efits of participation ought not be taken for granted but rather need to be
nurtured by the social worker/practitioner.

Other writers may name the influential aspects of group life differ-
ently, but they agree both on the power of group experience and gener-
ally on the aspects that generate groups’ power to affect members. For
example, one list highlights nine mutual-aid processes as follows: “shar-
ing data, the dialectical process, entering taboo areas, the ‘all-in-the-
same-boat” phenomenon, mutual support, mutual demand, individual
problem-solving, rehearsal, and the strength-in-numbers phenomenon”
(Gitterman & Shulman, 1994, p. 14).

Focusing on “the group as an entity,” Garvin developed a classifica-
tion of the dimensions of group process. . . . [Tlhese dimensions are
the (1) goal oriented activities of the group, and the (2) quality of the in-
teractions among the members. This list includes goal determination,
goal pursuit, the development of values and norms, role differentiation,
communication-interaction, conflict resolution and behavior control,
changes in emotions, group culture, group resources, extragroup transac-
tions, group boundaries, and group climate (Garvin, 1987, pp. 113-121).

Henry first notes conflict between those who prefer analytic and or-
ganic approaches, respectively, to the question of what goes on in a group.
She bases her answers on those identified by many early group work writ-
ers. She identifies as important criteria aspects of group life, including
group composition and criteria for membership; some level of consensus
on group goals; the external structure, which consists of time, space, and
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size; time, or the time framework within which the group meets; internal
structure; cohesion, communication and decision-making; norms, values,
and group culture; and group control and influence (1992, pp. 2-16).

GROUP WORK: VALUES AND PERCEPTIONS

Group work is part of social work. As such, it shares many values and per-
ceptions with the entire social work profession.

Northen and Kurland view social work as based on two fundamental
values. They are “a conviction that each person has inherent worth and
dignity” and “a conviction that people should have responsibility for each
other”; the latter, they characterize as “the democratic spirit in action”
(2001, p. 16).

On the other hand, it has been pointed out with both truth and wit
that contemporary group work stems from a symbolic total of no fewer
than three parents (Weiner, 1964). One understands well the permuta-
tions and distortions of identity that can arise from interacting with only
one or two parents. Imagine those that can arise from interacting with
three! The “three parents” referred to are recreation, informal education,
and social work. Each has left an inheritance of great value to group work.

From its recreational sources, group work has acquired an under-
standing of and a respect for the power of participation in activity, only
one form of which is talking. Unlike other methods, which assume that
talking is the highest form of interaction, group work understands that
doing in interaction with others can have wonderful outcomes for indi-
vidual group members, for groups, and for the society of which the group
is part.

Related to this is both a positive valuation and a perception that it is
important for people to do, to act, to interact with their environments.
Group work has never even seriously considered a view of humans as only
passive recipients of external influences. In group work, empowering
group members to speak, to express opinions, to interact, to decide, and
to act on their external environments are seen as essential purposes, al-
ways depending, of course, on the capacities of the group members.
While assessment—especially self-assessment—is an important part of
groups” lives, social work with groups emphasizes the assessment of
strengths in addition to, indeed sometimes instead of, the assessment
of weaknesses.

Partly for this reason, clinical diagnoses tend not to be seen as help-
ful by many group work practitioners. A great deal of practice experience
teaches that categorical diagnoses are often inaccurate predictors of how
people can and will act in groups. Also, although individual “intake” inter-
views are recommended by many of the authors in this book, some skep-
ticism about the yield of such interviews may be warranted, primarily be-
cause individual interviews do not always predict behavior in a group.
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From its early years, group work has valued differences, whether of
race, class, sex, ethnicity, citizenship status, religious identity, age, or dis-
ability. Much group work took place in agencies and organizational set-
tings identified with minority communities and/or with economically de-
prived and sometimes societally oppressed communities. Contemporary
statements of perspective can be found, for example, in Toseland and
Rivas (1998, pp. 131-135) and in Northen and Kurland (2001, pp. 221
237). Among the traditional sources of group work theory and practice,
one of the most influential theorists of group dynamics was himself a
refugee from totalitarian oppression, and was therefore keenly aware of
the potential for bigotry and intergroup violence (Lewin, 1948). A similar
perspective can be found in the influential writings of Gisela Konopka
(e.g., 1983). An awareness both of women’s needs and of various aspects
of ethnicity can be found in early writings from the settlement-house field
(e.g., Addams, 1909).

As is true of other methods and fields of social work, group workers
sometimes work with people with whom they quickly come to feel em-
pathy. Sometimes one feels admiration for group members who struggle
with handicaps, who are the victims of injustice, or who face difficult
processes of rehabilitation. By contrast, with other populations, it may be
difficult or even painful for a worker to attempt to relate helpfully to
group members whose past or present behavior is personally abhorrent,
or is a reminder of painful experiences in the worker’s own life, or violates
deeply held personal convictions of the worker. Supervisors, peers, and
consultants may all be helpful in dealing with one’s feelings about work-
ing with such groups.

In the extreme case, it may be impossible for a particular worker at
a particular stage of life to work effectively with a particular population.
The pain involved may be too great and the blocks to working with a
group within the framework of “empathy, genuineness and warmth”
(Garvin, 1987, p. 87) or “humanistic values and democratic norms”
(Glassman & Kates, 1990, pp. 21-22) too intense. For example, a worker
who has recently lost a family member to cancer may not be able, at this
time, to work with a group of cancer patients or their relatives. Recog-
nizing such a limitation is a sign of maturity and ethical decision making
on the part of the worker and agency, not of incompetence or weakness.

Experience teaches that such situations are rare. Social workers
often establish helping, empathic, genuine, and warm relationships with
groups whose members have committed deeply antisocial acts. This cer-
tainly does not mean that workers approve of these acts. It means that, in
groups, members” humanity tends to have more impact on group work-
ers than their past or even present misdeeds and pathologies. The princi-
ple of unconditional positive regard for the worth of each person, at the
same time that one disapproves of specific behaviors—sometimes stated
in a religious context as “loving the sinner even when one hates the sin”—
is an important component of group work. So, in a strengths perspective,
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one builds upon what group members can do and learn to do, rather than
upon their limitation and disabilities.

GROUP WORK: PURPOSES AND GOALS

At one level, the purposes of group work are those of the social work pro-
fession, given the particular perspectives just sketched, providing the best
possible services to clients in order to achieve the three purposes of so-
cial work: prevention of dysfunction, provision of resources for enhanced
social functioning, and rehabilitation. At a suitably high level of abstrac-
tion, it is difficult to argue with these purposes. However, at a higher level
of specificity, we have found it useful to take into account the typology of
agency purposes and the emphasis on the importance of organizational
factors introduced by Garvin (1997).

While emphasizing that no agency can be considered to have only
one purpose, this typology views the major categories of purpose as being
socialization and resocialization. Each category contains two subpur-
poses: identity development and skill attainment in the case of socializa-
tion, and social control and rehabilitation in the case of resocialization. By
emphasizing the importance of agency processes and structure to what
happens with groups within that agency, Garvin’s discussion, which is
based on those of several organizational theorists, provides a useful per-
spective for the group work practitioner.

Many health care and social agencies seek to sponsor group work
programs but are less receptive to the idea that their organizational struc-
ture, their emotional climate, how they are perceived by the community,
their policies, or even their physical facilities operate in ways that can un-
dercut or oppose the thrusts and objectives of the program. For this rea-
son, conducting a group work program within an organizational context
requires a group worker to have a broad vision: one that encompasses the
organizational sponsor as well as the members of the groups within the
broader context of client systems. In keeping with the general principle
that group work always involves work with the group and work with the
environment, the worker has an ongoing responsibility to address, and
sometimes to help the group address, organizational factors such as those
mentioned that can interfere with the accomplishment of the group’s

purposes.

GROUP WORK METHOD: AN OVERVIEW

Alissi (1982) has defined what he referred to as a “reaffirmation of essen-
tials” regarding group work method. It remains a useful platform from
which to look at group work methods. He identified relationships, con-
tracts, and programming as essential elements and as elements that dis-
tinguish social work with groups from other group methods.
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By relationships, Alissi meant those that are authentic, that involve
an atmosphere in which “genuine feelings can be expressed and shared
and by which members can be encouraged to relate in similar ways within
as well as beyond the group. . . . The fundamental question to be asked
throughout the process is what kinds of relationship are best suited for
what kind of ends?” (1982, p. 13).

The worker’s relationship with group members and with the group
as a whole needs to be simultaneously conscious and spontaneous, a con-
siderable challenge. The principle of conscious use of self—knowing
what one is doing and why one is doing it—is basic. The countervailing
principle of being oneself, of being spontaneous, of expressing feelings in
a warm and accepting way, may seem like a contradiction. In this writer’s
view, the bridging concept is one of focusing on whose needs are being
met primarily. The relationship between worker and group needs to be a
disciplined and focused one, and, of course, a nonexploitive one that
helps provide an atmosphere of safety, both physical and emotional,
within the group.

That exploitation and boundary violations are less often problems in
group work than in the one-to-one situation is due to the greater avail-
ability of support for group members from each other. This in no way re-
lieves the worker from observing the boundaries set by ethics, by pre-
vailing social standards, and by the sensitivities of the members of a
particular group or community.

Alissi’s second aspect of method is that of contracts, or “working
agreements” between worker and group. “Unless members are involved
in clarifying and setting their own personal and common group goals,
they cannot be expected to be active participants in their own behalf”
(1982, p. 13). There is an egalitarian flavor—a sense of worker and mem-
bers working together to accomplish a common goal that is overt and un-
derstood—that distinguishes social work with groups from other thera-
peutic methods. Naturally, the capacity of group members to understand
the common goals often sets significant limitations on this part of group
work method.

The third aspect, programming, refers to the point made above,
about the ability of activities of various kinds, levels of intensity and skills,
and activity media to influence both interpersonal and intrapsychic
processes within a group. With many of the populations discussed in this
book, verbal discussion is not the only medium of communication, and it
is often far from the best.

GROUP WORK: SPECIFIC TECHNIQUES

Many of the specific techniques and skills of group work practice are dis-
cussed in the chapters of this book as they relate to the population under
discussion. As is often the case, terminology can pose a problem. What
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one author calls techniques, another calls skills, technologies, worker be-
haviors, or interventions. Despite the popularity of the last term, we think
it is limited as a description of what social workers do in groups. Some-
how intervention connotes entering group process from the outside and
therefore portrays the worker as external to the group, at least most of the
time. We think that the social worker is best understood as a person who
is a member of the group, although a member with a difference: one with
a specialized, disciplined, professionally and ethically bounded role. This
role is defined in part by the structure and purpose of the sponsoring or-
ganization, in part by the personality and style of the worker, and in large
part by the needs and developmental stage of group and members.

Many writers have attempted to list techniques. It is often useful to
review these lists, both to free one’s creativity and to remind oneself of the
great range of possibilities open to a worker in a group. Among the useful
lists of techniques are those developed by Balgopal and Vassil (1983),
Garvin (1987), Northen and Kurland (2001), Glassman and Kates (1990),
Brown (1991), Middleman and Goldberg Wood (1991), Bertcher (1994),
and Toseland and Rivas (2004). Although Ephross and Vassil’s list (2004)
was originally intended for use with working groups, its contents are suit-
able for work with many other kinds of groups as well. Shulman’s book on
skills of helping (1999) contains a great deal of discussion of techniques.

Brown’s list of 11 specific techniques may be particularly useful to
beginning workers. Clearly referring primarily to verbal group processes,
his typology is organized under three major headings:

Information Sharing

Giving information, advice, or suggestion; directing;

2. Seeking information or reactions about (a) individual, group, or sig-
nificant others, or (b) agency policies and procedures.

—

Support and Involvement

Accepting and reassuring, showing interest;

Encouraging the expression of ideas and feelings;

3. Involving the individuals or group in activity or discussion.

o=

Self-Awareness and Task Accomplishment
1. Exploring with the individual or group the meaning of individual or
group behavior, as well as life experiences;
Reflecting on individual or group behavior;
Reframing an issue or problem;
Partializing and prioritizing an issue or problem;
Clarifying or interpreting individual or group behavior, as well as
life experiences;
Confronting an individual or the group. (Brown, 1991, p. 113)

Gl G0
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Each of these techniques, of course, can be further subdivided and
needs to be adapted to work with particular groups at particular stages of
development in particular settings.
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What may be useful to add to the various lists are some techniques
and principles of practice that are so basic that they are often overlooked.
The first is the ability to keep still, sometimes referred to as the ability not
to interfere with group process and group development. The problem
here is not just that social workers in general and group workers in par-
ticular tend to be verbal people, but rather a more serious, more or less
conscious misunderstanding of the purposes of helping to form a group.
The issue is the locus of the helping dynamic. Contrary to the (more or
less conscious) fantasies of beginning group workers, help in groups
comes from the group, not just from the worker. For the group to develop
and to provide members with the support, learning, growth, and healing
referred to earlier in the chapter and throughout this book, the group
needs “air time,” room for members to talk and act, and silences that can
represent reflective pause for groups or can stimulate participation by
members.

Of course, workers need to be more active at the beginning of
groups, with groups whose members have limited capacities, and in par-
ticular situations. After a while, though, we offer the following rough es-
timate: if the social worker is occupying more than 20 percent of the
group’s talking time—and with some groups even this proportion is
high—the situation needs analysis and reflection. This figure, not to be
taken too literally, is meant to apply over a period of time. But the tech-
nique of not responding verbally, which is really an expression of a par-
ticipative and group nurturing skill, is an important one.

A second technique is that of summarizing and bridging. Often akin
to the technique of framing and reframing, noted by other writers, sum-
marizing consists of sharing an assessment of what the group has done and
the point it has reached, while bridging consists of suggesting the work
that lies ahead and assigning it a time frame. Nothing sounds simpler or
demands greater concentration from the social worker. Because of the
possibility that one may summarize inaccurately, social workers often will
“ask” a summary rather than “tell” it, inviting correction and the expres-
sion of different views. Some experienced group workers refer to the sum-
marizing-and-bridging process as serving as a road map for the group,
helping its members see where it has arrived and where it has to go.

A third important technique is the use of limits. In group life, as for
individuals, the absence of limits equals madness. Skill in the use of lim-
its is, in part, the willingness of social workers to accept and feel com-
fortable with the authority they often have in groups. But skill in the use
of limits means much more than comfort with the realities of administra-
tive (and sometimes legal) authority as an internal process within the
workers. Its other components include an ability to form clear and easily
understood contracts with groups and an ability to help the group focus
on why they exist and what they are about. Effective limits are those that
have been internalized by group members and those that are defined by
the reality of the group’s situation, rather than merely those imposed by
the social worker or agency, seemingly for arbitrary or irrelevant reasons.
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Skilled group workers employ a range of approaches to developing
consensual limits. Some people, situations, and matches between work-
ers and groups seem to minimize conflicts about limits; others seem to in-
tensify them. Also, one needs to recognize that there may be situations—
as in a group in which attendance is legally mandated, for example—in
which simply stating and enforcing a rule is the path to effective limits.
One principle to keep in mind is that, for most members, most groups,
and most sponsoring organizations, groups are transitory realities. The
goal is for members to gain from their group participation knowledge and
growth that they can take with them into the other areas of their lives and
into future memberships, not merely to become the “best” possible mem-
bers of the groups in which they participate with professional social work
leadership.

Considerations of space limit us to a brief reference to the develop-
ment of practice theory linked especially to the concept of the stages of
group development (Garland et al., 1965, among others). One of the most
useful developments is the connection that can be drawn between stage
theory and specific worker roles and behaviors in the group. Particularly,
one should note that often the worker needs to be considerably more ac-
tive in the beginning stages of a group than later, when the group has de-
veloped some momentum (and some norms and structure) of its own.
Schiller (1995) has raised the probability that many groups composed of
women go through these steps of group development in a different order
than had been described in men or mixed groups.

Let us turn now to some specific considerations about the behavior
of the worker. First, the reader should note the use of the singular. In our
view, the basis for professional helping in groups is one worker, one
group. This is not to imply that there is no place for co-leadership. In an
era of concern about resources, for one thing, and given the nature of
group work, for another, there needs to be a positive reason for having
more than one worker in a group. Several good reasons come quickly to
mind. They include:

1. Physical safety. In a group that contains people with a tendency to
act out, there may need to be two workers, one of whom can go for
help or leave the group with a disruptive member, and the other
worker.

2. Situations in which the co-leader is really a trainee. It is often very
helpful for a student or an inexperienced worker to co-lead with a
senior colleague. At other times, however, students and beginning
workers can do very well in a solo worker situation.

3. Groups in which it is important to model differences, whether
sexual, racial, ethnic or any other kind. A male-female team may
be effective in working with a group of heterosexual couples, for
example.

Other situations that justify co-leadership can be described. In the
absence of a positive reason, however, solo leadership is much less ex-
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pensive and causes fewer logistical problems. Of equal importance is the
fact that co-leadership can provide a fertile ground for various interper-
sonal processes that can impede group progress. These can be minimized
in a solo worker format. Co-leadership requires planned communication
between the workers (Weiss, 1988).

The basic reason for doing group work is the power of the group, not
the worker. As long as one can keep this point clearly in mind and recog-
nize that the worker in a group is the orchestra’s conductor, not its con-
cert master or principal bassist, the use of a solo worker will make greater
sense in the absence of a positive reason for having more than one worker.

Various texts are available that supplement the brief overview given
in this chapter. Many are listed in the references at the end of this chap-
ter. All agree that no specific technique equals in importance the com-
mitment of a group worker to enabling a group to form, allowing it to op-
erate, and joining with the members in celebrating the individual and
group growth which is the raison d’étre of group work.
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Chapter 1

Group Work with
Cancer Patients

BARRY M. DASTE anD STEVEN R. ROSE

Cancer is a disease with psychological, physiological, and social conse-
quences for the patients, as well as for their families and friends. The dis-
ease can and does strike regardless of sex, socioeconomic background,
race, age, or other demographic factors. The American Cancer Society
estimated that 1,284,900 new cases of cancer would be diagnosed in the
USA for the year 2002 (Jemal et al., 2002, p. 23).

Cancer is a pervasive illness that affects three out of four families
and one out of three individuals in the United States (Taylor et al., 1986).
Although the treatment of cancer has become more successful in recent
years, the emotional impact on individuals and their families is great
(Evans et al., 1992, p. 229). A cancer diagnosis is considered to be one of
the most feared and serious events of an individual’s life. It produces sig-
nificant stress on all individuals involved (Daste, 1990).

Before diagnosis, the individual normally experiences general illness
that progresses to the point where malignancy is suspected. Following
this period of illness, the individual is subjected to numerous physiologi-
cal tests that determine whether cancer is present. Testing leads to diag-
nosis. The stages that follow diagnosis include surgery and/or treatment,
through such means as chemotherapy or radiotherapy, evaluation of the
patient’s prognosis, and medical follow-up (Gilbar, 1991, p. 293). During
each of the progressive stages of cancer detection, diagnosis, and treat-
ment, cancer patients face a number of questions about their own vul-
nerability to the disease.

The specific issue patients face include a sense of threat to their
lives, their wholeness of body, sense of self-perception, mental balance,
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and social functioning (Gilbar, 1991, p. 293). Patients are often con-
cerned about the implications of the disease for their future quality of life
and for relationships with family members and friends. In addition, they
normally experience a wide spectrum of emotions, including anger, fear,
sadness, guilt, embarrassment, and shame. Young adults may struggle
with anxiety about their physical well being, fertility, and raising children
(Roberts et al., 1997).

The cancer patient often expresses anger at his or her fate. Anger is
also frequently directed at the medical staff, who first inform the patient
of the disease or treat the patient over the course of the illness, and at
family members who may attempt to protect, coddle, or treat the patient
differently than before the diagnosis.

Sadness and depression are common emotions of cancer patients
and may arise from many different sources. Resignation about uncom-
pleted tasks or goals may be a cause of sadness for the patient, as well
as fear and isolation often resulting from the disease itself. Physical
losses associated with specific types of cancer, such as breast, colon, or la-
ryngeal cancer, may promote a feeling of depression. Often the cancer
patient is unable to discuss fears and emotions with family members,
which may serve to increase the sense of isolation. A number of studies
have reported that both self-help and therapy groups designed to treat
cancer patients allow them to express fears, in particular the fear of
death; such expression has numerous positive effects on the patient’s
sense of well-being and self-esteem (Ferlic et al., 1978; Spiegel & Yalom,
1978).

If a patient must undergo radical surgical or treatment procedures
that leave visible scars or signs of the disease, he or she may be suscepti-
ble to feelings of embarrassment or shame. The appliances such as those
used with colostomy patients, for example, often have side effects such as
odor, which can cause the patient great embarrassment (Gilbar & Grois-
man, 1992). Other results of the cancer treatment, such as mastectomy or
prostate removal, can cause patients to feel less sexually attractive and de-
sirable to their spouses or lovers (Arrington, 2000; Gilbar, 1991).

The changes in bodily function resulting from such procedures also
require some adjustment for the patient, as well as for family members
and friends. These changes may create major inconvenience in terms of
planning for simple day-to-day activities, as well as limiting access to ac-
tivities in which the person previously participated.

In dealing with the issues and emotions inherent in the diagnosis of
cancer, family members and friends of the patient can serve as important
sources of support (Palmer et al., 2000). Studies have documented the
need for social support both as a means of preventing disease and as a fac-
tor in recovery from illness (Taylor et al., 1986).

In some cases, however, family members or friends often become
overwhelmed with the patient’s crisis and withdraw to protect themselves
and deal with their own emotional issues (Daste, 1989). In cases where
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the supporter and the patient may have had previous relationship diffi-
culties, the supporter may make attempts to rectify the situation for his
or her own benefit without considering the needs or wishes of the patient.
For example, a spouse who may have been ready to leave a failed mar-
riage may decide to remain in it ostensibly to protect the patient, but in
reality to avoid the prospect of facing immense personal guilt. In other
situations, family members may attempt to support the patient but may
actually contribute to the patient’s emotional distress (Daste, 1990). This
occurs, for example, when supporters of the patient attempt to treat the
patient in the ways they themselves would want to be treated in similar
circumstances while ignoring the requests or desires of the patient to be
treated as he or she wishes.

There are many issues involving family relationships when cancer
develops. Both juvenile and adult cancer patients often do not express
fear and sadness with family members because of their desire to protect
the family system (Daste, 1990; Price, 1992). Siblings of juvenile cancer
patients often experience negative emotions and are not likely to express
these emotions to family members (Evans et al., 1992). Kaufman and his
colleagues (1992) report that cancer diagnoses in children may exacer-
bate existing problems in dysfunctional families, and the resulting stress
can increase the child’s illness.

Support or self-help groups designed to address the specific needs
of cancer patients and/or their families allow the patient to receive sup-
port and express emotions in a nonjudgmental and safe environment.
These groups can provide education about the disease and about meth-
ods or techniques the patient can employ to alleviate anxiety, stress, and
depression (Forester et al., 1993; Montazeri et al., 2001; Vugia, 1991).
Techniques such as visual imagery, self hypnotic therapy, deep muscle re-
laxation, and systematic desensitization can also help to counteract the
side effects of treatment methods like chemotherapy (Forester et al.,
1993; Harmon, 1991).

Researchers have concluded that groups that provide intensive
group coping skills, such as those discussed above, are far more effective
than traditional supportive group therapy (Telch & Telch, 1986). Lieber-
mann (1988) had reported that although client-led self-help groups have
not been proved to be an effective means of treatment because research
concerning them has not been available, they do appear to have “mean-
ingful roles in helping individuals with psychosocial problems” (p. 168).
Other authors maintain that self-help groups are now quite prevalent
(Gray & Fitch, 2001).

While much information is available about different types of cancer-
focused treatment groups, studies continue to be performed in an at-
tempt to substantiate the effectiveness of one group treatment method
over another. Telch and Telch (1986) report that supportive group ther-
apy is the most widely used and most intensively studied form of treat-
ment. Other researchers indicate that while a group may be designed pri-
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marily to provide education, psychological intervention is typically
needed by group members.

PRACTICE PRINCIPLES

The practice principles that apply to group work with cancer patients are
similar to those that apply to group work in general. The variety of issues
cancer patients typically face, however, may be quite different from those
of other populations and should be kept in mind when composing and fa-
cilitating groups. One issue that could have an impact on a treatment
group is the treatment status of each group member. Patients who are re-
ceiving chemotherapy or radiation therapy are likely to experience such
side effects as nausea, pain, or extreme fatigue. These patients may not
be able to attend the group regularly during this phase of their treatment
or may be disoriented and distracted if they do attend. Contracting with
members of these groups requires a lot of flexibility, and contracts should
always be tailored to each member. Due to the nature of cancer and the
effects it can have on attendance and participation, social workers must
be understanding and accepting when members cannot attend or partic-
ipate. It is also important, however, for the social worker to continually
encourage members to attend and participate when they are able to do
so. Termination of these groups is often a flexible issue. Again, due to the
nature of cancer, people cannot often predict with accuracy when they
can continue to attend. Some groups formed specifically for terminally ill
cancer patients are open groups and continue to function after the deaths
of individual members.

Other factors that are important to group work with cancer patients
include stage of the disease, type of cancer, amount of physical distress,
age, level and quality of support from family and friends, religious affilia-
tion, probability of psychiatric problems related to cancer, terminal ver-
sus non-terminal status, size of the group, and training of the leaders
(Daste, 1990).

STAGE OF THE DISEASE

The stage of a patient’s disease is important for a number of reasons.
First, the issues faced by patients whose cancer is in remission are dra-
matically different from those of patients who are terminally ill. Patients
whose cancer is in remission may be primarily concerned with recurrence
of the disease, while patients who are terminally ill are often more con-
cerned about their death, the process of dying, and the implications these
events have for their family and friends. Understandably, patients who
are dying may feel envious or may even resent those whose prognosis is
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more hopeful. Simonton and Sherman (2000) have developed a treat-
ment model that addresses various stages of the disease.

DIFFERENCES AMONG AFFECTED GROUPS

Cancer, while having similar implications for all patients, strikes a very
heterogeneous group of individuals. Particular types of cancer, such as
breast or colon cancer, often have specific implications for group compo-
sition. Breast or colon cancer patients often have similar issues and can
relate readily to other patients with the same concerns. Breast cancer pa-
tients may have issues relating to their sexuality and their perceived loss
of femininity that they feel more comfortable discussing with other breast
cancer patients. Persons who have had sarcoma of a limb may have lost
an arm or a leg due to amputation or may have experienced more limited
use of the limb. Issues such as limited mobility will often arise among
these individuals.

Issues such as these and many other related concerns need to be
kept in mind by the social worker. All such issues are often discussed with
patients before they enter a group in order to offset possible problems at
a later date.

DEMOGRAPHIC ISSUES

Issues such as age and religious affiliation may have significance for a
treatment group. Clearly, pediatric cancer patients require a group set-
ting that is age appropriate and allows them to discuss their own unique
concerns. Also, adult patients who are at different stages in life may feel
more accepted by those in a similar stage. They may be better able to deal
with issues that suit their particular needs. Similarly, religious affiliation
can significantly affect the cancer patient’s sense of purpose and hope.
The religious or spiritual orientation of the patient may influence his or
her acceptance of various aspects of the disease. In addition, religion or
spirituality of significant others can significantly affect how cancer pa-
tients relate to them.

LEVELS OF SUPPORT

Support from family and friends affects the cancer patient’s overall sense
of support and can be significant in a group setting. Some patients have
far more support than others, and this can make those who have less sup-
port feel even more depressed and alone in the group. This is often the
case in groups where family members and friends are allowed to attend.
The social worker should be aware of situations where some patients may
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not have any supportive family members or friends and other patients
seem to have an abundance. One way of warding off this problem is to
have separate groups for patients and family members. In fact, some pa-
tients may feel more comfortable discussing sexual and other issues
among fellow patients without family and friends being in attendance.
Well meaning as family and friends may be, there are issues in which their
attendance will inhibit discussion. There appears to be a relationship be-
tween level of support and benefits from group work. One study showed
that peer discussion groups were helpful for women with breast cancer
who lacked support elsewhere but were unhelpful for women who had
high levels of outside support (Gelgeson et al., 2000).

PSYCHIATRIC COMPLICATIONS

Often as a result of the disease itself, patients develop psychiatric prob-
lems (Fawzy et al., 1997). In some cases, psychiatric problems may be
present before the diagnosis. These factors should be considered by the
social worker who composes and facilitates the group. While there may
be psychological issues that will need to be addressed, the appropriate-
ness of including patients with significant psychiatric difficulties should
be considered in terms of their ability to interact with other group mem-
bers and to engage in the group process.

SIZE OF THE GROUP

Group size can have an impact on the effectiveness and level of intimacy
within a group. Spiegel and Yalom (1978), in reporting on their group of
patients with metastatic carcinoma, noted that the maximum effective
size was seven. When the size of the group reached more than eight, the
group was divided into two smaller groups (Spiegel & Yalom, 1978). Sim-
ilarly, in a program designed by Cunningham and his colleagues (1991),
educational groups ranged in size from 12 to 15 members, but these
groups were later divided into two or more subgroups to facilitate dis-
cussion (p. 44). Smaller groups are usually more cohesive and develop
closer bonds than larger groups (Daste, 1990). The concept of group size
is often related to other issues, such as the presence of supportive family
members and friends. As previously mentioned, the appropriateness of
having family members present during discussions of subjects that the
patients may want to discuss privately should also be considered.

WORKER SELF-AWARENESS

Among the most important issues in group practice with cancer patients
is the social worker’s own orientation to the disease. Often one of the can-
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cer patient’s most pervasive fears is of death and dying. Because of the im-
portance of this issue, it is often necessary for the social worker to address
this issue within the group setting. Consequently, the social worker may
need to face his or her own feelings regarding death. This is an easy issue
to trivialize, and often its full impact does not come until one is faced with
it personally. This can be a very lonely time, and the issue becomes an ex-
istential one as opposed to an interpersonal one. Even in a group setting,
members can feel alone and will require a lot of empathic understanding.

The social worker’s interaction with the group should be clearly con-
ceptualized and described in the planning phase of the group. In some
groups, the social worker may provide education and/or psychological in-
tervention. The literature is widely divided on what the group facilitator’s
role should be. In a number of groups studied, the social worker’s or fa-
cilitator’s role is to educate the group members. In other groups, re-
searchers contend that the facilitator should assist the members in ex-
pressing their emotions about their disease. Cunningham et al. (1991)
note that psychological interventions in cancer groups are becoming in-
creasingly common. However, Vugia (1991) sees the role of leaders in
self-help support groups as aiding members while allowing the members
to maintain some authority themselves (p. 94).

OPEN VERSUS CLOSED GROUPS

Should groups be open or closed? Opinions vary among professionals in
the field. The literature indicates that cancer groups frequently are open,
allowing new members to enter at any time (Daste, 1989). Other research
concludes that groups should be closed to new members after the first
few sessions to enhance cohesion of the group and to “allow progressive
work and promote good attendance” (Cunningham et al., 1991, p. 44).

In light of the information presented thus far, the social worker
should keep in mind that cancer patients constitute a very heterogeneous
group whose needs are vastly different and challenging. It is important to
point out that work with cancer patients can be very trying (Daste, 1990).
Davidson (1985) notes that the concept of burnout is especially applica-
ble to those working in the field of oncology because death and the threat
of death create a large emotional burden on these persons.

Persons who work with cancer patients in the group setting should
be prepared to discuss such topics as death, dying, disfigurement, pain,
and loss of function. Harmon (1991) discusses the experience of one
group in which a member died and the leaders of the group consequently
attempted to prevent the group from acknowledging or discussing it.
Yalom and Greaves (1977) found that in their group, the therapists con-
tributed to superficial group interaction because they felt that such top-
ics might be too threatening for patients when, in reality, they were pro-
tecting themselves. According to Fobair (1997), open groups, such as
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drop-in groups, and closed groups, such as supportive-expressive existen-
tialist groups, span a continuum.

COMMON THEMES

Some of the themes that social workers should keep in mind when work-
ing with cancer patients are the following:

1. TFear of death.

2. Fear of disease recurrence.

3. Unique problems related to the long- and short-term effects of
treatment.

4. Changes in personal relationships.

5.  Economic issues.

There are many other common themes in conducting groups with
cancer patients. These include unique problems such as changes in sex-
ual function during treatment, partners’ reactions to loss of breasts or
scarring, and loss of fertility due to some types of chemotherapy. All of
these present some unique difficulties, each of which has interpersonal
manifestations that become significant in a group setting.

Fear of Death

The patient’s fear of death is considered reasonable given the cancer mor-
tality rates. Although cancer is a more treatable and survivable illness
today than in the past, a diagnosis of cancer frequently implies the possi-
bility of death. As noted above, often the patient’s family or friends are
frightened by the diagnosis and may prevent the patient from discussing
the possibility of death. Some authors have reported that patients” anxi-
ety about death was often lessened when they were able to connect on a
transcendent or spiritual level (Cunningham et al., 1991, p. 52). Similarly,
Spiegel (1992) found that allowing patients to discuss the possibility of
death and its attendant anxieties lessened their fear of death and dying
(p. 115).

Fear of Disease Recurrence

Most cancer patients experience fear of recurrence. This is especially
manifested for varying periods of time following initial diagnosis and
treatment. Whenever a new pain occurs, an unexplained lump appears, a
cough begins, or one of many other conditions arises, the cancer patient
will typically fear the worst. This is perhaps the single most difficult part
of coping for those who have had one experience with cancer. It is as if a
sword hangs over one’s head from the time of first diagnosis until the day
one dies, even though the disease may never reappear. The fear of recur-
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rence becomes a focal point, particularly for cancer patients who have
survived the initial cancer and are in remission. The fear of recurrence
will continue for years.

Long- and Short-Term Effects

Other common themes with cancer patients are the effects of chemother-
apy and radiation therapy, both short and long term. Various types of
chemotherapy cause hair loss, as does radiation to specific body areas.
Nausea and vomiting and the inability to maintain earlier eating patterns
become recurrent themes. Many financial issues typically arise as well. In
addition to possible loss of income during treatment, the cost of care fre-
quently exceeds insurance benefits. Added to this is the future burden on
survivors, who often have extreme difficulty obtaining or transferring in-
surance plans due to preexisting condition limitations. Cancer patients
and survivors also report job discrimination both in hiring and in promo-
tion. Any person who has undergone treatment for cancer is considered
legally handicapped and thus has some protection from job discrimina-
tion. This does not necessarily prevent it from occurring, however.

Interpersonal Relationships

Cancer patients often find that their interpersonal relationships alter as a
result of the disease. Some become distanced from friends and family
members. Some face constant questioning from others about the cancer,
even when they would rather not talk about it. Some patients find that
their choice of partners may become limited, frequently due to fears
about the future of the patient. This problem may continue long after the
person has survived cancer. Some experience either overprotectiveness
or distancing from spouses or lovers. Interpersonal manifestations are
multiple and often provide surprises for group members.

Economic Issues

Economic issues become a major concern with many cancer patients. In-
surance may become difficult or impossible to obtain following a cancer
diagnosis (Nessim & Ellis, 2000). Job discrimination is commonly re-
ported in hiring, as well as in promotions and job assignments. The cost
of treatment may create severe hardships. Lost wages often create fur-
ther difficulty. These are some of the more common themes among group
members. Each of them provides bases for discussion in the group.

RECOMMENDED WAYS OF WORKING

As there are so many variables in working with cancer patients, the social
worker must be very flexible. This flexibility extends from the initial con-
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ceptualization of the group all the way to termination. Perhaps the most
important thing to keep in mind is that social workers will be more effec-
tive if they structure their groups to best meet the needs of the particular
cancer patients and/or cancer survivors they wish to serve. As previously
mentioned, people with cancer are very heterogeneous, yet they usually
have specific pressing concerns. Rather than lumping everyone with a
cancer diagnosis into a large group, it seems far more beneficial to tailor
each group to the specific needs of the prospective members. For exam-
ple, a group for 8- to 12-year-old children who have all had chemother-
apy or radiation therapy have very different concerns than a group of
women dying of breast cancer. By the same token, a group of people who
have been cancer free for 5 years would have a whole different set of
concerns.

The agency setting and the population being served will, of course,
dictate to a large extent who will be in the group. A large hospital in a
major metropolitan area, for example, has far more latitude in terms of
numbers and types of groups than a small rural clinic. The agency context
may also define other parameters of the group, including size, space con-
siderations, availability of coleaders, advocacy of services, and the avail-
ability of ancillary services such as meals on wheels or hospices.

The issue of open versus closed groups again depends on the popu-
lation being served. Both have advantages and disadvantages. Open
groups, for example, allow more utilization, while closed groups provide
a more intimate atmosphere and allow for more discussion of sensitive
topics.

Length of the group is also population dependent. Many social
workers experienced difficulty when they specified a certain number of
sessions initially, only to discover later that the members, due to treat-
ment difficulties or other problems, found it difficult to use the preim-
posed format. Group length often has to be experimented with and tai-
lored to each agency and its population. Many agencies simply offer one
large long-term group for all patients and significant others. This ap-
proach avoids many selection, time, and member availability issues since
the group meets on a regular basis for all who care to attend. However, it
also limits the potential that smaller, more carefully planned groups may
offer.

A case illustrating one of the problems of a large group open to all is
as follows:

During the weekly meeting of a large support group offered for cancer
patients, friends, and families by a metropolitan radiation treatment
center, several newly diagnosed persons attended for the first time. It so
happened that “John,” a regular member, was suffering from a brain
tumor and tended to dominate conversations without allowing others to
speak. For this reason, the new members, who were uncomfortable
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about being there and very much in need of support, were denied an
opportunity to participate. Situations such as this are far easier for the
social worker to control in a smaller, more carefully selected group.

A coworker pattern is usually considered to be easier on social work-
ers and other professionals, and it has many advantages over an individ-
ual worker format, assuming that the coworkers work well together. It al-
lows more individual attention to be given to distraught members, for
example, since one worker can attend to the individual while the other at-
tends to the group process. It also doubles the probability that the group
can meet if one worker is absent. Coworkers potentially can help each
other in providing both technical expertise and emotional support.

A case illustrating how a coworker format might be beneficial is as
follows:

During one of the sessions of a support group for women survivors of
breast cancer, “Jackie,” who had been doing fine following breast can-
cer 2 years previously, had just learned that her cancer had recurred.
She bravely waited her turn to talk, but finally felt overwhelmed by her
fear, jumped up, and ran from the room. One of the coworkers took off
after her and spent a lot of time calming her down, as she felt unable to
return to the group. The other coworker was able to continue without

her.

One key advantage of a coworker pattern with these groups is that it
allows the workers to deal with personal crises, which are often severe
and require additional attention. If only one worker is present, the group
as a whole must wait or must deal with the crises as a whole. In another
type of therapy group this might be appropriate, but due to the nature of
cancer and the potential for sudden life-or-death issues arising, the fear
and panic may be so great that individual intervention is warranted.

EVALUATION MEASURES

Researchers have used many different methods to measure the effective-
ness of groups in producing tangible benefits to patients. Currently in-
struments exist that measure quality of life, body image, self-esteem, sup-
port, and perceived personal control over illness (Helgeson et al., 2000).
Scales that measure quality of adjustment, stress levels, affect, optimism
with regard to disease treatment, and overall sensations of pain, discom-
fort, and anxiety, as well as other such scales would all be useful in deter-
mining the effectiveness of a cancer group intervention (Goodwin et al.,
2001).

In a group organized by Spiegel, Bloom, and Yalom (1981), women
with metastatic breast cancer were found to have less tension, depression,
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fatigue, confusion, maladjusted responses, and fewer phobias than their
control group counterparts.

In their study of self-perception after surgery with women who had
had mastectomy, Clarke, Kramer, Lipiec, and Klein (1982) divided 40 pa-
tients into treatment and control groups. Ten weekly group psychother-
apy sessions were offered. The authors used Q-sort tests and the Struc-
tured and Scaled Interview to Assess Maladjustment. While both groups
showed positive change, the treatment group showed significantly greater
improvement.

Other studies, such as the one conducted by Kriss and Kraemer
(1986), have examined patients periodically over several time periods—
for example, three times over 12 months—to determine possible changes
following group treatment. Longitudinal studies covering longer time
periods are also appropriate in determining changes following group
treatment.

One of the difficulties in assessing evaluative research in this area is
the great variety of methodology. There are many ways to conduct re-
search in this area, and it should be noted that assessing the outcome
accurately is difficult due to the number of variables involved. A lot de-
pends on what the social worker wants to know about the group members.
Both quantitative and qualitative measures may be important in assessing
changes. Questionnaires and scales measuring such factors as depression,
fear, and coping can be administered on a pre- and posttreatment basis.
Recording group attendance, degree of participation, and demographic
representation by various ethnic, racial, and socioeconomic groups will
yield data that may prove useful to the social worker. Research questions
should be addressed as early as possible to allow for more potential data.

CLOSING STATEMENT

Even though we are making progress in the diagnosis and treatment of
cancer, this diagnosis places a great deal of emotional and physical stress
on patients, as well as on their families and friends. This further mandates
the need for groups designed to meet the specific needs of this population.
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RESOURCES

American Brain Tumor Association
2720 River Road

Des Plaines, 11, 60018

(847) 827-9910

Fax: (847) 827-9918

Patient Line: (800) 886-2282
info@abta.org

www.abta.org

American Cancer Society

1599 Clifton Rd NE

Atlanta, GA 30329

Cancer Answer Line: (800) 227-2345
WWW.Cancer.org

American Institute for Cancer Research
1759 R Street NW

Washinton, DC 20009

(800) 843-8114

aicrweb@aicr.org

WWW.QICT.0rg

Children’s Leukemia Foundation of
Michigan

29777 Telegraph Road, Suite 1651

Southfield, MI 48034

(248) 353-8222

(800) 825-2536

Fax: (248) 353-0157

leukemiamichigan@voyager.net

www.leukemiamichigan.org

Colorectal Cancer Network
P.O. Box 182

Kensington, MD 20895-0182
(301) 879-1500

Fax: (301) 942-7145
www.colorectal-cancer.net

Federation for Children with Special Needs
1135 Tremont Street, Suite 420

Boston, MA 02120

(617) 236-7210

Fax: (617) 572-2094

fesninfo@fesn.org

www.fesn.org

Foundation for Children’s Oncology Group
440 E. Huntington Drive, P.O. Box 60012
Arcadia, CA 91066-6012

(800) 458-6223

Fax: (626) 447-6359
info@ConquerKidsCancer.org
www.ncef.org

Kidney Cancer Association

1234 Sherman Avenue, Suite 203
Evanston, 1L 60202-1375

(847) 332-1051

(800) 850-9132

Fax: (847) 332-2978
office@kidneycancerassociation.org
www.kidneycancerassociation.org

National Alliance of Breast Cancer
Organizations

9 East 37t Street, 10" Floor

New York, NY 10016

(888) 80-NABCO

www.nabco.org

The National Breast Cancer Coalition
1707 L Street, NW, Suite 1060
Washington, DC 20036

(800) 622-2838

Fax: (202) 265-6854

www.natlbcc.org

National Children’s Cancer Society
1015 Locust, Suite 600

St. Louis, MO 63101

(800) 532-6459
www.children-cancer.com

National Foundation for Cancer Research
4600 East West Highway, Suite 525
Bethesda, MD 20814

(800) 321-CURE
www.researchforacure.com

National Information Center for
Handicapped Children and Youth

P.O. Box 1492

Washington, DC 20013-1492

(800) 695-0285 (Voice/TTY)

Fax: (202) 884-8441

nichcy@aed.org

www.nichcy.org

National Ovarian Cancer Coalition, Inc.
500 NE Spanish River Boulevard, Suite 14
Boca Raton, FL. 33431

(561) 393-0005

Fax: (561) 393-7275

(888) OVARIAN

NOCC@ovarian.org

WwWw.ovarian.org


www.abta.org
www.cancer.org
www.aicr.org
www.leukemiamichigan.org
www.colorectal-cancer.net
www.fcsn.org
www.nccf.org
www.kidneycancerassociation.org
www.nabco.org
www.natlbcc.org
www.children-cancer.com
www.researchforacure.com
www.nichcy.org
www.ovarian.org
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Support for People with Oral and Head
and Neck Cancer

P.O. Box 53

Locust Valley, NY 11560-0053

(800) 377-0928

Fax: (516) 671-8794

www.spohnc.org
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Chapter 2

Group Work with Seriously
Mentally Ill People

CHARLES GARVIN

This chapter describes ways of providing group services to people who
suffer from severe mental illness. The term sometimes used is chronic
mental illness, although many practitioners do not use the word chronic
because of the negative picture about recovery that it conveys. The defi-
nition of a person with this disability is “an individual who suffers from a
major psychiatric disorder such as psychosis, who is so disabled as to have
partial or total impairment of social functioning (such as vocational and
homemaking activities), and who has had a long or a number of short
stays in a mental hospital” (Garvin & Tropman, 1998, p. 277). The psy-
chiatric diagnoses usually assigned to people who are classified as seri-
ously mentally ill are schizophrenia, schizoaffective disorder, bipolar dis-
order, major depression, severe borderline personality disorder, and
severe organic disorder. There are, however, many controversies regard-
ing how to define this population related to the length of time the person
is disabled and the degree of disability (Rubin, 1986, p. 10).

Many Americans suffer from severe mental illness; a recent estimate
is 1.7 to 2.4 million (Garvin & Tropman, 1998, p. 277). Until the mid-
1950s, many people with these diagnoses were confined in mental hospi-
tals. At that time, however, a movement referred to as deinstitutionaliza-
tion became a major determinant of mental health policy. This movement
was propelled by the discovery of psychotropic drugs allowing for control
of many of the behaviors of mentally ill people that led to their confine-
ment. These include such manifestations of psychoses as hallucinations,
delusions, and bizarre behaviors, as well as the mood swings or severe de-
pression found in other types of clients.
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Other forces that promoted the declining use of institutional care
were humane concerns for the civil liberties of patients and fiscal crises
related to the greater costs of institutional compared to community care.
Deinstitutionalization was facilitated by the increasing number of com-
munity mental health centers designated to care for mentally disabled in-
dividuals in the community.

Recent statistics indicate that about 150,000 of the seriously men-
tally ill are in institutions, about 750,000 are in nursing homes (including
about 400,000 who suffer from forms of senility), and between 800,000
and 1.5 million reside in the community and are likely to receive some
form of care from community mental health centers (Garvin & Tropman,
1998, p. 277). Hospital stays are likely to be short, due not only to the use
of medications and the provision of community-based services but also to
the action of insurance providers who limit the amount of hospital care
for which they will pay. Social workers are very likely to be the providers
of service, and this service is often in the form of groups. Increased re-
sources have been allocated for research and program development in
this field, but much more support is required to realize the aims of the
deinstitutionalization movement.

The seriously mentally ill have several common characteristics (Ger-
hart, 1990). These include the following:

e Many suffer from multiple problems. One writer estimated that
50% of mental health clients are or have been substance abusers
(Bentley, 2002); another major epidemiological study estimated that
52% of persons with alcohol abuse/dependence had had at least one
other psychiatric diagnosis (Robins et al., 1991).

* Asevere mental illness limits the ability to cope with stress, and such
persons are likely to function poorly under stressful circumstances.

* Many may have deficits in skills needed in daily living, such as
preparing food, making purchases, and engaging in social activities.

e Many have difficulty keeping a job and are supported by govern-
mental income maintenance programs.

* Many are a burden on their families because of their unpredictable
ways of scheduling their lives, their emotional demands, and the
problems they cause when engaging in annoying or inappropriate
behavior.

* Many become homeless and live either on the street, in temporary
shelters, or in facilities such as foster homes, group homes, or other
supervised dwellings. It is estimated that up to one in three individ-
uals who experiences homelessness has a mental illness (Federal In-
teragency Task Force on Homelessness and Mental Illness, 1992).
(Report of the Surgeon General, 1999)

e A growing number are young adults who did not grow up in mental
hospitals, as did earlier generations of mentally ill people, and are
hospitalized only when they exhibit severe symptoms. Many live
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with their families, have never been married, and have at least a high
school education. Like other members of their generation, they have
been exposed to street drugs and easy access to alcohol. They may
engage in aggressive and rebellious behavior that is especially chal-
lenging to social workers and other professionals.

Recent studies have sought to identify differences among men and
women and among people of different ethnic backgrounds with respect
to serious mental illness. According to Gerhart:

It has been suggested that men tend to develop classic schizophrenic
conditions at a slightly higher rate than women, while the latter are
more prone to develop schizophreniform conditions. Stressors that
cause males to relapse seem to have some connection with their role
performance as men, such as criticism of their physical strength or lack
of a job, being turned down for a date, and the like. On the other hand,
women seem more sensitive to events in their interpersonal relation-
ships. . . . There is evidence that women are significantly more prone
to depressive disorders than men. . . . Subsequent investigations con-
cluded that it was not women’s roles that caused their depression, but
rather the uneven distribution of power between husbands and wives.
(1990, P 30-31)

There is no indication that the rates of severe mental illness differ
among African-Americans, Latinos/Latinas, and whites (Gerhart, 1990).
People from different cultures, however, may act differently when they
suffer from a mental illness. According to Gerhart (1990), for example,
“Blacks and Hispanics who suffer from major mood disorders tend to ex-
hibit more hallucinations, delusions or hostility than Whites, whereas the
latter show a higher degree of mania, depression, or guilt” (p. 32). She
concludes:

all the research dealing with ethnic and racial differences in the ap-
pearance and treatment of mental illness is still in its infancy. Although
there is much that we still don’t know about this area, the ongoing re-
search reminds us once again of the importance of being sensitive to
and knowledgeable about our clients’ racial, ethnic and cultural back-
grounds. (p. 32)

Much is unknown about the causes of serious mental illness. Never-
theless, the current consensus is that it is a condition produced by the in-
teraction of biological and social circumstances with the evolving person-
ality of the individual. Thus, it is often referred to as a biopsychosocial
phenomenon. The basis of the biological input is concluded from the ge-
netic, biochemical changes in the brain, as well as from heredity and twin
studies. The social basis is determined from studies of the family, peer
group, and other socialization circumstances of the individual. The de-
velopmental circumstances are elucidated by examining the life history of
the individual in relation to coping patterns (Gerhart, 1990, pp. 17-20).
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PRACTICE PRINCIPLES

A number of practice principles are typically applied when working with
the severely mentally ill in light of the characteristics of this client group.
While individual (Bentley, 2002), family (Sands, 2001: 312-320), and
group approaches are all utilized, the last are especially prominent. One
reason is the deficits in social skills found among these clients; groups
provide an excellent way to learn to relate to others by observing and
practicing social behaviors. Groups can also be used to simulate a variety
of social circumstances such as those found in job, recreational, and fam-
ily settings. Groups also offer the client an opportunity to learn how oth-
ers in similar circumstances have coped with a wide range of real-life sit-
uations. In addition, groups allow clients to participate at their current
level of readiness: some may be highly active socially, while others are
passive participants. This makes a group less stressful for some clients
than one-on-one encounters in which they feel a strong expectation to
participate actively. On the other hand, some clients may be so inappro-
priate in their behavior, so delusional, or so stressed by the presence of
others that they would be highly disruptive if invited to a group session.

A major practice principle for group work with seriously mentally ill
clients is to have a good deal of program structure, as an unstructured
group may be experienced at best as a waste of time and at worst as highly
stressful. Despite this, we have observed many groups led by social work-
ers for these clients in which the only structure is the opening query
“What would you like to talk about today?” Some members may prefer
this experience to the loneliness and boredom of having no social inter-
action at all, but this unstructured approach is an invitation to not partic-
ipate at all, to engage in fruitless complaints about the “system,” or to talk
in an unfocused manner. A more structured approach involves such
things as presenting information, introducing structured exercises, iden-
tifying problems to be solved, and posing useful questions.

Another practice principle is to utilize a psychosocial rehabilitation
approach more than a psychotherapeutic one. According to Sands (2001),
psychosocial rehabilitation encourages people who suffer from severe
mental illness to develop to their fullest capacities through learning new
skills and through acquiring environmental supports. She states that for
the social worker “this means working with the client and community re-
sources to promote the client’s physical, psychiatric, and social function-
ing to the extent possible” (p. 242). She goes on to say that

Programs of intervention target the individual, family, group, and the
social environment. Individual, group, family, or milieu therapy can be
utilized to teach individuals skills in activities in daily living (self-care,
transportation, laundry), interpersonal behaviors, employment, and
problem solving through skills training based on social learning theory
(p. 242).
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A traditional psychotherapeutic approach, defined as utilizing psy-
chological interpretations and “depth”-oriented questions to enable the
client to examine unconscious mechanisms, is not recommended for use
with most seriously mentally ill people, either individually or in groups.
As Rapp (1985) states: “Psychotherapy and psychosocial services without
drugs may be harmful to the chronically mentally ill, not benign. The
most prevalent hypothesis is that they overstimulate the client and lead to
tension, anxiety, and exacerbation of symptoms” (p. 36). It is possible that
some of these clients might benefit from this type of therapy, individually
or in groups, after they have recovered sufficiently from their illness and
have developed stronger coping abilities, but these will not be the major-
ity. Some clients, however, who are defined as having borderline person-
ality disorder might benefit from psychotherapy because of their greater
ability to reflect on their circumstances.

Earlier social workers who thought of severe mental illness as a psy-
chological manifestation produced by traumatic childhood experiences
may have favored forms of psychotherapy for these clients. This, how-
ever, is not the view of most social workers today who understand the bi-
ological factors in severe mental illness. A significant consequence of this
increased biological understanding is a movement away from earlier ap-
proaches that blamed mothers for acting in ways that promoted such ill-
ness or that blamed the family for engaging in communication patterns
that “drove some family members crazy.”

Another practice principle is to find ways to make each group session
a rewarding one. This is because these clients are likely to find sessions
anxiety provoking; they also have to make a considerable effort to attend,
given the lethargy produced by their illness. They have to look forward
with pleasure to attending, especially when they are living in the com-
munity. Even hospitalized clients may resist attending group sessions
and, when pressured to do so by hospital personnel, may enter meetings
with a feeling of anger.

A major way of rewarding members for attending sessions is to use
program activities during at least part of each session. Such activities
might include the following:

* A game, especially one designed to teach a useful skill. Some work-
ers have invented board games, for example, that help members to
formulate individual goals or identify obstacles to obtaining goals.

e A dramatic activity, such as a role play, in which members practice a
social skill.

* A musical or craft activity that helps members work together, expe-
rience a sense of accomplishment, or express themselves creatively.

Another way of rewarding members for coming to meetings is to
make sure that they gain a sense of having accomplished something use-
ful at each meeting. This requires the social workers to think in terms of
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concrete, short-term goals for each session. Examples of such goals are
learning a specific social skill, solving an immediate problem, or creating
a tangible product such as through a craft activity.

Another type of practice principle is to respond to a psychotic symp-
tom in ways that help the member to cope with it while protecting other
members from some of the anxiety produced by the symptom. One way
to help individuals cope with psychotic symptoms is by educating them
about such symptoms and labeling symptoms as such. Thus, seriously
mentally ill members can be taught that hallucinations, for example, can
be produced by their illness, and that they can use this understanding
when experiencing such hallucinations to tell themselves that they are
experiencing something unreal. They also can be taught that some peo-

le can be told about symptoms (e.g., the social worker), while other peo-
ple should not be told because they may be upset. The worker can also
empathize with the fact that hearing voices or seeing strange images can
be frightening. At the same time, the worker can reassure other members
that he or she understands and is able to deal with psychotic symptoms,
and will help them to understand and respond helpfully when a member
is experiencing such symptoms.

Groups for the seriously mentally ill are often time limited and have
specific purposes and goals. The length of time varies from one or two
sessions while a client is in the hospital to several months for those in the
community. However, because recovery from mental illness may be slow
and because there may be periods of illness for many years, some groups
are self-help and support groups in which membership may continue in-
definitely, such as Schizophrenics Anonymous and some Alcoholics
Anonymous groups attuned to the needs of mentally ill people. Club-
house-type programs for mentally ill people may sponsor ongoing social
activity groups, lunch clubs, and special interest groups.

COMMON THEMES

The above discussion of services to people with serious mental illnesses
should suggest to social workers that a number of themes frequently arise
in such groups. The following are those that we have encountered.

Stigma

These clients are often avoided, persecuted, and denied their rights by
others who become aware of their illness. Actions include being fired from
jobs, denied housing, refused entry to educational programs, and other se-
rious consequences of having the label “mentally ill.” Members of groups
will look for help in deciding how and when to explain their illness, how to
pursue their rights in an appropriately assertive manner, and how to find
advocates to help them obtain things to which they are entitled.
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Coping with Symptoms

The terms positive symptoms and negative symptoms are often used. Pos-
itive symptoms are direct consequences of the illness, such as hallucina-
tions, mania, depression, and confused thought processes. Negative
symptoms are behavior deficits due to lack of adequate socialization ex-
periences, such as lack of skill in handling social interactions. Group
members will ask for help in coping with positive symptoms and in ac-
quiring the skills to eliminate negative ones.

Housing

As indicated earlier, a lack of adequate low-cost housing severely affects
this population. Housing is especially a problem to these clients because
they may need support to maintain it once they find it, such as learning to
care for an apartment, get along with a landlord, or locate roommates.

Employment

Many of these clients lack employment or employment for which they are
adequately compensated. This may be because they have educational
deficits, because they cannot tolerate the stresses of jobs for which they
were trained, or because of the stigma factor. They may not be aware of
vocational rehabilitation services or these may be lacking. They may also
require employment in a setting that offers them some form of support
or even a so-called sheltered workshop program. Thus, members may ask
help from each other in identifying and utilizing employment resources.

Education

Many of these clients have had their education interrupted by episodes of
illness. Despite this, they are as likely to be as capable intellectually of ac-
quiring an education as anyone else. The group is a medium in which they
can explore educational opportunities, discover how to cope with school,
and learn how to utilize resources to maintain themselves in an educa-
tional program.

Medication Effects

Clients are likely to bring up issues related to the medications they are tak-
ing to control their illness. They may not be compliant with their regimen
because of a fear of dependence on medication. They may also experience
unpleasant side effects of the medication. The medication itself may not
be helpful, and the client may be unsure of how to assess this situation and
what to do about it. At times, the social workers and other group members
may provide useful information. At other times, the social worker will in-
vite medical experts to attend one or more group sessions.
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Family Relations

Two family issues are often brought up in these groups. One has to do
with parents and siblings with whom the members have conflicts. Some
of these conflicts occur because these family members are severely
stressed by the client’s symptoms. The other issue has to do with the nu-
clear families that these clients have created and seek to create. They
may, for example, have difficulty acting as a spouse and parent. For these
reasons, many programs form groups for family members of persons with
mental illness and/or refer them to a major self-help organization such as
the Alliance for the Mentally Ill (AMI).!

Leisure Time

Many of these clients are unemployed and are not attending an educa-
tional program; therefore, time hangs heavily on them. Their solution is
often to spend a lot of time watching television or “hanging out” in a pub-
lic place such as the library or park. A major service that can be provided
by the group is to help such clients identify interests that can be satisfied,
such as engaging in musical activities, attending sports events, or taking
courses that further such interests at places such as the local “Y” or adult
education programs. The group can also provide a context for engaging in
recreational activities that can then be extended outside of the group.

Problems with the Treatment System

These clients are likely to complain about the way the system reacts to
them. Sometimes this is because of the real inadequacies in the system
and sometimes it is because of the challenges these clients provide. An
additional factor is that these clients may lack the skill to make their needs
known. These complaints may concern difficulty in arranging for ap-
pointments with professionals, denial of services, frequent changes in
professionals, and various forms of prejudice against them. These issues
contribute to low self-confidence and self-esteem. The group can help
the members come to terms with situations that cannot be changed while
seeking changes that are appropriate and possible. On some occasions,
group members can join together to engage in social action to change the
system.

RECOMMENDED WAYS OF WORKING

Several different approaches to group work with these clients have
emerged in response to the needs of different agency contexts and client
themes. We will briefly discuss each of these approaches in terms of these
conditions.

!'We provide the address of AMI at the end of this chapter.
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Group Work: Mutual Aid

Social workers have utilized traditional group work methods with the se-
riously mentally ill and have reported successful outcomes. Poynter-Berg
(1994) reports one such group whose members lived in an institution and
were identified as schizophrenic. A major theme of this group was coping
with issues of intimacy and loss. The members approached the first ses-
sion hostile to or suspicious of the group experience. The social worker
was not as direct as she thought she should have been in establishing a
contract with the members in which the purposes of the group and the
anticipated activities were clearly enunciated. Nevertheless, the social
worker sought to relate to members’ feelings as they acted in hostile or
disruptive ways. She also sought to introduce activities that were familiar
to the women in the group, particularly craft projects. This led to a
greater degree of security based on trust of the social worker and each
other. A consequence of this was that as a holiday approached, the mem-
bers talked with each other about painful feelings the holiday evoked, as
indicated in the following record excerpt:

The group members slowly came into the meeting room. Beverly sat
with her back to the rest of the group, muttering an occasional “fuckin’
mishugana.” . . . The women made their instant coffee and drank it,
all silently. They were much quieter and still today than usual; they ap-
peared depressed and showed it by their slouched postures and lowered
heads. I felt it might have something to do with feelings about Thanks-
giving. I said everyone looked quite sad and wondered if they might
want to talk about it. Rhoda furrowed her brows and moved her lips. I
asked her if she wanted to say something. She shook her head. Another
pause. All kept their heads lowered and Arlene, who usually talks to her-
self, was silent. I said they may all be having thoughts and feelings that
the rest of the group might share with them. Silence. I finally said that
sometimes it’s hard to talk about things that are painful, like being in
the hospital on holidays and maybe feeling lonely. Most of the members
reacted to this by moving around in their chairs a little. I said T won-
dered if they did feel sad about tomorrow being a holiday. Rhoda nod-
ded very slightly to herself, but kept her head lowered and didn’t speak.
Another lengthy pause, with all the ladies looking up at me briefly but
not speaking.

When it was time for the group to end, I commented that some-
times it’s very hard to talk, like today—and especially when they might
be feeling sad. I said I thought next week would be easier. They all
looked up at me, and Rhoda smiled, saying, “have a nice Thanksgiving.”
(Poynter-Berg, 1994, p. 324)

Task-Centered Group Work

Task-centered group work, like traditional group work, models the
process of helping the group to become a mutual aid system in which the
members are committed to helping one another. The major difference is
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that in task-centered work, each member is assisted by other members in
defining a personal goal, choosing activities (tasks) to reach the goal, and
carrying out these tasks (Tolson et al., 2002). While members are helped
to express and cope with feelings, this is done in the context of defining
and accomplishing tasks. This is accomplished in a limited time, typically
about 12 sessions.

Garvin (1992) reported excellent outcomes in utilizing this model in
a community mental health setting serving the seriously mentally ill. He
tested this approach with four groups composed of members who wished
to enhance their use of leisure time. One group was composed of low-
functioning clients, another of somewhat higher-functioning schizo-
phrenic clients, a third of women who were trapped in highly dysfunc-
tional family situations, and a fourth of clients who were also chemically
dependent.?

The plan for the 12 sessions was as follows:

Meeting 1 Get-acquainted activities

Orientation to task-centered work

Clarification of group purpose
Meetings 2 and 3 Determining members’ goals

Discussion of the idea of tasks
Meetings 4 and 5 Selection of member tasks
Meetings 6-11 Working on tasks

Learning to overcome barriers to accomplishing tasks
Last meeting Termination and evaluation

During these meetings, the social workers used a variety of program

tools to help the members maintain their interest in the group and sus-
tain their motivation to participate. One example was a series of board
games devised by the staff. Each game taught members how to accom-
plish some aspect of the process, such as formulating goals or tasks. In a
goal game, for example, members moved their “pieces” around a board
and “landed” on a problem area for which they had to formulate a goal.

Social Skills Training

A great deal of development, as well as research on effectiveness, has been
devoted to creating models of social skills training for seriously mentally
ill clients. Corrigan, Schade, and Liberman (1992), who have been at the
forefront of this work, define social skills as representing “a structured ap-
plication of behavioral learning techniques aimed at helping patients build

2 This last group was not successful; the groups were formed before much was known about work
with the so-called dually diagnosed, and neither of the workers had knowledge about working
with that type of client.
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arepertoire of skills that improve their ability to function adequately in the
community” (p. 95). Their approach involves groups, and excellent mate-
rials the social worker can use, such as detailed manuals for practitioners,
workbooks for group members, and audiovisual tapes that present models
of the skills to be acquired, have been prepared.?

Liberman et al. have developed separate modules for a variety of so-
cial skills, such as recreation for leisure and medication management. In-
formation on teaching friendship and dating skills is also contained in
their text Social Skills Training for Psychiatric Patients (1989). These au-
thors suggest the following steps for the group facilitator to use in plan-
ning a social skills session:

1. Give introduction to social skills training.
2. Introduce new patients.
3. Solicit orientation from experienced patients who can explain social
skills training to new patients.
Reward patients for their contribution to the orientation.
Check homework assignments.
Help each patient pinpoint an interpersonal problem, goal, and
scene for this session.
7. Target scene and interpersonal situation for dry run role play.
8. “Setup” the scene.
9. Give instructions for the scene.
10.  Run the scene as a dry run.
11.  Give positive feedback.
12.  Assess receiving, processing, sending skills.
13. Use a model.
14.  Ensure that the patient has assimilated the demonstrated skills.
15. Use another model.
16.  Give instructions to patient for next rehearsal or rerun.
17. Rerun scene.
18.  Give summary positive feedback.
19.  Give real-life assignment.
20. Choose another patient for the training sequence and return to
step 1.

o Ut

The following is a brief excerpt of a social skills session reported by
Liberman et al.:

(Karen, at the invitation of the therapist, has been explaining to a new mem-
ber, Mark, what the members do in social skills training group. The thera-
pist then turns to Ted, who has been in the group for a week, and asks him
to add to what Karen has said.)

Therapist: Great, Karen! Ted, would you add to what Karen said?

3 These materials can be obtained from Dissemination Coordinator, Camarillo-UCLA Clinical
Research Center, Box A, Camarillo, CA 93011.
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(Ted has only been in the group for a week. He often gets angry and upset
with other people. He decided to seek social skills training because he re-
cently lost his third roommate in six months and has begun to realize that
he alienates other people, including his coworkers. His boss has told him to
improve his relations with workmates or else risk being fired.)

Ted: T don’t know, Karen described it.

Therapist: Well, can you think of some of the other things we can focus on?

Ted: You mean like solving our problems by looking at alternatives for com-

municating? And whether or not we look mad?

Therapist: Right, Ted. We concentrate on facial expression and problem
solving, too. When you talk to someone, they get a lot if infor-
mation from seeing the kind of expression on your face. How
loud we talk and our tone of voice are really important, too. Ted,
how is voice tone different from voice loudness?

Ted: Why don’t you pick on someone else?

Therapist: Because you're doing really well. You've only been here a short
time, and you've learned a lot. (pp. 84-85)

Inpatient Group Psychotherapy

A major feature of contemporary hospitalization of patients with serious
mental illness is that is it likely to be short—perhaps for only a week or
two while the patient becomes stabilized after an acute episode. While in
the hospital, patients may attend groups on a daily basis. These groups
may be very unstructured, and our experience is that they are of limited
usefulness. Yalom (1995) has developed and tested an approach he terms
inpatient group psychotherapy. This approach has two variations, one
for high-functioning and one for low-functioning patients. The high-
functioning ones are able to make a conscious decision to enter the group,
can sustain conversations with other patients that focus on interpersonal
behaviors, and can remain in the group for approximately an hour. The
low-functioning patients are unable to sustain that much verbal interac-
tion. The structure of groups for the latter patients, therefore, includes
more nonverbal activity such as physical exercise.

In the group for higher-functioning patients, the workers ask each
member in turn to select a concern (referred to as an agenda) that can be
worked on in a single session. Examples include telling another group
member something about oneself or finding a way of coping with another
member’s angry response. After social workers have helped each member
to chose an agenda for the session, the workers promote group interac-
tions that will allow each member to work on her or his agenda for at least
part of the session. Workers must have a good deal of skill in helping
members choose a workable agenda and then pursue the agenda as part
of the subsequent stage of the group’s process.

After the interactional period, workers give feedback to members on
how they have worked on their agendas. Yalom also often invites ob-
servers (such as interns) to attend and to comment toward the end of the
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session on the group’s process. Members also are given a brief opportu-
nity to react to this feedback on group processes.

EVALUATION APPROACHES

A great deal of research has been conducted to evaluate services to peo-
ple with severe mental illness; this had to led to the development and
testing of a variety of instruments to measure client outcomes. The fol-
lowing are some that can readily be used by social workers:

1. Scale for the Assessment of Negative Symptoms; Scale for the As-
sessment of Positive Symptoms (Schuldberg, Quinlan, Morgen-
stern, & Glazer, 1990). These scales are used by practitioners pri-
marily to assess the symptomatology of schizophrenia.

2. Symptoms Checklist (Bartone, Ursano, Wright, & Ingraham, 1989).
This instrument is designed to measure the frequency of such psy-
chiatric symptoms as tenseness, depressed mood, and difficulty
sleeping.

3. Cognitive Slippage Scale (Miers & Raulin, 1985). This scale is de-
signed to measure the cognitive distortion that is a primary charac-
teristic of schizophrenia.

4. Social Adjustment Scale-Self Report (Weissman & Bothwell, 1976).
This instrument helps the social worker to assess how adequate the
client is in such areas as housework; employment; dealing with sales-
people, neighbors, and friends; schooling; and family relations.

CONCLUSION

Group approaches have a great deal to offer to people suffering from se-
rious mental illnesses. These approaches provide experiences in dealing
with relationships through group activities, the possibility for mutual aid
as members discover the support they can give and receive, and the op-
portunity for members to learn vicariously when they are not ready to
take a more active role. With the large number of investigations currently
underway, the future is bright for the creation of even more useful ways
of offering group opportunity to these clients.

RESOURCES
Alliance for the Mentally I1l Center for Psychiatric Rehabilitation
2107 Wilson Blvd., Suite 300 Boston University
Arlington, VA 22201 Sargent College of Health and
(800) 950 NAMI Rehabilitation Sciences

www.nami.org 940 Commonwealth Ave. West


www.nami.org
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Boston, MA 02215
(617) 353-3549
www.bu.edu/cpr
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Chapter 3

Group Work Services to
People with AIDS During a
Changing Pandemic

GEORGE S. GETZEL

Group work and the acquired immune deficiency syndrome (AIDS) have
been closely associated in the first efforts, beginning in the early 1980s, to
help people with AIDS (PWAs). The model of group work for PWAs de-
veloped then reflected the desperate need to gain social support and to
reduce societal isolation.

This chapter reviews the development of group work services to
PWAs and suggests a reconsideration of the design and implementation
of such services in light of the significant changes that have occurred in
the treatment of human immunodeficiency virus (HIV)/AIDS and in
the sociopolitical and cultural meanings of the disease. An overview of
the biopsychosocial factors that surround HIV/AIDS is presented and is
related to the core themes that emerge in a support group’s interaction
and content. The benefits of the group work experience for PWAs are
identified.

Special attention is given to strategies for pregroup planning, the
functional characteristics of groups, and the problem-solving process
underlying group themes addressed by the group. Guidelines for the so-
cial worker’s interventions are detailed. Finally, evaluation criteria are

suggested.
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OVERVIEW

In the more than 20 years since the appearance of AIDS as a major pub-
lic health problem and the subsequent discovery of HIV, these conditions
have significantly entered the everyday lives of people in far-reaching
ways (Cox, 1990); (Shilts, 1988; Wright, 2000). Although we may tend to
avoid thinking about AIDS and its deadly consequences, growing num-
bers of people throughout the world are denied that option because their
kin, friends, and neighbors infected by HIV become irreversibly ill from
AIDS-related symptoms and diseases (Mann, Tarantola, & Netter, 1992;
Stine, 2001).

The AIDS pandemic has produced creative and humane efforts to
prevent the spread of HIV and to care for PWAs with serious illness and
functional impairments. The use of groups with PWAs and with kin,
friends, and volunteers caring for them has become an integral aspect of
many social service and health care programs (Ball, 1998; Danilos, 1994;
Dean, 1995; Edell, 1998; Foster et al., 1994; Hayes et al., 1998; Getzel,
1991a; Lopez & Getzel, 1984, 1987). Beginning with the discovery of the
first AIDS cases in New York City, group approaches quickly were picked
up by newly developing AIDS community-based organizations in other
cities.

No longer can people, even in the most sophisticated developed
countries, conceive of AIDS as a disease largely of gay men and intra-
venous drug users, as was the case when the pandemic was first recognized
in the early 1980s (Cahill, 1984). The 1990s has been a period with a sig-
nificant increase worldwide in the proportion of women, children, and
men diagnosed with AIDS where infection is attributed directly or indi-
rectly to heterosexual contact (Mann et al., 1992; Stine, 2001). All sexually
active persons and their offspring throughout the world are at risk of de-
veloping HIV infection and the breakdown of bodily immune protection.

HIV infection and AIDS have a profound cultural and economic im-
pact on whole societies (Bateson & Goldsby, 1988; Mann et al., 1992;
Smith, 2001; Stine, 2001). The HIV disease sequence has a welter of
emotional and practical effects on the lives of all involved (Christ et al.,
1988; Getzel, 1991b; Getzel & Willroth, 2001). The psychosocial conse-
quences of HIV/AIDS in many respects resemble the reactions of other
categories of persons to life-threatening disease. For example, the
prospect of being infected with HIV or the knowledge of being HIV pos-
itive may be met with denial, which is dangerous if a person has unpro-
tected sex.

All major illnesses with disabling and disfiguring consequences can
result in depression and agitation; it is very common for sick persons to
feel shame and guilt about becoming sick, resulting in bouts of anger, iso-
lation, and self-loathing. Sontag (1978) noted that historically, serious
diseases like cancer and tuberculosis have had complex metaphorical
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content and values connotations; this has been strongly demonstrated in
the case of AIDS. Because the first identified victims of HIV/AIDS were
gay men, drug addicts, and poor persons of color in large cities, the stigma
attached to persons with the disease has been insidious, resulting in inci-
dents of withdrawal of care by professionals, violation of human rights,
and violence against PWAs and their families (Altman, 1986; Bayer, 1989;
Smith, 2001; Gant, 2000). The societal problems of homophobia, clas-
sism, racism, and sexism are exposed and magnified in the presence of
HIV/AIDS.

As we begin the third decade of the AIDS pandemic, knowledge
about AIDS and HIV has greatly expanded. Nonetheless, scientists have
been unable to create a vaccine to prevent the spread of the virus or to
find methods to eradicate it in the human body (Bartlett & Finkbeiner,
2001). A number of useful halfway medical technologies have been de-
veloped to temporarily prevent the replication of HIV in infected per-
sons; these antiviral medications have significantly extended longevity but
have not altered the disabling course of disease. Antiviral medications
also present significant quality of life concerns because of side effects and
the uncertain benefits for some individuals (Bartlett & Finkbeiner, 2001).

The extension of life for persons with both HIV and AIDS has in-
creased the prevalence of complications from opportunistic infections.
The longer persons live with HIV or AIDS, the more apt they are to de-
velop chronic, persistent, disabling, disorienting, and disfiguring condi-
tions (Bartlett & Finkbeiner, 2001).

A reconfiguration of group work services is required to respond
more effectively to PWAs and the evolution of their biomedical treat-
ment. These changes will be described below.

Review of the Literature

From the start of the first AIDS service organizations, support groups
were recognized as important normalizing experiences for PWAs and for
kin and friends caring for them (Hayes et al, 1994; Lopez & Getzel, 1984;
Maasen, 1998) and for volunteers in these organizations (Lopez & Get-
zel, 1984, 1987; Meier et al., 1995; Moore, 1998; Weiner, 1998). Support
groups for professionals working with PWAs were recognized as a neces-
sary resource somewhat later (Cushman et al., 1995; Garside, 1993; Glad-
stone & Reynolds, 1997; Grossman & Silverstein, 1993). The use of
groups to teach HIV prevention has been extensively reported. Peer ed-
ucation is widely employed to teach safer sexual techniques to gay men,
women, adolescents, and other populations (Duke & Omi, 1991; Kelly &
St. Lawrence, 1990; Palacios-Jimenez & Shernoff, 1986; Ponton et al.,
1991; Redman, 1990; Roffman et al., 1997; Subramanian, et al., 1995;
Yoakum, 1999).

The literature on group work with PWAs and caregivers, while not
large, does point to the widespread use of support groups for special pop-
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ulations in a variety of contexts. Group work models for gay men in com-
munity-based organizations have been described in some detail (Gambe
& Getzel, 1989; Getzel, 1991a, 1991b; Getzel & Mahony, 1990; Liv-
ingston, 1996; Sandstrom, 1996).

Child and Getzel (1989) describe a support group model for poor
people in a urban hospital setting that is crisis oriented and capable of
serving hospitalized and recently released patients with AIDS, including
those with drug histories, women, and gay men of color. PWAs who are
intravenous drug users can benefit from group support programs that
emphasize harm reduction strategies to curtail the use of drugs while pro-
viding social support and guidance about the disease process (Bataki,
1990; Greene et al., 1993; Junturem et al., 1999; O’'Dowd et al., 1991).
Recently, increased attention has been given to PWAs living in rural
areas who are limited in their ability to attend support groups at distant
community-based organizations. Telephone support group work models
have been developed for both PWAs and caregivers to break down
the isolation of PWAs in rural areas also to protect their anonymity
(Rounds et al., 1991). Telephone support groups have also been used for
parents of children with AIDS (Heckman et al., 1999; Weiner et al., 1993)
and for PWAs who are disabled in the terminal phase of the disease
process (Ritter & Hammons, 1992). Group work approaches for special
populations with AIDS and their caregivers are an increasing source of
interest: the homeless (Mancoske & Lindhorst, 1991), family members in
rural areas (Anderson & Shaw, 1994), parents of children with AIDS
(Mayers & Spiegel, 1992; Weiner, 1998), gay partners of PWAs (Land &
Harangody, 1990), and prisoners (Pomeroy et al, 1997; Richey et al,
1997).

Gambe and Getzel (1989) emphasize that groups provide substi-
tutes for weakened or absent social supports in PWAs’ lives created by
life-threatening disease, the unpredictability of the disease process, and
the stigma associated with AIDS. In a similar vein, Getzel and Mahony
(1990) identify the themes of loss and human finitude as causing crises in
the group and forcing members to confront their personal sense of mor-
tality. The group becomes a context in which to face painful and inchoate
feelings of dread, helplessness, shame, and guilt. The social worker’s ac-
ceptance of members” expressions of vulnerability and the group’s con-
stancy permit a sense of security and solidarity when members explore
these themes.

PRACTICE PRINCIPLES

Work with PWAs entails a clear understanding of the functions of a sup-
port group. Critical to the use of group work with PWAs is effective pre-
group planning and formation.
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Pregroup Planning

The capacity of groups to meet the needs of PWAs must be clearly un-
derstood by the social worker before a group is begun. Groups have the
following identified functions for PWAs:

1. Assisting members to find support from peers as a way of accepting
their new status as PWAs.

2. Helping members explore ways in which family, friends, and others
respond to them differently as PWAs and how to handle issues of in-
timacy, receiving help, and gaining acceptance.

3. Assisting members to find safe ways to express the sadness, anger,
guilt, helplessness, and shame associated with the problem of living
with AIDS.

4. Providing opportunities for members to find ways to counter the
fright and feeling of powerlessness about death and dying.

5. Helping members examine quality-of-life options (how they want to
live and die) prompted by serious illness and a likely death from
complication from AIDS.

6. Assisting members with their personal belief systems about being
diagnosed with AIDS and facing an uncertain future in a world that
is not sympathetic to their plight.

Group Formation and the AIDS Pandemic

Early in the AIDS pandemic, support groups for PWAs consisted of
members who had recently become aware of their AIDS diagnosis by be-
coming seriously ill with Pneumocystis Cariniii pneumonia (PCP), dis-
covering a Kaposi’s sarcoma (KS) lesion, or developing some other symp-
tom associated with an opportunistic infection. Prior to the development
of more effective treatments for these diseases and antiviral medication
for HIV, most of the initial cohort joining a group died from complica-
tions from AIDS over 1 to 2 years (Gambe & Getzel, 1989). There was a
brief early period “of quiet before the storm,” soon followed by multiple
hospitalizations, near-death experiences, and the appearance of other op-
portunistic infections such as taxoplasmosis, cytomegalovirus (CMV) in-
fections, tuberculosis, and so forth. All of these illnesses can result in
death, but not before causing extreme body wasting, incontinence, men-
tal confusion, blindness, disfigurement, profound neurological impair-
ments, and other dire consequences.

PWAs entering a formed group could see themselves in contrast to
very sick members and could be in the group as members died in rapid
succession. While this situation was intrinsically frightening and over-
whelming, a basis for dropping out of the group, it also provided an op-
portunity to understand and prepare for the likely biopsychosocial crises
to come. Other group members served as models of forbearance and cop-
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ing. A member could deal with prospective and current quality-of-life is-
sues while providing help to peers. Group members were seen to be in
the same lifeboat “until death do them part.”

Reconfiguring Group Work Services

While this early model of group support services is still relevant in many
respects, it must be adjusted and refined in view of PWAs’ increased
longevity and the highly variegated cohorts of persons now affected by
AIDS in many settings. What was once a single model of group work ser-
vice has become a series of specialized models that reflect with more pre-
cision the disease sequence and medical treatment advances. Three gen-
eral types of support groups are recommended and principles for
intervention specified.

Orientation Support Group

This group’s primary focus is assisting members to cope with the issue of
recognizing themselves as persons with AIDS. This may also mean com-
ing out of the closet as a gay person or a person with a history of drug
abuse.

Understanding the practical and emotional consequences of the dis-
ease for the person’s future orientation and management of different as-
pects of everyday life becomes important. Women with children have to
consider custody after they die. All persons must consider how they
will manage their income and health care now and if they become un-
employed or disabled in the future. Guidance about available health and
social services and how to use them is an important aspect of group
activities.

Depression, guilt, shame, and powerlessness are reduced as group
members gain understanding about the similarity of their reactions and
their different coping strategies. The orientation support group is com-
prised of newly diagnosed PWAs; it is time limited (six to eight sessions)
and focuses on getting on with life after an AIDS diagnosis. These groups
are most effective when sponsored by community-based organizations.

Group homogeneity is an important consideration in the design of
orientation support groups. Gay men, male intravenous drug users,
women who are nondrug abusers infected by men, and women using in-
travenous drugs may benefit from homogeneous group composition that
allows for more in-depth discussions of members’ diagnosis, needed serv-
ices, and coping strategies. Linguistic barriers and disabling conditions
may necessitate special groups led in a foreign language or American Sign
Language. Increased sophistication in developing specialized groups also
applies to the two support group models that will now be discussed.
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Relationship Support Group

This group is needed after the initial shock of the diagnosis has been han-
dled. This model of group support focuses on the significant changes in
the quantity and quality of interpersonal relationships that ensue for
PWAs after they and other persons in their lives contemplate the current
and prospective consequences of the disease. PWAs may see themselves
as tainted or, as some PWAs have described it, as “soiled goods.” The
stigma attached to PWAs is reinforced when other persons, who were
previously close, begin to disengage or abandon them. PWAs and others
close to them may be troubled by the HIV/AIDS diagnosis and by the dis-
closure of homosexuality, bisexuality, drug use, or marital infidelity.

Just as PWAs become preoccupied with recurrent death anxiety,
persons close to them must contemplate hospitalizations, new symptoms,
and dying. Relatives and others may experience feelings of rage and emo-
tional conflict.

Needless to say, if the PWA is presumed to have infected family
members, the emotional turmoil and conflict are magnified enormously.
Consider the following situation of Mr. A., a 35-year-old man, and his wife
of five years.

Mrs. A. has been previously married. While she is pregnant with their
second child, she and Mr. A. discover that Mrs. A’s first husband died of
AIDs (related to a hidden history of drug abuse). HIV tests are given to
Mr. and Mrs. A. and their first child; the results for each of them are
positive. Mrs. A. has been recently diagnosed with disseminated tuber-
culosis and AIDS; it will take over a year of testing to determine if the
newborn is HIV infected because the mother’s and the child’s antibody
production must be distinguished.

The need for a variety of health and social services for the A. family
now and in the future is apparent. Part of a case plan for Mr. and Mrs. A.
can be a relationship support group to address the welter of interpersonal
problems they may face. Among the possibilities are a couples support
group composed of others in a comparable situation, a women’s PWA
group composed of women infected by spouses, and a caregiver support
group of men caring for women with AIDS.

Relationship support groups explore the current stresses in inter-
personal relationships arising from being a PWA or a caregiver. These
groups are time limited, with a focus on providing emotional and practi-
cal assistance in working out interpersonal conflicts and finding additional
sources of support as the mounting demands of self-care and caregiving
create stresses for group members. One objective of these groups is to
maximize the autonomy and self-determination of the members as they
make choices between the demands originating from the disease and
those arising from day-to-day living. A group meeting for 8 to 12 weeks is
introduced by the social workers, who state that group members will de-
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velop the understanding and skills needed to get on with their lives.
Throughout this group experience, the social workers reinforce examples
of members’ resourcefulness in handling AIDS-related problems and
making life plans. The social workers state that they believe that living
with AIDS means that members get on with their lives, which includes
work, friendship, intimacy, and new experiences.

Coleadership should be considered as a way of modeling roles and
providing continuity when a facilitator is absent. The group members
may recontract for an extension of the group as needed and as resources
permit. Emphasis should be placed on enhancing group members’ ca-
pacity to understand and to manage HIV/AIDS-related problems that
typically arise within their kinship and friendship systems. Problems at
work may also be discussed.

Relationship support groups require careful intake. The social
worker helps the potential group member or couple identify possible in-
terpersonal issues to be addressed in the group. The intake process is ex-
pedited when group candidates have first explored interpersonal con-
cerns in an orientation support group. This model of group support can
be based in AIDS community-based organizations, mental health set-
tings, family services agencies, child care agencies, and other settings
used by and accessible to PWAs, their kin, and others associated with in-
formal caregiving.

Quality-of-Life Support Group

This group is appropriate during periods of serious illness and the end
stage of the disease process. It may not address many PWAs’ needs until
a few years after diagnosis. Life-threatening diseases tend to occur later.
PWAs frequently experience an asymptomatic period or a period of less
dramatic symptomatic display when AIDs and its life-threatening poten-
tial need not occupy exclusively PWAs’ cognitive and emotional lives.

A quality-of-life support group provides PWAs with a safe location to
discuss their reactions to shortened life. A process of life review, more
typically associated with the elderly, occurs in the group. It is occasioned
by serial losses in the form of disfiguring symptoms, social isolation and
abandonment, deaths of others, mental disorganization, and other dis-
abling conditions. The group gives support and guidance as members
confront humiliating, severe symptoms. For example, the group allows
members to exchange opinions about undergoing experimental treat-
ments that may cause irreversible side effects. Members can openly dis-
cuss issues like HIV dementia symptoms and even use humor to face the
affront of baldness caused by chemotherapy treatments.

Particular symptoms of opportunistic diseases may warrant special
efforts to develop homogeneous groups. Groups may be composed of
PWAs with visual impairments resulting from the activity of a persistent,
chronic cytomegaloviral infection that destroys the retina of the eye, or
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they may consist of members with rapidly progressing and disfiguring le-
sions of Kaposi’s sarcoma, a form of skin cancer. In such groups, members
can provide empathetic support and exchange useful information about
resources: how to obtain cosmetics to disguise lesions or community re-
sources for mobility training at home. Quality-of-life support groups are
found in AIDS community-based organizations, hospitals, long-term care
programs, hospices, religious organizations, and local health and social
service agencies. Parallel groups of this nature for caregivers are also very
useful. Coleadership is strongly recommended to provide continuity of
facilitation and emotional support to leaders in these very demanding
groups. This support group model is usually opened-end in time. Careful
consideration and preparation must be given to the introduction of a new
member (Gambe & Getzel, 1989).

COMMON THEMES

Recurrent themes emerge in group discussion and interaction that pre-
sent the social worker and members with rich opportunities to work
together.

An Uncertain Conditioning

Uncertainty occurs in all support groups during different phases of group
development. For example, in the beginning phase of the group, mem-
bers may express deep ambivalence about being in a group for PWAs be-
cause they do not understand what AIDS represents to them. Rather
than confront the uncertainty of their life course, they protect themselves
against death anxiety through simple denial—maybe they really do not
have AIDS or perhaps they are not suited for a group of PWAs.

Approach-avoidance behaviors appear in the group. Members join
subgroups that are in conflict. Some members only want to talk about
cures and treatments for HIV/AIDS and castigate others who want to dis-
cuss their fear of becoming sick or the recent deaths of friends from com-
plications of AIDS.

Recommended Ways of Working. There is a great temptation to side
with one subgroup; this tendency should be avoided. The social worker
should make group conflicts a problem for group members to solve. The
social worker should assist group members to explore solutions that might
simultaneously address the need to accept the uncertainties of disease se-
quence and treatment while approaching life without a morbid outlook.
Group members share thoughts and problem-solve together. The social
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workers must walk a fine line, carefully accepting different perspectives
offered by conflicting subgroups.

If the social worker is not a PWA or does not have a background sim-
ilar to that of the members, he or she may become a target of group mem-
bers” anger for not having to deal with the same life issues.

Case

The following incident occurs at an early meeting of gay men with
AIDS after Robert returns to the group when his lover dies from an
opportunistic infection:

Members are engaged in an intense discussion of the benefits
of combining antiviral medications to halt HIV replication when
Robert asks, in an offhanded way, if this discussion is boring to the
social worker, since he does not have AIDS. Other group members
stop and stare at the social worker, who begins to flush. Looking at
Robert and the other group members, the social worker says, “The
group seems to be reacting to Robert’s important question to me.”

In defense of the social worker, another member, John, says
that you do not need to have AIDS to lead a group of PWAs. The so-
cial worker indicates that this might be so but wonders if Robert and
some other group members might feel differently. An intense group
discussion ensues in which Robert talks about his anger about the
death of his lover and his distrust of anyone who does not have
AIDS and has not suffered. Some group members, while defending
the social worker, acknowledge their jealousy in their lives toward
people who do not have AIDS. Group members, with the help of
the social worker, go on to discuss their concerns about how Robert
is managing after the death of his lover. The discussion slowly edges
back to new treatments as the session ends.

Crisis Situations

Recurrent biopsychosocial crisis situations arise in the PWAs’ interper-
sonal systems that necessitate in-depth attention by the group members.
Previous patterns of adaptation and problem solving may no longer be
available to PWAs in crisis. Acceptance of powerful emotional displays
occurs in the support group. Other members can display a sense of mas-
tery by using their learning from undergoing similar crises to help a peer
in active crises.

Recommended Ways of Working. The social worker must see the group
members as capable of accepting crisis situations that arise among mem-
bers, avoiding an overprotective stance. To the extent that the social
worker encourages members to discuss how they have handled similar
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situations, mutual aid will be encouraged, in contrast to flight behavior, in
which members give facile advice on a one-on-one basis. It is important
to point out themes that reflect emotions and ideas shared by the mem-
bers. The social worker may also help members reach out to each other
as crisis situations arise between sessions, assuming that members agree
to this type of support during the group’s deliberations.

Case

A crisis situation was revealed in a women’s PWA group 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 if she lived or
died but felt shame for what would happen to her two young chil-
dren. Shaking convulsively, May wept, saying that she had not
planned for guardianship after her husband had died 6 months ago.

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 social work agency when she panicked about going into the hos-
pital. The social worker told the group that it seemed very hard to
do a will and make guardian provisions. Joan said that you just don’t
want to think about dying but that you have to be realistic, con-
cluding, “Better late than never.” The group then began a discus-
sion about how, after being diagnosed, they had grown more re-
sponsible in thinking about their children.

A Changed Identity

A very strong theme that emerges in groups of PWAs is participants’
change of self-image linked to AIDS. For example, receiving an AIDS di-
agnosis can be seen as a rite of passage. Normalizing and AIDS identity
is a way of coping with an otherwise unacceptable condition that others
readily see as a death sentence.

Support groups simultaneously normalize the PWA status and pro-
vide guidance in understanding this status when representing oneself to
outsiders. Strongly associated with a shift of self-definition is a greater ca-
pacity to look at the question of mortality and the meaning of a life threat-
ened by AIDS.

Erikson (1964) notes that all stages of the life cycle place demands
on the individual to find meaning in life in order to cope with the stresses
of existence and reminders of death. Human individuality finds its ulti-
mate challenge when a human being confronts mortality. Identity ques-
tions may become exquisitely transparent in the face of death.

Recommended Ways of Working. The group becomes a safe context to
discuss concerns and express feelings about the inequity of a life ending
too early, unfulfilled goals, unfinished projects, and taking leave of loved
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ones. With the death of a member, surviving members bear witness to the
meaning of the loss and the significance of their own lives. Clearly, the so-
cial worker must be prepared to listen and not to quickly reassure. The
social worker’s guilt and helplessness as a survivor necessitate the pres-
ence of supervisory and peer supervision.

Case

After the group discusses the recent death of a member, Greg says
to the social workers, “It is your job to remember us after we all
die.” The social worker, after some hesitation, replies that the
deaths of group members sadden him greatly and he feels the heavy
burden of loss, yet his is grateful to be part of the group, where he
has met so many wonderful men. He can never forget them.

The social worker asks the group members if they have reac-
tions to his outliving them. Some members joke, saying that he had
better enjoy himself when they are gone. Paul says that he is jealous
of the social worker. Gradually, the subject is adroitly changed by
Paul.

EVALUATION APPROACHES

Although difficult, the evaluation of group support models for different
population is very much needed. Consumer feedback about short-
term support groups is a good way to begin. Measurements of consumer
satisfaction, knowledge gained about resources, and the actual use of
services and entitlements should be investigated. More traditional meas-
urements of clinical outcomes can be obtained from relationship support
groups.

Quality-of-life support groups present serious concerns, and ethno-
graphic approaches should be considered because of the likelihood of
physical fragility and HIV-related dementia among members. Since
PWAs feel stigmatized and may have histories of stigma, respect for the
integrity of their personal boundaries, confidentiality, and autonomy are
critical. PWAs should be allowed to tell their stories without prejudice,
coercion, or prior interpretation. Telling their stories may represent the
human need to be remembered.

RESOURCES
American Foundation for AIDS Gay Men’s Health Crisis
Research (AmFar) 119 West 24th Street
120 Wall Street (13th Floor) New York, NY 10011
New York, NY 10005-3902 GMHC Hotline (800) 243-7692 or
(800) 39-amfar hotline@gmhc.org

www.amfar.org www.gmhce.org


www.amfar.org
www.gmhc.org
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National AIDS Hotline (Centers Washington DC 20009

for Disease Control and (202) 483-6622

Prevention) WWW.NMmac.org
(800) 342-2437 (English) _ »
(800) 344-7432 (Spanish) San Francisco AIDS Foundation

995 Market Street
San Francisco, CA 94103
California Hotline: (800) 367-AIDS or

(800) 243-7889 (TSS)
www.ashastd.org/nah

National Minority AIDS Council feedback@sfaf.org
1931 13th Street NW www.sfaf.org
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Chapter 4

Group Work with
Head-Injured People

BY SUSAN T. FUTERAL

Traumatic brain injury, as evidenced in head trauma patients, is defined
as brain damage from an externally inflicted trauma to the head that re-
sults in significant impairment to the individual’s physical, psychological,
and/or cognitive functional abilities (Aliev, 1984). Brain injury is charac-
terized by altered consciousness (coma and/or post-trauma amnesia) dur-
ing the acute phase after injury (Bakay & Glasauer, 1980), and by neuro-
physiological sequelae in the recuperative phase (NINDS, 2002). A coma
is defined as the state of not being responsive or able to be aroused in that
the person doesn’t open their eyes, speak, or follow commands. Post-
trauma amnesia is defined as a failure of memory after the injury until
continuous recall, sometimes with retrograde amnesia, which is the loss
of memory of events for a period of time prior to the injury—Headway,
2003. The duration of the acute phase and rehabilitative phase varies
greatly, usually depending on the severity and placement of the injury
(Ashley et al., 1994).

There are two distinct types of head trauma or TBI (traumatic brain
injury): one is open head injury and the other is closed head injury, each
producing serious concerns during the rehabilitation. An open head in-
jury may be sustained when there is intracranial penetration of the head,
such as in wartime or street violence, as in a gunshot wound. A closed
head injury can be sustained in either of two ways: one is a no-missile in-
jury in which sudden acceleration/deceleration is the primary force, such
as in a car accident when one’s head hits the windshield such that the
brain smashes forward and then backward, rebounding against the walls
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of the skull, causing damage to both the front and back of the brain; and
the second could be from a blow to the head by a blunt instrument, often
causing a contra coup lesion, in which there is bruising of the brain tissue
in the side opposite to where the blow was struck, resulting in an altered
state or total loss of consciousness. There are also persons who suffer
from a CVA (cardiovascular accident), stroke, or viral or post-viral syn-
dromes who suffer with symptoms paralleling those of other head trauma
patients, and the rehabilitation is similar as well. There are several scales
available in the assessment of neuropsychological functioning after the
injury. Two of the more common scales are the Glasgow Coma Index
Scale and the Ranchos Los Amigos Scale, each rating the individual on
various verbal and non-verbal (mostly tactile) responses (Ashley et al.,
1997). By definition, a person must lose consciousness for a period of
twenty minutes to be diagnosed as “in a coma,” and these two scales pro-
vide a means for consciousness to be measured.

TBI patients comprise a relatively new population, as many head
trauma patients had poor survival rates prior to new medical and techno-
logical advances. In the mid-1900s the survival rate from TBI was about
10% for persons with severe head injury, whereas in the twenty-first cen-
tury, we are witnessing about a 50% survival rate for this same population
(Persel & Persel, 2001). The Medical College of Virginia completed a
NINDS-funded study (National Institute of Neurologic Disorders and
Stroke), which focused on the issues of rehabilitation, citing the fact that
medical technology has decreased the number of deaths, but have they
increased the number of disabled survivors? This study concluded that
aggressive surgical and medical treatments have indeed enabled some
patients, who would have otherwise died, to make a good recovery with-
out increasing the proportion of severely disabled patients. Other studies
looking at patients with minor head injuries, such as concussions, sports
injuries (such as boxing, wrestling, and football) or falls (stairs, ladders,
rock climbing), indicate that subtle consequences may be higher in fre-
quency and more lasting than previously believed.

Traumatic brain injury differs in two ways from other types of brain
damage (Alzheimer’s, Parkinson’s, genetic stroke, degenerative, drug and
alcohol abuse, etc.). Head trauma happens suddenly, bringing significant
change immediately, and the damage is usually diffuse and widespread
throughout the brain. The effects, therefore, are multiple. Additionally,
damage to the brain can be acquired in the course of what may have been
normal development (Maryland Head Injury Foundation, 1985). The
success rates of rehabilitation techniques in improving the quality of life,
increases in ADLs (activities in daily living), and survival rates for TBI pa-
tients are mostly due to better knowledge of the brain, the body’s most
complex organ. The research is often twofold: one set of researchers
studying at the micro level, the localization of brain function, structure,
and brain cells; the other set following the patient’s progress, comparing
it to the premorbid history to predict better physical, psychological, and
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social recovery (Little et al., 1996). The residual deficits that result from
traumatic brain injury may be divided into two areas: medical (or physi-
cal) and psychological. The medical deficits may include muscle contrac-
tions, bowel and/or bladder dysfunction, and seizures. The psychological
deficits may include depression, judgment loss, memory loss, impulsive-
ness, headaches, and lowered self-esteem.

Head injury is a significant cause of mortality and morbidity. Each
year in the United States, 400,000 to 600,000 people suffer severe trau-
matic head injury. Of these, it is estimated that 100,000 deaths occur, and
between 30,000 and 50,000 others are left with disabilities severe enough
to preclude a return to normal life (Kraus et al., 1984). Head trauma is
the third most common cause of death in persons less than 38 years of age
(Maryland Head Injury Foundation, 1990).

Severe head injury occurs with an overall frequency of 24 per
100,000. The peak age range is between 10 and 19 years, with an inci-
dence of 38 per 100,000. Severe head injury occurs two to three times
more often in males than females; the largest sex difference is found in
the age range of 15 to 24 and accidental falls in children under 15 years
(Maryland Head Injury Foundation, 1990).

This chapter describes the effectiveness of social group work with
head trauma rehabilitation patients. As head trauma patients have never
survived until the past few decades, there is presently no defined therapy
aimed at rehabilitating them emotionally (Maryland Head Injury Foun-
dation, 1989). Therefore, this is an area in which social workers can ex-
plore, develop, and refine methods for their clients’ mainstreaming into
society (Gerring, 1986).

CHARACTERISTIC PROBLEMS

Individual and family therapies are often provided for head trauma vic-
tims; group treatment is not routinely offered in head trauma facilities.
However, studies have shown group treatment to be effective in assisting
troubled people to reintegrate into society (Garvin, 1987).

Some of the difficulties that head trauma patients face are readjust-
ment to social, vocational, and educational settings (Maryland Head In-
jury Foundation, 1989). Feelings of grief over loss of normal bodily func-
tions and limbs may affect their self-esteem throughout the recovery and
rehabilitation period (Gerring, 1986). These issues can be approached in
group work.

Because of personality traits, learning styles, location and severity of
the injury, and time lapse between the impact and the psychological re-
action, the recovery rate is different for each individual. Varying degrees
of physical, mental, and personality changes occur after a traumatic head
injury. Although systematic comparative studies of the consequences of
head trauma in adults and children have not been undertaken, evidence
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suggests that children experience a swifter recovery because of the
greater plasticity of the immature nervous system. Determining whether
a post-traumatic patient is suffering intellectual impairment as a result of
the injury depends on the assessment procedures used in evaluation. A
brief mental status examination may suggest normal functioning, whereas
more detailed testing may uncover defects of varying degrees.

PRACTICE PRINCIPLES

Limit and Structure

For several reasons, head trauma patients often suffer from cognitive im-
pairments that ultimately affect not only their knowledge and memory
but also their decision-making ability. The group worker needs to under-
stand that it is imperative to set limits with the members of the group.
They must agree to start and end on time. The group must have structure;
a beginning warm-up, a middle period of work, and a final period of shar-
ing. Guidance is paramount, especially during periods of sharing, so that
group members do not, intentionally or otherwise, react in such a way to
adversely affect the member who has shared.

The phases of the group (the beginning, middle, and final activities)
must be communicated to the group members so that they, too, can fol-
low and track their progress. Whereas in other group approaches dis-
cussed in this book these phases are not always made explicit, here, with
an emphasis on structure, they are openly discussed.

Group Composition

One important feature of any group is homogeneity. Head trauma pa-
tients often experience a feeling of isolation, as if they are the only ones
going through recuperation. Not only is it wise to provide a support group
for these patients, it can also be helpful, at times, to run a multi-family
group for their spouses and family members. These people can help en-
hance the patient’s functioning and quality of life.

Worker’s Role

As the emphasis is on structure, the worker’s activity level needs to be
high. The worker may feel that he or she is being condescending by mak-
ing statements such as “You need to put your coffee down and start the
group now,” or “It’s time to put cigarettes out and come in to start the
group now.” This can make a worker feel as if she or he is dealing with a
grade-school class and not a population of adults.

When working with head trauma patients, one must be very specific.
Activities must be clearly organized and defined. This clear sense of guid-
ance makes it easier for the trauma patients to follow through and gives
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them a feeling of acceptance and security. Group members may feel awk-
ward asking questions, particularly concerning the context of neurophys-
iological impairments such as aphasias, agnosias, work retrieval problems,
and other communication disorders. The worker must be prepared to
state the guidelines and goals, the intended climate of the group, and the
rules for sharing, participation, and confidentiality. These rules must be
adhered to strictly.

Time and Hope

The group worker must take time to process the information conveyed in
the group. The events of the lives of group members may seem random,
unfair, overwhelming, and confusing. Helping trauma patients cope with
their losses and deficits and with their families can become a severe emo-
tional drain. Group workers cannot take all this home every night. They
must find a way to leave the stress in the office and be willing to share ex-
periences with coworkers to achieve support.

Yalom (1995) says that instillation of hope is critical to head trauma
patients. Research shows about a four-year recovery time. Patients need
to know that they can get better and will improve with work.

A group worker should know what other services are being provided
for the patient, such as occupational therapy, vocational redirection, job
coaching, rehabilitation therapy, family counseling, individual counsel-
ing, skilled nursing, home visits, physical and speech therapies, and post-
trauma psychological testing. A knowledge of the brain (see Figure 4.1
and Table 4.1) is necessary to understand the nature of the injury. Often
head trauma patients have near to full 1Q recovery, and this recovery
needs to be pointed out to them. Hearing that “you're doing really well in
your math class, and we can work together on helping you remember
what period of the day you are in” can give a patient’s sagging ego the
boost needed to continue their progress and show the family members
that the patient need not be totally dependent.

Common Themes

A firm but gentle, focused discussion is necessary. Common group
themes for discussion include a review and recapitulation of the injury;
experiences while in the hospital; ongoing concurrent services; assessing
what’s helpful and what is not; feelings in one’s body, mind, and spirit; and
coping with family relationships. Financial stressors created by the injury
may not be a motivating theme for change, but group members may want
to discuss the realities of their new situation.

This section is divided into two shorter sections in order to gain
greater understanding of group themes in practice: one focusing on
youngsters and the other on adults.
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Figure 4.1 Major Divisions of the Brain

Children and Adolescents

Every year, about 1 in 500 children sustain a head trauma serious enough
to require hospitalization, in which boys are twice as likely to sustain a
traumatic brain injury (TBI). Approximately 3,000 children and adoles-
cents die from TBI each year; 29,000 are hospitalized each year and
400,000 are treated in emergency rooms each year. Children under age
four are mostly injured from falls or child abuse, five- to nineteen-year-
olds are most likely injured in motor-vehicle accidents, and fifteen- to
nineteen-year-olds have the highest rate of firearm-related injuries. Many
children also suffer from acquired brain injury resulting from tumors,
strokes, infections, illness, or loss of oxygen. The most common physical
changes are fatigue, headaches, seizures, balance problems, and sensory
impairments. The neurophysiological sequelae seen most often in chil-
dren are depression and anxiety, low frustration tolerance, and impulsiv-
ity and disinhibition (agitated, aggressive, argumentive), all of which may
have an impact on one’s education. Some of the common deficits in aca-
demic performance are difficulty learning and remembering new things,
difficulty integrating new and old learning, difficulty paying attention and
concentrating, and difficulties with planning and executing tasks. The ex-
ecutive function in the brain is responsible for problem-solving, organi-
zation, recognizing priorities, planning, working towards a goal, and
recognition of due dates. Often these students will finish up their home-
work or class work or group work assignments and forget to turn them in.



Table 4.1 Localization of Brain Function

Cerebral Cortex

Pre-frontal and
Sfrontal lobe
Located right under

the forehead

Parietal lobe
Located near the
back and top

of the head

Occipital lobes

Located most poste-
rior, at the back
of the head

Temporal lobes
Located above the
ears on the side

Functions
Consciousness, activity,
language

Functions

Visual attention, touch,
manipulation of ob-
jects, integration of
different senses

Function
Vision

Functions
Hearing, memory,
categorization of

Problems

Attention; emotional lability; disinhibition;
paralysis; loss of spontaneity; expres-
sive language—Broca’s aphasia

Problems

Anomia—inability to name object;
Agraphia—inability to locate the
words for writing; Alexia—problems
with reading; Dyscalculia—difficulty
doing math; attention deficit; diffi-
culty with hand-eye coordination

Problems

Visual deficits; color or movement Ag-
nosia—not recognizing the colors or
movements of an object; word blind-
ness

Problem

Prosopagnosia-inability or impairment to
recognize familiar faces; difficulty in

of head objects understanding spoken words—Wer-
nicke’s aphasia; memory loss
Brain Stem
Located deep in Functions Problems

brain, leads
into spinal cord

Breathing, heart rate,
swallowing, reflexes,
digestion, tempera-
ture, blood pressure,
sweating, sleeping,
and balance-vestibu-
lar function

Dizziness and vertigo; difficulty with or-
ganization and perception of the en-
vironment; swallowing food and
water-dysphagia; decreased vital ca-
pacity in breathing; problems sleep-
1ng

Cerebellum

Located at the base
of the skull

Functions

Coordination of volun-
tary movement,
balance and equilib-

rium , Some memory

Problems

Loss of ability to coordinate fine motor
movements such as reaching and
grabbing objects; loss of ability to
walk; tremors; dizziness; slurred
speech; inability to produce rapid
movements
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Many students with TBI need special education services, Individual Ed-
ucational Plans (IEP’), medication, and more intensive services (SEW,
2001).

The Maryland Institute for Emergency Medicine studied 230 fami-
lies of multiple-trauma patients in an attempt to develop an effective
treatment modality to help families confronted with the sudden or threat-
ened death of a family member (Epperson, 1977).

Epperson describes six phases following the catastrophic event
which the family and the patient must pass through before they are able
to reorganize, reintegrate, and regain a homeostatic state: (1) high anxi-
ety, (2) denial, (3) anger, (4) remorse, (5) grief, and (6) reconciliation.
These stages are viewed as the phases of recovery. The outcome of this
descriptive study offers methods of family intervention for social workers
in critical care settings.

Chadwick, Rutter, Brown, Chaffer, and Traub (1981) completed a
longitudinal field study comparing 25 children with head injuries to an
individually matched group of 25 children with orthopedic injuries, using
the WISC Performance and Verbal IQ Scale. Their findings were positive
to the extent that post-test measures, compared to the pretest scores ob-
tained one year earlier, showed significant improvement in the head-
injured group.

Gerring (1986) examined 52 children and adolescents (2 to 18 years
old) who had sustained head injuries and were treated at Johns Hopkins
Hospital and the Kennedy Institute. She explored the duration of coma
in relation to the early and late cognitive and psychiatric sequelae. Ger-
ring identified a spectrum of behaviors, known as the disinhibition syn-
drome, which refers to the inclusion of inappropriate words or acts, poor
judgement, amotivation, apathy, carelessness in hygiene and dress, con-
ceptual disorganization, inattention, hyperactivity, impulsiveness, aggres-
sion, hypergraphia, and pica. She also discussed pre-injury psychiatric or
behavioral disorders and the role of medication.

Adults

Prigatano, Fordyce, Zeiner, Roueche, Pepping, and Wood (1983) studied
the cognitive and personality disturbances following closed head injury in
young adults. They concluded that treatment successes were manifested
as less personality disturbance and better learning and memory scores
after treatment than treatment failures.

Brooks and McKinlay (1983) not only explored the cognitive func-
tioning of head trauma patients but also expanded their research to in-
clude personality and behavioral changes that often occur after trauma.
They found that teaching the family member or caretaker to recognize
and manage personality and behavioral changes in the patient may be a
crucial aspect of rehabilitation for this population.
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Weddell, Oddy, and Jenkins (1990) evaluated 44 young head-injured
adults over a two-year period to monitor their social adjustment. They
concluded that “in addition to developing improved retraining tech-
niques for intellectual and personality changes, it may be important to
look for better ways of helping patients and their relatives adjust to these
residual mental impairments” (p. 26).

In summary, the literature supports the need for rehabilitative group
work. The evidence of neurobehavioral and psychological sequelae is
present in this population, even two years after trauma. Although it seems
that children and adolescents may heal more rapidly than adults (Chad-
wick et al., 1981; Epperson, 1977), there are still cognitive and behavioral
deficits that need to be addressed through further rehabilitation. Head
trauma rehabilitation with adults is a complex issue because recovery in-
volves the interdisciplinary treatment team at both the acute and post-
trauma stages. The ongoing rehabilitation (Brooks & McKinlay, 1983;
Hill, 1984; Prigatano et al., 1983) involves relatives and caretakers to pro-
mote stability in the home setting. Overall, there seems to be support for
more intense outreach efforts to facilitate the emotional adaptation and
social reintegration of head trauma patients.

INTERVENTIONS

Although head trauma is primarily seen in young adults, many young chil-
dren and adolescents are affected by severe traumatic brain injury
through sustained head trauma. In organizing a group, the agency plays a
key role. The worker must conform to the rules of the agency, whether in
a state-run, an inpatient, or an outpatient setting. The setting itself pro-
vides the norms for the climate of the group in terms of promoting a shar-
ing and caring atmosphere. My preference is the closed model, in which
the group worker limits the number of participants and follows guidelines
for a specific structure, whether a task or behaviorally oriented recidivist
model. A closed model does not allow new people to enter the group, a
distracting aspect of the open model. A number of self-help groups, such
as the 12-step programs, operate on the open model. I have found, how-
ever, that in professionally led groups, a closed model is more successful
because the social worker sets the guidelines and structure for related ex-
pectations of individuals in the group, at a given time, and for a given pe-
riod. Group phases are easier to monitor, an essential consideration when
working with people with severe neurological damage and other at-risk
populations.

In the early stages of the group, it is essential for the group worker
and coworker to facilitate and develop both short- and long-term goals. A
rehabilitative approach seeks to make changes that will alleviate specific
handicaps or disabilities to the individual’s functioning in his or her social
role (Garvin, 1987). Interventions may include therapeutic discussions,
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education, tutoring, arts and crafts, recreation, sports, politics, religion,
sexuality, or other themes.

The goals of the group are to (1) maximize the potential of poly-in-
jured clients within the limitations imposed by their injuries; (2) help
clients readjust both psychologically and socially to their environments;
(3) help clients deal with their new identities, relearn social skills, maxi-
mize their communication abilities, explore new roles, and discover new
vocational opportunities; and (4) emphasize the clients’ functional capac-
ities in the areas of daily living skills, communication, cognition, mobility,
and psychosocial awareness, and thereby reestablish their self-esteem
(Garvin, 1987).

A case example of a short-term closed group is found at a metropol-
itan state hospital on the East Coast. The outpatient department for head
trauma rehabilitation, termed “The Center for Living,” had a multidisci-
plinary focus. Its purpose was to help recovering head trauma patients
adjust and reintegrate into society. There was an equally important sup-
port system for family members and significant others. The goal of the
group, because of its homogeneity, was to help the patients adjust and
reenter, although discussions became intense. The patients in the group
were reasonably familiar with one another since they were together for
various activities, such as speech therapy, occupational therapy, physical
therapy, and job coaching.

None of the members of this particular group was able to work, but
they spoke freely about their loss of bodily control—for example, the
frustration of a stuttering problem that had not existed before the injury.
It was frightening for them to talk about relationships with family mem-
bers. Many relatives had grieved for them and had been prepared for
them to die. When they lived, their relatives were not prepared for the
personality changes they experienced. Additionally, the patients did not
always realize that they had undergone a personality change. Often they
admitted to having a shorter temper or angrier feelings than previously,
but they were truly unaware of the significance of the disinhibition syn-
drome that typically characterizes head trauma rehabilitation patients.

Both of the group workers in this setting were patient and focused.
They assured complete safety and confidentiality to the group members.
Their participation was geared to helping the members share their feel-
ings and lives with each other. They helped patients cope with recovery
issues—the loss of body parts and bodily functions, changes in personal-
ity and attitudes—and to understand the grief of their families. By setting
clear, concise goals, the members of the group were able to participate in
a warm and sharing climate.

A second case example comes from the support group offered at the
University of Maryland through the Maryland Institute of Emergency
Medical Systems Department. The group’s members were former hospi-
tal patients who had also sustained closed-head injury. This group did not
receive many formal services through the university but were able to
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spend time sharing their experiences. The goal of this group was to un-
derstand the emotional, social, and behavioral impairments resulting
from their injuries. The members were able to create a climate of safety.
They considered themselves lucky to be able to maintain as healthy a
lifestyle as they had. This hospital-based group met in the nurses’ station,
which provided a warmer atmosphere than might exist in other inpatient
settings. This, too, was a closed group, but it continued for several
months, in contrast to the 10-week program of the previous example.

This group set the short-term goal of helping its members obtain all
of the supportive physical services they might need. Also discussed were
job coaching and vocational redirection. The group’s long-term goal was
to help the members cope with the stress and difficulties of recovery from
their injuries. These people were living independently. Although some
of them received disability income, they were either employed in some
capacity or completing a Department of Vocational Rehabilitation—
supported training course to obtain better jobs.

They were determined to enhance the quality of their lives. Nebu-
lous as such a group goal might seem, the members were comfortable with
it and with the climate created by the group worker. They felt safe in shar-
ing their limitations, as well as in setting new personal goals as they at-
tained better health and learned to compensate for their new deficiencies.

I found that, above all else, the ability to inspire confidence in the
patients, ensure safety in the setting, and demonstrate the reliability of
the worker benefited the members as much as the attainment of their
personal goals.

EVALUATION

To assess change in a group, the worker must evaluate both the group as
a whole and the changes that occur within each group member. The
worker will assess the changes in the group by offering feedback to the
members as the group moves through various stages. For example, at
the first meeting (the beginning/forming stage), after introductions, the
group worker can ask questions such as “What brought you to the group?”
“How was the injury incurred?” “How do you think the group can/will
help you?” and “What goals do you have for yourself?” This will set the
stage for participants to state their goals and receive feedback at subse-
quent meetings. The workers can monitor group participation by asking
each participant to offer comments a prescribed number of times per ses-
sion. Some measures of group participation plot the pattern of group
communication by monitoring to whom one speaks. Another group mea-
sure involves assessing the roles each participant plays in the group, such
as clown, hero, parent, rebel, peacekeeper, antagonist, and so on. As the
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group worker helps the participants realize their group roles, he or she
can help members gain insights to share with their families, as well as
their patterns of behavior in the group.

Several methods are available to measure how individuals evolve
and improve the quality of their lives, such as behavioral reports, surveys,
observations, record reviews, and self-reports. In a behavioral report,
someone other than the patient/client completes the instrument measur-
ing a change in the behavior being reviewed. Behavioral reports are used
in counseling, speech, and occupational therapy, and may include behav-
iors such as communication, eye contact, body posture, and clarity of
speech. A survey may measure attitudes, personality style, or other as-
pects of life by having the reporter or investigator complete a series of
questions. Observational reports are often used by the social worker to
determine progress at home, in the marriage or family, or at work. Items
such as concentration level, ability to stay focused, and appropriate
speech may be discussed. Record reviews are used most often by the pro-
fessional staff, an interdisciplinary team that reads the nursing notes and
progress notes in the patient’s chart to see how the patient is progressing.
Issues such as compliance, motivation, goal-directed behavior, and social
and emotional growth are usually reviewed. Self-report scales allow pa-
tients to report how they view their own behaviors, thoughts, and feel-
ings. Self-respect measures play an integral role in assessing the changes
in the patient, particularly when contrasted to the other reports com-
pleted by the social worker, interdisciplinary team members, and family
members.

In conclusion, it is essential for the group worker to provide a cli-
mate conducive to change. The worker must facilitate the change amon
the group members and assess the change in the quality of life in the
group setting, in the natural environment, and within the patients as they
become increasingly rehabilitated.

RESOURCES

Traumatic Brain injury; CNS—Centre National Resource Center for TBI

for Neuro-Skills Virginia Commonwealth University’s
Locations in California and Texas Medical College of Virginia
(800) 922-4994 Box 98052
www.neuroskills.com Richmond Virginia, VA 23298-0542
Offers outpatient, rehabilitation, (804) 828-9055

residential and community services www.neuro.pmr.veu.eduw/

for TBI patients. Offers treatment, resource lists,
Offers manuals, newsletters, new new ideas, and services to TBI

research updates, and continuing patients.

education for caregivers and Offers training and conferences to

professionals. caregivers and professionals.


www.neuroskills.com
www.neuro.pmr.vcu.edu/
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Neuro-Recovery Head Injury Program

5123 North Royal Drive

Traverse City, MI 49684

(231) 935-0388

www.tbiguide.com

Offers literature on coping with com-
mon problems.

Traumatic Brain Injury National Data
Center

TBI Model Systems

Kessler Medical Rehabilitation
Research and Education Company

West Orange, NJ 07052

www.thiindc.org

Additional locations in California,
Alabama, Ohio, and Michigan

Offer services to TBI patients, coordi-
nated neuro and rehab care, and
produces innovative research.

Brain Injury Association of America
8201 Greensboro Drive, Suite 611
McLean, VA 22102

(703) 761-0750

www.biausa.org

Family Line: (800) 444-6443

Offers resources, research, publica-
tions, prevention and education, and
government lobbying (congressional
bills affecting TBI patients).

National Institute of Health—BRAIN

P.O. Box 5801

Bethesda, MD 20824

(800) 352-9424

www.ninds.nih.gov/health

Offers resources and information
networks.

Brain Trauma Foundation

523 East 72nd Street-8th floor

New York, NY 10021

(212) 772-0608

www.brasintrauma.org

Offers support services to TBI patients.

NARIC—National Rehabilitation
Information Center

1010 Wayne Ave.-Suite 800

Silver Spring, MD 20910-5633

(800) 346-2742

www.naric.com

Offers resources and publication to
patients and their families.
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Chapter 5

Group Work in the Prevention
of Adolescent Alcohol and
Other Drug Abuse

ANDREW MALEKOFF

The problematic use of alcohol, drugs, and tobacco is unquestionably the
nation’s number one health problem. While all segments of society are af-
fected, the future of young people is most severely compromised by this
epidemic.

A recent study by the University of Michigan (Johnston et al, 2002)
found that 54% of American young people in grades 8 through 12 have
tried an illicit drug by graduation from high school. Sixty-one percent
have tried cigarettes by twelfth grade and almost one-third of seniors are
regular smokers. Alcohol use remains widespread, with 80% having con-
sumed more than a few sips by the time they leave high school. Never-
theless, according to one research analyst (Males, 1999), prevalence rates
for teenage alcohol and other drug abuse are at record low levels, and
young people are in the greatest danger from their parents” addictions.

There are millions of children who grow up in homes with alcohol-
and other drug-abusing parents (Hosang, 1995). It has been estimated
that approximately one in four children in the United States is exposed to
alcohol abuse and/or drug dependence in the family at some point before
age 18 (Grant, 2000). These young people are likely to become alcohol or
drug abusers themselves without intervention. Parental alcoholism and
drug addiction influence adolescent alcohol and other drug use in several
ways, including stress and decreased parental monitoring. Negative im-
paired parental monitoring contributes to adolescents’ joining in a peer
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group that supports drug use. There is a need for an integrated service
approach to enhance the lives of these children (Committee on Child
Health Financing, 2001).

The pervasiveness of the problem extends well beyond the individ-
ual. Alcohol and drug abuse play a major role in “destroying families, crip-
pling U.S. businesses, terrorizing entire neighborhoods, and choking the
educational criminal justice and social service systems” (Brandeis Uni-
versity, 1993, summary p. 1). As social workers committed to youth, and
to the families and communities in which they live, we cannot escape the
need to address the problems of alcohol and drug abuse, regardless of the
setting of our work. Where there are people, there is alcohol and drug
abuse. Where there are youth, there are youth at risk. The purpose of this
chapter is to highlight group work as a protective factor, a powerful pre-
ventive tool for youth who show early signs of alcohol and other drug
abuse and who are at risk for alcoholism and drug addiction.

REVIEW OF THE LITERATURE

What differentiates people with negative outcomes from those who grow
up in similar circumstances and bounce back from great adversity? This
question has stimulated much speculation and a dramatic growth of the
literature on vulnerability, resiliency and risk, and protective factors
(Garmezy, 1991, Garmezy & Rutter, 1983; Glantz, 1995; Goleman, 1987;
Landy & Tam, 1998; Rutter, 1979 & 1995; Sameroff, 1988; Schorr, 1989;
Werner, 1989, 1990; Werner & Smith 2001; Werner et al., 1998). What
differentiates youth who become alcohol and drug abusers from their
contemporaries from similar backgrounds who do not? This questions
illustrates the special concern of those interested in understanding the
relationship between risk reduction strategies and substance abuse pre-
vention (Bernard, 1991; Griffin et al., 2001; Hawkins, Catalano & Associ-
ates, 1992; Hawkins et al., 1992; Vega et al., 1993; Werner, 1986).

Risk factors include constitutional (i.e., physiological) deficits and
contextual realities (i.e., the physical, cultural, social, political, and eco-
nomic environments). Examples of risk factors for youth include a history
of alcohol and drug abuse/addiction in the family; neighborhood disor-
ganization; being a victim of child abuse; becoming pregnant; having a
chronic history of school failure; being economically; disadvantaged; hav-
ing attempted suicide; and associating with alcohol- and drug-abusing
peers.

Protective factors are the individual’s constitutional assets (i.e., in-
telligence, temperament) and family and environmental supports (i.e., a
close, lifelong bond with an adult relative or mentor) that have the po-
tential to reduce risk. Hawkins, Catalano, and Associates (1992) empha-
size the importance of bonding as a key protective factor:
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Antidrug attitudes are strengthened by promoting adolescents’ bonds,
including relationships with non-drug users, commitment to the various
social groups in which they are involved (families, schools, community,
prosocial peer groups), and values and beliefs regarding what is healthy
and ethical behavior. (p. 27)

Some of the settings in which group approaches have been used to
address and/or study the preventive needs of youth at risk include the
school (Bilides, 1992; Brown, 1993; Hanson, 1992; Kantor et al., 1992;
Perry, et al., 2002; St. Pierre et al., 2001; St. Pierre & Kaltreider, 2001;
Shields, 1986; Sussman et al., 1997; Taylor et al., 1999), the public hous-
ing development (Schinke et al., 1992), the community mental health
center (Malekoff, 1994a), the criminal justice system (Freidman &
Utada, 1992; Smith, 1985), and street youth (Unger et al., 1998). Com-
prehensive approaches have been described by Hawkins et al. (1992) and
by Felner, Silverman, and Adix (1991).

Beyond the physical setting of the service are the cultural context of
substance abuse (Bachman, et al., 1991; Belgrave et al., 2000; Bilides,
1990; Catalano et al., 1992; De La Rosa & Andrados, 1993; Delgado,
1997; Forgey, 1994; Harachi et al., 2001; Hogue et al., 2002; Myers, 2002;
Rich, 2001; Taylor, 2000; Vega et al., 1993; Wallace, 1993) and the family
context (Black, 1979; Deckman & Downs, 1982; Efron, 1987; Emshoff,
1989; Gross & McCane, 1992; Johnson et al., 1998; Knight et al., 1992;
Treadway, 1989).

A protective network of supports has the potential to increase the in-
dividual’s resistance to risk, placing him or her in a better position to avoid
alcohol and other drug problems. Group work can be an important part
of constructing such a network.

PRACTICE PRINCIPLES

Beginning group work with at-risk adolescents requires careful planning,
thoughtful programming, and attention to helping the group members to
become a system of mutual aid. When combined, these principles set the
tone for an experience that provides a sense of order and an opportunity
for role flexibility, something often missing in the lives of youth at risk.

Planning

The planning model, as formulated by Kurland (1980, 1982) and further
explicated by Northen and Kurland (2001) and Malekoff (1997), identi-
fies seven variables necessary for the formation of successful groups.
Careful preparation can make the difference between groups that thrive
and groups that fail. The seven variables are:

Needs: What are the needs of prospective members?
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Purpose: What are the tentative goals and objectives of the group?
Composition: Who are the potential members?
Structure: What concrete arrangements are necessary to proceed?

Content: What means will be used to enable the group to achieve its pur-
pose?

Pregroup Contact: How will prospective members be recruited?

Agency and social context: What obstacles exist and how might they be
overcome?

Good planning is invaluable when working with youth who live in
disorganized families and or communities. Consistency, predictability,
and structure elude them in their day-to-day lives. A well planned group
experience serves as a counterforce to living in a capricious environment.
What begins as a counterforce can become a protective factor, mitigating
against risk and stimulating healthy development.

Programming

Redl and Wineman (1952) describe programming as “activities which re-
quire a certain amount of definite planning, on the part of the children
themselves, of the adults, or both” (p. 76). Breton (1990) asserts that “the
way we structure groups is all-important, for a group can be structured so
that the whole person in each member is invited to participate, or it can
be structured so that only the troubled, or broken, or hurt parts of the
person [are] invited to participate” (p. 27).

Programming is the activity that the group does to achieve its pur-
pose. How programming is determined and implemented can make the
difference between a group in which members’ strengths are supported
(Malekoff, 2001) and one in which deficits (i.e., pathology) are high-
lighted. In the case of adolescents at risk, it is important for the social
worker to structure the group to invite the whole person, to blend dis-
cussion and activity with an eye toward promoting competency (Male-

koff, 1997).

Mutual Aid

A critical question for all social workers working with groups is “Am I the
central helping person here or do I enable others to help one another?”
The latter stance, “the valuation of members as helper” (Middleman &
Wood, 1990, p. 11) distinguishes social work with groups from other
group treatments (with the notable exception of self-help groups, such as
Alcoholics Anonymous and Alanon, which are leaderless mutual aid
groups). The practice of promoting mutual aid implies faith in the group
and its potential to function autonomously. Furthermore, it suggests the
social worker’s commitment to “learn not only about but from group
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members” (Breton, 1990, p. 23). Attention to planning, programming,
and mutual aid can lead to the creation of a healthy group environment
in which trust is established, various roles are practiced in safety, and re-
liance on self is broadened to include reliance on others. To structure the
group “to invite the whole person,” the social worker must have a good
understanding of normal adolescent development, the adolescent in the
group, the social worker in the group, and the group in context. The fol-
lowing practice principles will address these issues.

1. Alliance formation with parents and other involved persons and
systems is a prerequisite to establishing an engaged group
membership (Malekoff, 1997).

Adolescents cannot be seen in a vacuum. Sanction from parents and
cooperation with related systems (e.g., school) are necessary for ongoing
work with the group. By establishing working alliances with these signif-
icant others, the social worker models collaboration and establishes the
groundwork for mediating with the various systems. Working relation-
ships with parents help to reduce the guilt that children often feel about
betraying the family. Working relationships with all involved persons and
systems help to reduce the possibility that dysfunctional interactions will
be extended to the helping system.

In the Youth of Culture Drug Free Club, an after-school program
for youth at risk located in Long Island, New York (Malekoff, 1994a;
Walthrust, 1992), a well-planned and organized dance for local youth was
marred by a post-dance fight in which a youngster was slashed with a
razor. The staff team worked closely with parents in the aftermath of the
incident. This collaboration, in light of a chaotic and potentially tragic sit-
uation, enabled the group members to work through the crisis in a
thoughtful manner despite their fear that the club might be terminated.

2. An appreciation for paradox and an ability to differentiate the
words from the music is essential to working with adolescents in
groups (Malekoff, 1994b).

Just below the surface of the strident facade or apathetic veneer that
many adolescents project are the deeper meanings that not many adults
are privileged to discover. Often the familiar refrain “Leave me alone!”
carefully conceals the cry for help. It’s not always easy to hang around to
hear the music underneath the static of the words. Yet to work with ado-
lescents, one must hang in there. Too many adults have already bailed
out.

3. Cultural awareness and sensitivity are essential for practicing
social work with groups in a society of ever-increasing diversity.
Social workers must be aware of racism, sexism, and homophobia, as
well as other cultural issues and values, as well as how they impact on
group members and how they have affected their own lives. Bilides
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(1990) suggests some guidelines for putting one’s multi-cultural aware-
ness into practice with groups. These include the following: “discuss
stereotypes at all levels (personal, familial and societal) . . . point out
commonalities . . . explore the meanings of words and language . . .
recognize and acknowledge your own discomfort about race, color, eth-
nicity, and class issues” (pp. 51-56).

The Youth of Culture Drug Free Club reflects some of the values
suggested above in their choice of club name. A predominantly African-
American group, they planned and presented a communitywide “inter-
national cultural day” in which they modeled traditional clothing from
various cultures. This was a step in the direction of opening the club to
members of other groups, including growing immigrant populations from
Central America and Haiti.

4. Use the self and access to childhood memories.

Awareness of what the group experience evokes in oneself is invalu-
able, especially with a population in motion. This includes conscious
memories of the social worker’s earlier years and struggles during adoles-
cence (e.g., personal and/or familial experiences with alcohol and drugs).
The feelings that inevitably bubble up in the lively context of the adoles-
cent group must not be ignored. Feelings and experiences can be dis-
closed at times, using good judgment. For example, the purpose of dis-
closure should never be to gain the acceptance of the group or to tacitly
encourage acting-out behavior for a vicarious thrill. This is where good
supervision enters the picture.

5. Don’t go it alone.

Social workers working with at-risk adolescents in groups need sup-
port from colleagues. Too many adults (professional or otherwise) disap-
prove of the group modality when adolescents are involved. They ques-
tion the efficacy of the work when confronted with the noise, action, and
attitudes that seem absent in the adult group. Colleagues with a track
record and an inclination to work with youth can be invaluable partners.
This includes good supervision from peers or adults and opportunities for
teamwork. Coleadership of groups is an approach that requires adequate
time for planning and reflection. Too many human services workers with-
out adequate group training operate under the false assumption that
coleadership is better, easier, or less stressful than one-person leadership.
Maybe it is, but this depends entirely on the match and on the commit-
ment and honesty that develop in the partnership. Simply throwing work-
ers together to lead groups is to be avoided at all costs.

COMMON THEMES

Groups may be formed specifically for children living in families with a
present or past history of alcohol or drug abuse. Other groups may be
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composed of youth who evidence a variety of related risk factors. Sub-
stance abuse prevalence rates (and practice experience) suggest that in
either case the social workers must have knowledge of the impact of al-
cohol and drug abuse (including alcoholism and addiction) on the indi-
vidual in the family.

What are the implications of growing up in a dysfunctional family?
How might these issues influence the individual in the group? How might
they affect the group as a whole? (Although the attention there is to sub-
stance abuse, these questions may also apply to families in which there is
child abuse, domestic violence, or severe mental illness.) The following
six themes will address these questions.

1. Children who grow up in families with alcohol and drug
abuse/addiction learn to distrust to survive.

Attention to the beginning phase of group development is critical in
building trust. By exercising anticipatory empathy, the social worker
tunes into the experience of the group members, taking an important step
in helping to build a safe environment for mutual exchange. At the be-
ginning the social worker allows and supports distance, searches for com-
mon ground, invites trust gently, establishes group purpose, facilitates
exploration, begins to set norms, and provides program structure (Gar-
land et al., 1965; Malekoff, 1997).

2. Children growing up in alcohol- or drug-abusing/addicted
families become uncomfortably accustomed to living with chaos,
uncertainty, unpredictability, and inconsistency.

It has been said that children growing up under these conditions
have to “guess at what normal is.” The group experience must provide a
clear structure with norms and reasonable limits. Issues of membership
(Is it an open or closed group? If it is open, how do new members enter?
How do members exit?), space (Is there a consistent meeting place?), and
time (Does the group meet at a regular time for a prescribed period?) are
all important considerations. Group rituals might be considered to rein-
force a sense of order and to establish value-based traditions. For exam-
ple, in the Youth of Culture Drug Free Club referred to earlier, the mem-
bers all recite a drug-free pledge at the beginning and end of each
meeting.

3. Denial, secrecy, embarrassment, and shame are common
experiences of children who live in alcoholic or addicted
families.

Joining a group of outsiders might in itself be felt as an act of be-
trayal, a step toward revealing the “family secret.” Awareness at this junc-
ture allows the social worker to invite trust gently while paying careful at-
tention to questions of trust and confidentiality throughout the life of the

group.
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4. Growing up with the ever-present threat of violence (verbal and
physical) contributes to a pervasive sense of fearfulness,
hypervigilance, and despair.

The group can become a place where differences can be safely ex-
pressed and where conflicts need not be a matter of life and death. Con-
flicts can be resolved and differences respected in a thoughtful and in-
creasingly mature manner in the group. The group is a place where
members can practice putting a reflective pause between impulse and ac-
tion and where despair can be transformed into hope.

In response to another violent incident, an interracial murder in the
community, the Youth of Culture Drug Free Club organized the largest
youth contingent in a March for Unity. Again they acted to replace de-
spair with hope, and an anticipated riot was averted.

5. Children, who grow up in alcohol- and drug-abusing/addicted

families become rigidly attached to roles.

Many of those growing up in alcohol- and drug-abusing/addicted
systems construct a wall of defenses and repressed feelings by adopting
rigid family roles (Wegscheider, 1981, pp. 86-149). Accompanying these
roles are stultifying family rules, unspoken mandates, such as don’t talk,
don’t trust, don’t feel. A group experience can provide members accus-
tomed to assuming rigid roles with an opportunity to practice role flexi-
bility, broaden their intra- and interpersonal repertoires, and gain com-
petence in coping with the environment.

In the Youth of Culture Drug Free Club, the members planned a
holiday party for themselves and organized a trip to a local nursing home,
offering gifts and spending time with an isolated population of AIDS pa-
tients. Both activities, the party and the visit, required careful prepara-
tion, enabling the members to assume diverse roles and to work in part-
nership to accomplish the group’s goals.

6. Growing up in an alcoholic or addicted family system leaves
youths with little hope that things will ever change.

The group is a social system that develops a life of its own, marked
by a developing history of events and relationships. As in any system,
there are decisions to be made, problems to solve, and crises to surmount.
If a dysfunctional family system is the primary frame of reference for a
young person, he or she may have little experience in successfully resolv-
ing conflicts or overcoming obstacles. The group can provide members
with a growing sense of confidence that difficult and frustrating circum-
stances can be overcome. The group worker must be tuned in to the
sense of hopelessness that such members bring to the group so as not to
become easily discouraged. It cannot be emphasized strongly enough
that group work with this population requires hanging in for the long haul
and modeling a sense of hope.
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One of the activities of the Youth of Culture Drug Free Club is
wilderness outings (hiking, canoeing, camping), providing members with
multiple obstacles (frustration, fatigue, fear) to confront and overcome.
The members learn quickly that surviving in the wilderness requires
more than self-sufficiency. They must come to trust and rely on one an-
other to navigate a current or climb a mountain, powerful metaphors for
what they face daily. With each trip they experience change as they
stretch their limits together, and with each successful journey they in-
crease their appreciation of themselves and their fellow group members.
In time the group itself becomes a valuable frame of reference.

RECOMMENDED WAYS OF WORKING

The agency context of the service being offered is a key determinant of
the success or failure of the endeavor. In other words, do the values of the
agency lead to policies and practices that allow the group to work toward
its purpose in a hospitable environment? The answer to this question be-
comes obvious when arrangements for staffing, space, time, and materi-
als are negotiated. To work effectively with at-risk adolescents, the host
agency must sanction the activity in word and deed. The social worker’s
responsibility is to see to it that the work of the group reflects the stake
that the agency and group members have in one another. It is not enough
to be available to work with a group. Good planning and sound social
work practice often require mediation and advocacy.

The Place of North Shore Child and Family Guidance Center is an
alcohol and drug treatment and prevention program for youth and their
families. Located in a low-income minority community in Nassau County,
New York, The Place’s clientele and staff represent a multicultural mix
that reflects a growing number of suburban communities. The services of
The Place include an intensive after-school program that is a compre-
hensive blend of group, family, and individually oriented activities. The
group program includes services for adults, children, and adolescents; al-
coholics and drug addicts; nonaddicted substance abusers; and at-risk,
non-substance-abusing significant others (youths and adults).

Some adolescents are seen as referred clients who are admitted to
the program following a formal evaluation and case disposition. Others
are seen in a variety of after-school programs that do not require a formal
clinical evaluation. The Youth of Culture Drug Free Club is an example
of the latter. Many adolescents participate in both programs as clients and
as community members.

In her landmark work on “breaking the cycle of disadvantage,”
Schorr (1989) asserts that “most successful programs find that interven-
tions cannot be routinized or applied uniformly. Staff members and pro-
gram structures are fundamentally flexible and see the child in the context
of family and the family in the context of its surroundings” (p. 257).
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Groups at The Place vary in composition, length, and purpose. Con-
tent includes psychoeducation, socialization, discussion, counseling,
therapy, outings, arts and crafts, cultural awareness activities, and com-
munity service. Staff members work in teams. This enables program par-
ticipants to become engaged with the agency as well as with an individual
social worker or counselor. Regularly scheduled team meetings are held
for the purposes of case assignment and management, program develop-
ment, supervision, and skill development.

Family involvement is an important value at The Place. All incoming
families with adolescents are assigned to an 8-week multiple-family group
program. There are generally four to seven families per group, ranging
from 8 to 20+ people. The group’s purposes include helping families with
drug and alcohol problems to learn from one another, to decrease isola-
tion, and to address the shame that children carry as a secret. These is-
sues are addressed in the service of prevention. The content includes a
combination of alcohol and drug education, discussion, role play, and psy-
chodrama. The first two sessions are structured to allow time for the
adults and youth to meet briefly in separate groups to identify needs and
make connections. The groups are co-led by two or three social workers.
The number of workers is determined by group size and by the presence
of younger (school-age) children. When the group divides, one of the
three workers meets with the children. The different age groups tend to
ally, early on, with different workers, who are tuned in to the importance
of modeling collaboration as differences arise. The cultural diversity of
the staff enriches this process as group members see people of different
racial and ethnic backgrounds working together with mutual respect.

The fifth session of one multiple-family group series began with a
staff presentation of normal development in the latency and adolescent
periods and its relationship to the family life cycle. (Psychoeducation on
normal development is of great value for families in which the members
have grown accustomed to uncertainty and consequently must guess at
what normal is. In the group this process serves to provide support, en-
courage dialogue, and reduce isolation. When the theme of separation
was presented, one of the group members, a Hispanic mother who un-
derstands and speaks English but prefers Spanish, addressed the bi-
lingual worker:

If T may I want to respond to something that the other workers said
about separation. In my country [Colombial, it is different. The kids are
expected to stay with their families until they marry. If they go to col-
lege they stay home. This [discussion] is a problem for us [motioning to
her husband, a practicing alcoholic] and upsetting that the children are
encouraged to leave.

Once this statement was translated, a lively discussion ensued as the
group, consisting of four families of various cultural origins (Columbian,
African, Yugoslavian, and Italian), exchanged their feelings about separa-
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tion. At one point the Hispanic mother’s 17-year-old son, who was re-
ferred to The Place following a single incident of binge drinking, spoke:

“I didn’t know this.” He spoke in short, choppy sentences and was en-
couraged to elaborate. “Well, now that I know [what she thinks], T'll
think about looking into colleges close to home, but I'm not staying
there until I got married.” Everyone laughed, including the boy’s par-
ents. One of the social workers summed up, turning to the boy. “Tt
sounds like you're willing to negotiate with your parents.” He acknowl-
edged her comment with a smile.
