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Preface to the Sixth Edition



FIFTEEN YEARS HAVE PASSED SINCE THE FIFTH EDITION OF this textbook was published. Our task in this sixth edition is to describe the new and significant innovations in group therapy that have emerged during these years. We are pleased and grateful to continue our long collaboration, which began forty years ago at Stanford University. We have approached our work together as seasoned co-therapists and in writing this edition have sought to support and challenge one another. We write largely as “we,” with an interweaving of both voices. At certain points, to identify an experience personal to one of us, we switch to first person and include a parenthetical abbreviation to indicate which of us is taking over the narration (IY or ML).


Our aim is to provide our readers with a synthesis of new knowledge and accrued wisdom in the practice of group therapy. We make extensive use of clinical illustrations to bring these concepts and principles to life and make the book both practical and instructive. Like previous editions, this one is intended for students, trainees, and frontline practitioners as well as supervisors and teachers.


Since group therapy was first introduced in the 1940s, it has continued to adapt to reflect changes in clinical practice. As new clinical syndromes, settings, and theoretical approaches have emerged, so have corresponding variants of group therapy. The multiplicity of forms is so evident today that it makes more sense to speak of “group therapies” than of “group therapy.” The evidence is consistently strong, across all ages and clinical needs, that group therapy is effective, generally with outcomes equivalent to those of individual therapy, and far less costly. This is true both for mental health and for substance use disorder treatment as well as for the medically ill.


The Internet makes group therapy far more accessible today than it was in the predigital world. Geography is no longer the barrier to therapy that it once was. New technological platforms create new opportunities and challenges for group therapists: What is the same and what is different as group therapy moves from the group room to the group screen? These are questions we will address in this volume in a new chapter focused on online psychotherapy groups (see Chapter 14).


Now, as clients from diverse ethnocultural backgrounds access group therapy, whether in North America or elsewhere, it is important for therapists to develop a multicultural orientation as well as sensitivity and expertise in cultural adaptation. Therapy groups have always been settings for “difficult dialogues” and discourse; race and gender identity issues can be effectively addressed in a responsive therapy group environment (see Chapter 16). Group therapy is a powerful vehicle for working with traumatized and displaced individuals.


Paradoxically, however, professional training for group therapists has failed to keep pace with the widespread clinical application of the group therapies. Fewer and fewer training programs—whether in psychology, social work, counseling, or psychiatry—provide the depth of training and supervision that future practitioners require. All too often and in too many settings, therapists are thrust into action—and asked to lead groups of clients with complex histories and diverse needs—with little training or supervision in group therapy. Economic pressures, professional turf wars, and the current dominance of biological explanations and pharmacotherapy in mental health have all contributed to this situation. Each generation believes naively that it has discovered the true solution. Mental health is a field uniquely subject to an oscillation between zealous overvaluation and zealous devaluation, even by its own practitioners. We are therefore heartened that the American Psychological Association has recently recognized group psychotherapy as a designated specialty. This decision will encourage greater investment in education and training, and we hope it elevates group therapy to the status that its ever-widening practice warrants. We know that training can be transformative.


Today’s group therapists are influenced by the demand for greater accountability in practice. Evidence-based practice is a standard to which we must all adhere. For many years, practitioners resisted this emphasis on using research, measurement, and data as guides to effective practice as an intrusion into their work—one that impinged upon their autonomy and thwarted creativity. But it is anachronistic to think of evidence-based practice as narrowly prescriptive. We believe that a more effective approach is to embrace evidence-based practice as a set of guidelines and principles that enhance clinical effectiveness. Throughout the text we elaborate on the hallmarks of the evidence-based group therapist: building cohesive groups and strong relationships, effectively communicating genuine and accurate empathy, managing countertransference, and maintaining cultural awareness and sensitivity. Being reflective about our approach to our work and making our continued professional development a deliberate focus of attention are aspects of being an evidence-based group therapist. Data collection from our ongoing groups provides us with timely and relevant feedback about what is actually happening session to session, client by client (see Chapter 13).


We recognize that group therapists are now using a bewilderingly diverse set of approaches in their work. Cognitive-behavioral, psychoeducational, interpersonal, gestalt, supportive-expressive, modern analytic, psychoanalytic, dynamic-interactional, psychodrama—all of these, and many more, are used in group therapy today. Group therapists are also bringing advances in our understanding of human attachment and the neurobiology of interpersonal relationships to bear in group therapy in an effort to integrate mind, body, and brain into their work (see Chapters 2 and 3).


Although addressing all these group therapies in a single book presented challenges, we believe that the strategy guiding the first edition was still sound. That strategy was to separate “front” from “core” in discussions of each of the group therapies. The front consists of the trappings, the form, the techniques, the specialized language, and the aura surrounding any given ideological school; the core means those aspects of the experience that are intrinsic to the therapeutic process—that is, the bare-boned mechanisms of change.


If you disregard the “front” and consider only the actual mechanisms of effecting change in a client, you will find that the change mechanisms are limited in number and remarkably similar across groups. Therapy groups with similar goals that appear to be profoundly different if judged only by their external forms may rely on identical mechanisms of change. These mechanisms continue to constitute the central organizing principle of this book. We begin with a detailed discussion of eleven therapeutic factors and then describe a group psychotherapeutic approach based on them (see Chapters 1, 2, 3, and 4).


Deciding which types of groups to discuss presented another dilemma. The array of group therapies is now so vast that it is impossible to address each type of group separately. Instead, we center our discussion on a prototypical situation—the outpatient psychotherapy group—and then offer a set of principles that will enable the therapist to modify this fundamental group model to fit any specialized clinical situation (see Chapter 15).


Our prototypical outpatient psychotherapy group meets for at least several months with the ambitious goals of both symptomatic relief and personality change. We describe this group in detail from conception to conclusion, beginning with the principles of effective selection, group composition, and preparation (see Chapters 8 and 9), and then moving on to group development, from the first sessions to the advanced stages of the group, and common clinical challenges (see Chapters 10, 11, and 12).


Why focus on this particular form of group therapy when the contemporary therapy scene, driven by economic factors, is dominated by other types of groups meeting for briefer periods with more limited goals? The answer is that longer-term group therapy has been around for many decades, and practitioners have accumulated a vast body of knowledge from both empirical research and thoughtful clinical observation. We believe that the prototypical group we describe in this book is an intensive, ambitious form of therapy that demands much from both client and therapist. This group also affords therapists a unique lens through which to learn about group process, group dynamics, and group leadership that will serve them well in all their clinical work. The therapeutic strategies and techniques required to lead such a group are sophisticated and complex (see Chapters 5, 6, and 7). However, once students master them and understand how to modify them to fit specialized therapy situations, they will be in a position to fashion a group therapy that will be effective for a variety of clinical populations in different settings.


Trainees should aspire to be creative and compassionate therapists who understand how to put theory into practice. That requires, in turn, compassionate supervisors with similar understanding (see Chapter 16). The mounting demand for clinical care, and the effectiveness and efficiency of group therapy, make it the treatment modality of the future. Group therapists must be as prepared as possible for this opportunity. And they need to be able to care well for themselves, too, so that they can continue to treat others effectively and find meaning in their work.


Because most readers of this book will be clinicians, this text is intended to have immediate clinical relevance. We also believe, however, that it is imperative for clinicians to remain conversant with the world of research. Even if therapists do not personally engage in research, they must know how to evaluate the research of others.


One of the most important underlying assumptions in this text is that interpersonal interaction within the here-and-now is crucial to effective group therapy. The truly potent therapy group provides an arena in which clients can interact freely with others and then help members identify and understand what goes wrong in their interactions. Ultimately, it enables our clients to change those maladaptive patterns. We believe that groups based solely on other assumptions, such as psychoeducational or cognitive-behavioral principles, fail to reap the full therapeutic harvest. Each of these forms of group therapy can be made more effective by incorporating an awareness of interpersonal process. In this text we discuss, in depth, the extent and nature of the interactional focus and its ability to bring about significant character and interpersonal change. The interactional focus is the engine of group therapy, and therapists who are able to harness it are much better equipped to do all forms of group therapy, even if the group model does not emphasize or acknowledge the centrality of interaction (see Chapter 15).


My (IY) novel The Schopenhauer Cure may serve as a companion volume to this text. It is set in a therapy group and illustrates many of the principles of group process and therapist technique described here. Hence, at several points in this edition, we refer the reader to sections of The Schopenhauer Cure that offer fictionalized portrayals of therapist techniques.


Excessively overweight volumes tend to end up on the “reference book” shelves. To avoid that fate we have resisted substantially lengthening this text. The addition of much new material has thus required us to cut older sections and citations. This was a painful task, and the deletion of many condemned passages bruised our hearts as well as our fingers. But we hope the result is a timely and up-to-date work that will serve students and practitioners well for the next fifteen years and beyond.
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The Therapeutic Factors


DOES GROUP THERAPY HELP CLIENTS? INDEED, IT DOES. A persuasive body of outcome research has demonstrated consistently and unequivocally that group therapy is a highly effective form of psychotherapy. Not only is it at least equal to individual psychotherapy in its power to provide benefit, it also makes more efficient use of mental health care resources.1 Yet, paradoxically, mental health professional training programs have reduced training in group therapy. This is a matter of great concern: we need to ensure high levels of quality in group therapies if we are to achieve the impact that we desire—and that our clients require.2 Throughout this text we will focus on the group factors and the characteristics of leaders that contribute to therapeutic effectiveness.


How does group therapy help clients? A naive question, perhaps. But if we can answer it with some measure of precision and certainty, we will have at our disposal a central organizing principle with which to approach the most vexing and controversial problems of psychotherapy. Once identified, the crucial aspects of the process of change will constitute a rational basis for the therapist’s selection of tactics and strategies to shape the group experience, maximizing its potency with different clients and in different settings. Though group therapy works, there is also great variability in the effectiveness of therapists.3 Understanding how best to implement these therapeutic processes is at the heart of effective group therapy work. Fortunately, there is much to guide us from the research evidence. Experience alone does not confer greater effectiveness. What does? Deliberate practice, self-reflection, feedback on one’s practice, and the wise use of an empathic and attuned therapeutic relationship.4


We suggest that therapeutic change is an enormously complex process that occurs through an intricate interplay of human experiences, which we will refer to as “therapeutic factors.” There is considerable advantage in approaching the complex through the simple, the total phenomenon through its basic component processes. Accordingly, we begin by describing and discussing these elemental factors.


From our perspective, natural lines of cleavage divide the therapeutic experience into eleven primary factors:




1. Instillation of hope


2. Universality


3. Imparting information


4. Altruism


5. The corrective recapitulation of the primary family group


6. Development of socializing techniques


7. Imitative behavior


8. Interpersonal learning


9. Group cohesiveness


10. Catharsis


11. Existential factors




In the rest of this chapter, we discuss the first seven factors. Interpersonal learning and group cohesiveness are so important and complex that we address them separately in the next two chapters. Existential factors are discussed in Chapter 4, where they are best understood in the context of other material presented there. Catharsis is intricately interwoven with other therapeutic factors and will also be discussed in Chapter 4.


The distinctions among these factors can be arbitrary, and though we discuss them singly, they are interdependent and neither occur nor function separately. Moreover, these factors may represent different parts of the change process: some factors (for example, interpersonal learning) act at the level of cognition; others (for example, the development of socializing techniques) act at the level of behavioral change; still others (for example, catharsis) act at the level of emotion. Some (for example, cohesiveness) may be more accurately described as both a therapeutic force itself and a precondition for change. Although the same therapeutic factors operate in every type of therapy group, their interplay and differential importance can vary widely from group to group. Furthermore, because of individual differences, participants in the same group benefit from different therapeutic factors.5


Keeping in mind that the therapeutic factors are arbitrary constructs, we can nevertheless view them as providing a cognitive map for the student-reader.6 This grouping of the therapeutic factors is not set in concrete; other clinicians and researchers have arrived at different, and also arbitrary, clusters of factors. One team of researchers posited that there is a core therapeutic factor: clients feeling hopeful that their emotional expression and relational awareness will translate into social learning.7 No explanatory system can encompass all of therapy. At its core, the therapy process is infinitely complex, and there is no end to the number of pathways through the experience. (We will discuss all of these issues more fully in Chapter 4.)


The inventory of therapeutic factors we propose issues from our clinical experience, from the experience of other therapists, from the views of clients successfully treated in group therapy, and from relevant systematic research. None of these sources is beyond doubt, however; neither group members nor group leaders are entirely objective, and our research methodology is often limited in its scope.


From the group therapists we obtain a variegated and internally inconsistent inventory of therapeutic factors reflecting the study of a wide range of clients and groups. Therapists, by no means disinterested or unbiased observers, have each invested considerable time and energy into mastering a certain therapeutic approach. Their answers will be determined largely by their particular school of conviction—the allegiance effect.8 Even among therapists who share the same ideology and speak the same language, there may be no consensus about the reasons clients improve. But that does not surprise us. The history of psychotherapy abounds in healers who were effective, but not for the reasons they supposed. Who has not had a client who made vast improvement for entirely obscure reasons?


One important source of information comes from group members’ determination of the therapeutic factors they considered most and least helpful. Researchers continue to raise important questions about the study of therapeutic factors. Do the therapeutic factors impact all group members equally? What influences our clients’ responses? Perhaps the relationship to the therapist, or to the group? What about session quality or depth?9 Moreover, research has also shown that the therapeutic factors valued by group members may differ greatly from those cited by their therapists or by group observers.10 Member responses may also be affected by a whole host of other variables: the type of group (that is, whether outpatient, inpatient, day hospital, or brief therapy);11 the client’s age and diagnosis;12 the client’s motivational stage and attachment style;13 the ideology of the group leader;14 and the manner in which group members experience the same event in different ways and impact one another’s experiences.15


Despite these limitations, clients’ reports are a rich and relatively untapped source of information. After all, it is their experience that matters, and the further we move from their experiences, the more inferential our conclusions. To be sure, there are aspects of the process of change that operate outside a client’s awareness. But it does not follow that we should disregard what clients say. Paper-and-pencil or sorting questionnaires provide easy data but often miss the nuances and the richness of the client experience. There is an art to obtaining clients’ reports. The more the questioner can enter into the experiential world of the client, the more lucid and meaningful the report of the therapy experience becomes.


In addition to therapists’ views and clients’ reports, there is a third important method of evaluating therapeutic factors: systematic research. The most common research strategy by far is to correlate in-therapy variables with therapy outcomes. By discovering which variables are significantly related to successful outcomes, one can establish a reasonable basis from which to begin to delineate therapeutic factors. However, there are many inherent problems in this approach: the measurement of outcome is itself a methodological morass—and the selection and measurement of the in-therapy variables are equally problematic.16


We have drawn from all these methods to derive the therapeutic factors discussed in this book. Still, we do not consider these conclusions definitive; rather, we offer them as provisional guidelines that may be tested and deepened by others.


INSTILLATION OF HOPE


Research has consistently demonstrated that the instillation and maintenance of hope is crucial in any psychotherapy. Several studies have demonstrated that a client’s high expectation of help is significantly correlated with a positive therapy outcome.17 Consider the massive data documenting the efficacy of faith healing and placebo treatment—therapies mediated entirely through hope and conviction. In group therapy, the presence of hope deepens client engagement in the group’s work.18 A positive outcome in psychotherapy is more likely when the client and the therapist have similar and positive expectations of the treatment.19 The power of expectations extends beyond imagination alone: brain imaging studies demonstrate that the placebo is not inactive but can have a direct physiological effect on the brain.20


Group therapists can capitalize on this factor by doing whatever they can to increase clients’ belief and confidence in the efficacy of the group mode. This task begins before the group starts, in the pregroup orientation. Here, the therapist reinforces positive expectations, corrects negative preconceptions, and presents a lucid and powerful explanation of the group’s healing properties tied specifically to an accessible and culturally resonant explanation of client difficulties (see Chapters 9 and 10 for a full discussion of pregroup procedures).


Group therapy not only draws from the general ameliorative effects of positive expectations but also benefits from a source of hope unique to the group format. Therapy groups invariably contain individuals who are at different points along a coping-collapse continuum. Each member thus has considerable contact with others—often individuals with similar problems—who have improved as a result of therapy. I have often heard clients remark at the end of their group therapy how important it was for them to have observed the improvement of others.


Group therapists should by no means be above exploiting this factor by periodically calling attention to the improvement that members have made. If we happen to receive notes from recently terminated members noting their continued improvement, we make a point of sharing them with the current group. Longer-term group members often assume this function by offering spontaneous testimonials to new, skeptical members.


A powerful example took place in a geriatric psychiatric day hospital:




> Betty, a resistant eighty-six-year-old depressed woman, attended her first group. Nothing the group leaders provided in the form of preparation or encouragement matched the remarkable impact of an eighty-eight-year-old member, Sarah, who greeted the newcomer in the following way. “Welcome to the group, Betty. If you are anything like me this is the last place you thought you would ever come to and you are probably here only because your daughter forced you to come. But let me tell you something. This is a special, special place. Coming here has changed my life. I am just about ready to graduate but I am taking away with me so much—I am leaving with a small bag of jewels that will help me in my life outside of this program. I have learned how bad it is to be lonely, I learned how to ask for help and reach out to people, and I learned that I deserve people’s care and attention. Trust me; this will happen for you as well if you come and participate here.” <<





Research has shown that it is also vitally important that therapists believe in themselves and in the efficacy of their group. It is essential to nurture and sustain a sense of one’s own therapeutic effectiveness (see Chapter 16 for more on therapist self-care).21 In initial meetings with clients, we share our conviction with them and attempt to imbue them with our optimism.


Many of the self-help groups—for example, Compassionate Friends (for bereaved parents), Men Overcoming Violence (men who batter), Survivors of Incest, Gilda’s Club (for cancer patients and their families), the Depression and Bipolar Support Alliance, and Mended Heart (heart surgery patients)—place heavy emphasis on the instillation of hope.22 In twelve-step recovery fellowships such as Alcoholics Anonymous, Narcotics Anonymous, and Overeaters Anonymous, most meetings begin with a member sharing their story of “experience, strength, and hope” with other members. In AA, successful members tell their stories of downfall and subsequent recovery with the help of the program over and over again, not only to instill hope in new members, but to remind themselves that life can continue to “get better” if they stay sober. One of the great strengths of the organization is the fact that it is run by members, not professionals; the speakers, meeting leaders, and other officers are all recovering alcoholics—living inspirations to the others.


In the same way, some substance abuse treatment programs mobilize hope in participants by employing recovering drug addicts to serve as peer group leaders. Many programs have been founded by and/or are staffed by recovering addicts who have become professional counselors and therapists. Members are inspired by them: their expectations are raised by contact with those who have trod the same path and found the way back. Self-management groups for individuals with chronic medical illnesses, such as arthritis or heart disease, also use trained peers to encourage members to cope actively with their medical conditions.23 The inspiration provided to participants by their peers is a key part of the therapy process. These groups improve medical outcomes, reduce health-care costs, promote a sense of self-efficacy in participants, and often make group interventions more impactful than individual therapies.24


UNIVERSALITY


Many individuals enter therapy with the disquieting thought that they are unique in their wretchedness, that they alone have certain frightening or unacceptable problems, thoughts, impulses, and fantasies. To some extent this is true for all of us, but many clients, because of their extreme social isolation, have a heightened sense of uniqueness. Their interpersonal difficulties preclude the possibility of deep intimacy. In everyday life they neither learn about others’ analogous feelings and experiences nor avail themselves of the opportunity to confide in, and ultimately to be validated and accepted by, others.


In the therapy group, especially in the early stages, the disconfirmation of a client’s feelings of uniqueness is a powerful source of relief. After hearing other members disclose concerns similar to their own, clients report feeling more allied with the world. They may describe the process as a “welcome to the human race” experience. Simply put, the phenomenon finds expression in the cliché “We’re all in the same boat”—or, perhaps more cynically, “Misery loves company.” For some clients, feeling human among other humans is the beginning of recovery and a central feature of the healing context that group therapists aim to create.25


There is no human deed or thought that lies fully outside the experience of other people. We have heard group members reveal such acts as incest, torture, burglary, embezzlement, murder, attempted suicide, and fantasies of an even more desperate nature. Invariably, other group members reach out and embrace these very acts as within the realm of their own possibilities, often following through the door of disclosure opened by one group member’s trust or courage. Nor is this form of aid limited to group therapy: universality plays a role in individual therapy also, although in that format there is less opportunity for consensual validation, as therapists are less willing to be transparent.


During my own six hundred hours of analysis, I (IY) had a striking personal encounter with the therapeutic factor of universality. It happened when I was in the midst of describing my extremely ambivalent feelings toward my mother. I was very much troubled by the fact that, despite my strong positive sentiments, I was also beset with death wishes for her, as I stood to inherit part of her estate. My analyst responded simply, “That seems to be the way we’re built.” That artless statement not only offered me considerable relief but enabled me to explore my ambivalence in greater depth.


Despite the complexity of human problems, certain common denominators between individuals are clearly evident, and the members of a therapy group soon perceive their similarities to one another. An example is illustrative: For many years I asked members of T-groups (training groups for professionals who are not clients—for example, medical students, psychiatric residents, nurses, psychiatric technicians, and Peace Corps volunteers) to engage in a “top-secret” task in which they were asked to write down, anonymously, the one thing they would be most disinclined to share with the group. The secrets proved to be startlingly similar, with a couple of major themes predominating. The most common secret is a deep conviction of basic inadequacy—a feeling that one is incompetent, that one bluffs one’s way through life. Next in frequency is a deep sense of interpersonal alienation—that, despite appearances, one really does not, or cannot, care for or love another person. The third most frequent category is some variety of sexual secret. These chief concerns are qualitatively the same in individuals seeking professional help. Almost invariably, our clients experience deep concern about their sense of self-worth and their ability to relate to others.i


When secrecy has been an especially important and isolating factor for someone, a specialized group composed of individuals with similar experiences can offset stigma and shame, particularly if universality is emphasized. For such individuals, group therapy may be more effective than individual treatment. For example, short-term structured groups for bulimic clients build this into their protocol, including a strong requirement for self-disclosure about attitudes toward body image and detailed accounts of eating rituals and purging practices. With rare exceptions, members express great relief at discovering that they are not alone and that others share the same dilemmas and life experiences.26


Members of sexual abuse groups, too, profit enormously from the experience of universality.27 For members of these groups, sharing the details of the abuse and the subsequent feeling of internal devastation, often for the first time, is an integral part of the healing process. A 2013 study comparing group and individual psychotherapy for sexually abused Congolese women who suffered from shame, stigma, and social isolation found that the group intervention produced more significant and durable positive outcomes than individual therapy.28


Members of homogeneous groups can speak to one another with a powerful authenticity that comes from their firsthand experience in ways that therapists may not be able to do. I (ML) recall, at the start of my group therapy work, leading a group of depressed men in their seventies and eighties. At one point, a seventy-seven-year-old man who had recently lost his wife expressed suicidal thoughts. As a much younger man, I hesitated, fearing that anything I might say would come across as naive. Then a ninety-one-year-old group member spoke up and described how he had lost his wife of sixty years, and he, too, had plunged into a suicidal despair but had ultimately recovered and returned to life. That statement resonated deeply with the members.


Since contemporary therapy groups represent our society at large, with diversity in gender, sexual orientation, and cultural composition, the group leader may need to pay particular attention to the feeling of universality in these groups. Cultural minorities in a predominantly Caucasian group may feel excluded because of different cultural attitudes toward disclosure, interaction, and affective expression. Discussion of race, gender identity, and sexual orientation is challenging and requires courage, trust, and humility; therapists must help the group appreciate the impact of culture, oppression, marginalization, and privilege on each individual’s sense of personhood.29 We must also look at transcultural—that is, universal—responses to human situations and tragedies.30 Only in group therapy can manifestly culturally divergent individuals find common ground—consider the strong identification of being the marginalized voice for social justice that a young, gay Palestinian man and an older heterosexual Jewish communist woman might share. Hence, it is imperative that therapists learn as much as possible about their clients’ cultures and communities as well as their degree of attachment to their culture.31 Multicultural competence is strongly associated with therapist effectiveness.32


Universality has no sharp borders: it merges with other therapeutic factors. As clients perceive their similarity to others and share their deepest concerns, they benefit further from the accompanying catharsis and from their acceptance by other members.


IMPARTING INFORMATION


Under the general rubric of imparting information, we include didactic instruction about mental health, mental illness, and general psychodynamics that therapists provide as well as advice, suggestions, or direct guidance from either the therapist or other group members.


Didactic Instruction


At the conclusion of successful interpersonal group therapy, most participants have learned a great deal about empathy, the meaning of symptoms, interpersonal and group dynamics, and the process of psychotherapy. Group therapy enhances emotional intelligence.33 We often have seen student observers of group therapy marvel at the knowledge that group members demonstrate about these key concepts. Generally, the educational process is implicit: most group therapists do not offer explicit didactic instruction beyond the very early sessions, when they offer guidance about working in the here-and-now and how to provide interpersonal feedback. More recently, however, many group therapy approaches have made formal instruction, or psychoeducation, an important part of the program.


One of the more powerful historical precedents for psychoeducation can be found in the work of Maxwell Jones, who in his work with large groups in the 1940s lectured to his patients for three hours a week about the nervous system’s structure, function, and relevance to psychiatric symptoms and disability.34 L. Cody Marsh, writing in the 1930s, believed in the importance of psychoeducation and organized classes for his patients complete with lectures, homework, and grades.35 Many other self-help groups strongly emphasize the imparting of information. Groups such as Wellspring (for cancer patients), Parents Without Partners, and Mended Hearts encourage the exchange of information among members and often invite experts to address the group.36 The group environment in which learning takes place is important. The atmosphere in all these groups is one of partnership and collaboration rather than prescription and subordination.


Contemporary group therapy literature abounds with descriptions of specialized groups for some specific disorder or definitive life crisis—for example, panic disorder,37 obesity,38 bulimia,39 adjustment after divorce,40 herpes,41 coronary heart disease,42 parents of sexually abused children,43 male batterers,44 bereavement,45 HIV/AIDS,46 sexual dysfunction,47 rape,48 self-image adjustment after mastectomy,49 chronic pain,50 organ transplant,51 prevention of depression relapse,52 autism spectrum disorder,53 parents of children with autism, individuals with intellectual disabilities,54 and genetic or familial predisposition to developing cancer.55 And, of course, there has been an explosion of online and social media groups for a vast range of concerns.56


In addition to offering mutual support, these groups generally build in a psychoeducational component providing explicit instruction about the nature of a client’s illness or life situation and examining clients’ misconceptions and unhelpful responses to their illness. For example, the leaders of a group for clients with panic disorder may describe the physiological cause of panic attacks, explaining that heightened stress and arousal increase the flow of adrenaline, which may result in hyperventilation, shortness of breath, and dizziness. Leaders then point out that people experiencing panic attacks often misinterpret the symptoms in ways that only exacerbate them (“I’m dying” or “I’m going crazy”), thus perpetuating a vicious cycle. It’s generally helpful for leaders to discuss the benign nature of panic attacks and to offer instruction on how to bring on a mild attack and then interrupt it, and then how to recognize one in its beginning stages and prevent it. In addition, leaders may teach proper breathing techniques and progressive muscular relaxation, and may ask the whole group to join in the exercise as a support to the panicked member.57


Groups are often the setting in which mindfulness- and meditation-based stress reduction approaches are taught. By applying disciplined focus, members learn to become clear, accepting, and nonjudgmental observers of their own thoughts and feelings and to reduce stress, anxiety, and vulnerability to depression.58


Leaders of bereavement groups may provide information about the natural cycle of bereavement to help members realize that there is a sequence of pain through which they are progressing, and there will be a natural, almost inevitable, lessening of their distress as they move through the stages of this sequence. Leaders may help clients anticipate, for example, the acute anguish they will feel with each significant date (holidays, anniversaries, and birthdays) during the first year of bereavement.59 Psychoeducational groups for women with primary breast cancer provide members with information about their illness, treatment options, and future risks as well as recommendations on cultivating a healthy lifestyle while living with cancer. Evaluation of the outcome of these groups shows that participants demonstrate significant and enduring psychosocial benefits.60


Most group therapists use some form of anticipatory guidance for clients about to enter the frightening situation of the psychotherapy group, such as a preparatory session intended to clarify important reasons for psychological dysfunction and to provide instruction in methods of self-exploration.61 By predicting clients’ fears and providing them with a cognitive structure, we help them cope more effectively with the culture shock they may encounter when they enter group therapy (see Chapter 10).


Didactic instruction has thus been employed in a variety of fashions in group therapy: to transfer information, to structure the group, to explain the process of illness, and to alter sabotaging thought patterns. Often such instruction functions as the initial binding force in the group until other therapeutic factors become operative. In part, however, explanation and clarification function as effective therapeutic agents in their own right. The explanation of a phenomenon is the first step toward its control. If a volcanic eruption is caused by a displeased god, then at least there is hope of pleasing the god. Knowledge promotes mastery, which in turn promotes self-efficacy, a common pathway of all effective therapy.62


Over and again therapists point out that the best response to the fear and anxiety of our contemporary world is through active coping (for instance, engaging in life, speaking openly, and providing mutual support), as opposed to withdrawing in demoralized avoidance. This posture not only appeals to common sense but, as neurobiological research demonstrates, active coping activates important neural circuits in the brain that help regulate the body’s stress reactions.63


And so it is with psychotherapy clients: fear and anxiety that stem from uncertainty about the source, meaning, and seriousness of psychiatric symptoms may so compound the dysphoria that effective exploration becomes vastly more difficult. Didactic instruction, through its provision of structure and explanation, has intrinsic value and deserves a place in our repertoire of therapeutic instruments (see Chapter 5).


Direct Advice


Unlike explicit didactic instruction from the therapist, direct advice from the members occurs without exception in every therapy group. In dynamic interactional therapy groups, it is invariably part of the early life of the group and occurs with such regularity that it can be used to estimate how long a group has been meeting. If we observe a group in which the clients with some regularity say things like, “I think you ought to…” or “What you should do is…” or “Why don’t you…?” then we can be reasonably certain either that the group is young or that it is an older group facing some difficulty that has impeded its development or effected temporary regression. In other words, advice-giving may reflect a resistance to more intimate engagement in which the group members attempt to manage relationships rather than to connect. Although advice-giving is common in early interactional group therapy, it is rare that specific advice will directly benefit any client. Indirectly, however, the process of advice-giving, rather than the content of the advice, may be beneficial, in that it conveys interest and caring. The father of a young son who tells the group that his intrinsic sense of badness is the cause of his child’s social anxiety may receive suggestions about community resources for his child. But of greater impact is the group members’ feedback about his evident decency, care, and generosity, not only to his son but also to other group members. Members internalize the group: one graduating member of a therapy group noted that he would regularly channel the group as he sought to apply what he learned inside the group to his outside life; he joked about getting a tattoo of “WWGS”—“What would group say?”


Advice-giving or advice-seeking behavior is often an important clue in understanding interpersonal pathology or group dynamics. The client who, for example, continuously solicits advice and suggestions from others, ultimately only to reject their answers and frustrate those whose help was sought, is well known to group therapists as the “help-rejecting complainer,” or the “yes… but” client.64 Some group members may bid for attention and nurturance by asking for suggestions about a problem that either is insoluble or has already been solved. Others soak up advice with an unquenchable thirst, yet never reciprocate to others who are equally needy. Some group members are so intent on preserving a high-status role in the group or a facade of cool self-sufficiency that they never ask directly for help; others are so anxious to please that they never ask for anything for themselves. Some are excessively effusive in their gratitude; others never acknowledge a gift but take it home, like a bone, to gnaw on privately. All these patterns can be helpfully addressed in the group work.


Other types of more structured groups that do not focus on member interaction make explicit and effective use of direct suggestions and guidance. For example, behavioral groups, hospital discharge planning and transition groups, life skills groups, communicational skills groups, and Alcoholics Anonymous all proffer considerable direct advice. AA makes good use of guidance and slogans: for example, its introductory literature suggests that members focus on remaining abstinent for only the next twenty-four hours, “one day at a time,” rather than think about how they will manage not to drink for the rest of their lives. One communication skills group for chronically ill psychiatric clients reported excellent results with a structured group program that included focused feedback, videotape playback, and problem-solving projects.65 A group for patients with schizophrenia in China reported significant positive impact when psychoeducation for patients and their families was added to the program.66 Military veterans suffering with comorbid medical and psychiatric illnesses benefit from holistic educational groups that promote better care of their physical health and coping skills for dealing with stress.67 Community-based group educational interventions teach emotional awareness and promote resilience to adversity.68 Groups have been used in school systems to combat youth drinking by demonstrating to students the link between emotional vulnerability and their drinking behaviors.69


Are some types of advice better than others? Researchers who studied a behavioral reinforcement group for male sex offenders noted that advice was common and was useful to different members to different extents. The least effective form of advice was a direct suggestion, such as, “You need to stop looking at your cellphone,” which can easily be experienced as controlling. Most effective was a series of alternative suggestions about how to achieve a desired goal: “If you want to feel less isolated, would you consider participating more in the activities on the unit, or coming to the lounge rather than staying in your room?” Such a suggestion is more likely to be experienced as collaborative.70 Psychoeducation about the impact of depression on family relationships is much more effective when it is made personal—as when participants are encouraged to examine how depression might be affecting their own lives and family relationships—than when the same information is presented in an intellectualized and detached manner.71



ALTRUISM



There is an old Hasidic story of a rabbi who had a conversation with the Lord about Heaven and Hell. “I will show you Hell,” said the Lord, and led the rabbi into a room containing a group of famished, desperate people sitting around a large, circular table. In the center of the table rested an enormous pot of stew, more than enough for everyone. The smell of the stew was delicious and made the rabbi’s mouth water. Yet no one ate. Each diner at the table held a very long-handled spoon—long enough to reach the pot and scoop up a spoonful of stew, but too long to get the food into one’s mouth. The rabbi saw that their suffering was indeed terrible and bowed his head in compassion. “Now I will show you Heaven,” said the Lord, and they entered another room, identical to the first—same large, round table, same enormous pot of stew, same long-handled spoons. Yet there was gaiety in the air; everyone appeared well nourished, plump, and exuberant. The rabbi could not understand and looked to the Lord. “It is simple,” said the Lord, “but it requires a certain skill. You see, the people in this room have learned to feed each other!”ii


In therapy groups, as well as in the story’s imagined Heaven, members gain through giving: there is something deeply rewarding in the act of giving. Many psychiatric patients beginning therapy are demoralized and possess a deep sense of having nothing of value to offer others. Being useful to others is refreshing and boosts self-esteem, and it is only group therapy that offers clients such an experience. Strength-based approaches such as Martin Seligman’s positive psychology challenge our field’s emphasis on pathology and encourage a focus on members’ strengths, positive attributes, meaning, gratitude, and generosity to one another.72 The give-and-take of altruism also encourages role versatility, requiring clients to shift between the two roles of help-receivers and help-providers.73


And, of course, clients are invariably helpful to one another in the group therapeutic process when they offer support, reassurance, suggestions, and insight and share their stories of similar problems with one another. Not infrequently, group members will accept observations from another member far more readily than from the group therapist. For many clients, the therapist remains the paid professional; the other members represent the real world and can be counted on for spontaneous and truthful reactions and feedback. Looking back over the course of therapy, almost all group members credit other members as having been important in their improvement. Sometimes they cite their explicit support and advice, sometimes their sheer presence.


An interaction between two group members is illustrative. Derek, a chronically anxious and isolated man in his forties who had recently joined the group, exasperated the other members by consistently dismissing their feedback and concern. In response, Kathy, a thirty-five-year-old woman with chronic depression and substance abuse problems, spoke to him directly to share a pivotal lesson in her own group experience. For months she had rebuffed the concern others offered because she felt she did not merit it. Later, after others informed her that her rebuffs were hurtful to them, she made a conscious decision to be more receptive and appreciative of gifts offered her. She soon observed, to her surprise, that she began to feel much better. In other words, she benefited not only from the support she received but from letting others know they had something of value to offer her.


Altruism is a venerable therapeutic factor in other systems of healing as well. In primitive cultures, a troubled person is often given the task of preparing a feast or performing some type of service for the community.74 Altruism plays an important part in the healing process at Catholic shrines, such as Lourdes, where the sick pray not only for themselves but also for one another. We humans need to feel we are needed and useful.


Neophyte group members do not at first appreciate the healing impact of other members. They ask, “How can the blind lead the blind?” or, “What can I possibly get from others who are as confused as I am? We’ll end up pulling one another down.” Such resistance is best worked through by exploring a client’s critical self-evaluation. Generally, a member who doubts that other group members can help is really saying, “I have nothing of value to offer anyone.”


There is another, more subtle benefit inherent in the altruistic act. Many clients who complain of meaninglessness are immersed in a morbid self-absorption, which takes the form of obsessive introspection or a teeth-gritting effort to actualize oneself. We agree with Viktor Frankl that a sense of life meaning ensues but cannot be deliberately pursued: life meaning is always a derivative phenomenon that materializes when we have transcended ourselves, when we have forgotten ourselves and become absorbed in someone (or something) outside ourselves.75 A focus on life meaning and altruism are particularly important components of the group psychotherapies provided to patients coping with life-threatening medical illnesses such as cancer.76


THE CORRECTIVE RECAPITULATION OF THE PRIMARY FAMILY GROUP


The great majority of clients who enter groups—with the exception of those suffering from posttraumatic stress disorder (PTSD) or from some medical or environmental stress—have had a highly unsatisfactory experience in their first and most important group: the primary family. The therapy group resembles a family in many ways: there are authority/parental figures, peer/sibling figures, deep personal revelations, strong emotions, and deep intimacy as well as hostile, competitive feelings. In fact, therapy groups are often led by a male and female therapy team in a deliberate effort to simulate the parental configuration as closely as possible. Once the initial discomfort and unease is overcome, it is inevitable that, sooner or later, the members will interact with leaders and other members in modes reminiscent of the way they once interacted with parents and siblings.


If the group leaders are seen as parental figures, then they will draw reactions associated with parental/authority figures: some members become helplessly dependent on the leaders, whom they imbue with unrealistic knowledge and power; others blindly defy the leaders, who are perceived as infantilizing and controlling. Some are wary of the leaders, who they believe attempt to strip members of their individuality; others try to split the co-therapists in an attempt to incite parental disagreements and rivalry. Still others envy the extragroup contact the co-therapists have to privately discuss “the children”; disclose more deeply when one of the co-therapists is away; or compete bitterly with other members, hoping to accumulate units of attention and caring from the therapists. Some are enveloped in envy when the leader’s attention is focused on others; expend energy in a search for allies among the other members, in order to topple the therapists; or neglect their own interests in a seemingly selfless effort to appease the leaders and the other members.


Obviously, similar phenomena occur in individual therapy, but the group provides a vastly greater number and variety of recapitulative possibilities. In one of my (IY) groups, Betsy, a member who had been silently pouting for a couple of meetings, bemoaned the fact that she was not in one-to-one therapy. She claimed she was inhibited because she knew the group could not satisfy her needs. She knew she could speak freely of herself in a private conversation with the therapist or with any one of the members. When pressed, Betsy expressed her irritation that others were favored over her in the group. For example, the group had recently welcomed another member who had returned from a vacation, whereas her return from a vacation went largely unnoticed by the group. Furthermore, another group member was praised for offering an important interpretation to a member, whereas she had made a similar statement weeks ago that had gone unnoticed. For some time, too, she had noticed her growing resentment at sharing the group time; she was impatient while waiting for the floor and irritated whenever attention was shifted away from her.


Was Betsy right? Was group therapy the wrong treatment for her? Absolutely not! These very criticisms—which had roots stretching down into her early relationships with her siblings—did not constitute valid objections to group therapy. Quite to the contrary, the group format was particularly valuable for her, since it allowed her envy and her craving for attention to surface. In individual therapy—where the therapist attends to the client’s every word and concern, and the individual is expected to use up all the allotted time—these particular conflicts might never emerge.


What is important, though, is not that early familial conflicts are relived, but that they are relived correctively. Reexposure without repair only makes a bad situation worse. Growth-inhibiting relationship patterns must not be permitted to freeze into the rigid, impenetrable system that characterizes many family structures. Instead, fixed roles must be constantly explored and challenged, and ground rules that encourage the investigation of relationships and the testing of new behavior must be established. For many group members, then, working out problems with therapists and other members is also working through unfinished business from long ago. (How explicit the working in the past need be is a complex and controversial issue, which we will address in Chapter 5.)


DEVELOPMENT OF SOCIALIZING TECHNIQUES


Social learning—the development of basic social skills—is a therapeutic factor that operates in all therapy groups, although the nature of the skills taught and the explicitness of the process vary greatly, depending on the type of group therapy. There may be direct emphasis on the development of social skills in, for example, groups preparing patients for discharge from a day hospital program or adolescent groups. Group members may be asked to role-play approaching a prospective employer or asking someone out on a date.


In other groups, social learning is more indirect. Members of interpersonal therapy groups, which have ground rules encouraging open feedback, may obtain considerable information about maladaptive social behavior. Individuals, for example, learn about a disconcerting tendency to avoid looking at the person with whom they are conversing; about others’ impressions of their haughty, regal attitude; or about a variety of other social habits that have been undermining their social relationships. For individuals lacking intimate relationships, the group often represents the first opportunity for accurate interpersonal feedback. Many lament their inexplicable loneliness: group therapy provides a rich opportunity for members to learn how they contribute to their own isolation and loneliness. For example, the young man who expects rejection and shaming remains silent and deadens himself to the group, thus assuring the dreaded negative outcome.77


Group therapy also provides a valuable opportunity for small talk both before and after each session. This bonus time for socializing is often of much value. One man, for example, who had been aware for years that others avoided social contact with him, learned in the therapy group that his obsessive inclusion of minute, irrelevant details in his social conversation was exceedingly off-putting. Years later he told me (IY) that one of the most important events of his life was when a group member told him, “When you talk about your feelings, I like you and want to get closer; but when you start talking about facts and details, I want to get the hell out of the room!”


We do not mean to oversimplify: therapy is a complex process and obviously involves far more than the simple recognition, and conscious, deliberate alteration, of social behavior. But, as we will show in Chapter 3, these gains are more than fringe benefits; they are often instrumental in the initial phases of therapeutic change. They permit clients to understand that there can be a huge discrepancy between their intent and their actual impact on others.78 Learning about one’s interpersonal impact is at the heart of interpersonal learning and is knowledge that continues to pay huge dividends.


Frequently, senior members of a therapy group acquire highly sophisticated social skills: they are attuned to process (that is, the dynamics of the relationship between individuals within the group); they have learned how to be helpfully responsive to others; they have acquired methods of conflict resolution; and they are less likely to be judgmental and more capable of experiencing and expressing accurate empathy. These skills cannot but help to serve these clients well in future social interactions, and they constitute the cornerstones of emotional intelligence and adaptive social functioning.79


IMITATIVE BEHAVIOR


Clients during individual psychotherapy may, in time, sit, walk, talk, and even think like their therapists. There is considerable evidence that group therapists also influence the communication patterns in their groups by modeling certain behaviors, such as self-disclosure, support, and timely and compassionate feedback.80 Group members learn not only from the therapist but also from watching one another tackle problems.81 This element may be particularly potent in homogeneous groups that focus on shared challenges—for example, a cognitive-behavior group that teaches psychotic patients strategies to reduce the intensity of auditory hallucinations.82


The importance of imitative behavior in the therapeutic process is difficult to gauge, but social-psychological research suggests that therapists may have underestimated it. Albert Bandura, who has long claimed that social learning cannot be adequately explained on the basis of direct reinforcement, experimentally demonstrated that imitation is an effective therapeutic force.83 In group therapy, members often benefit by observing the therapy of another member with a similar problem constellation—a phenomenon generally referred to as vicarious or spectator therapy.84


Imitative behavior plays a particularly important role in the early stages of a group, as members identify with more senior members or therapists.85 Even if imitative behavior is, in itself, short-lived, it may help to unfreeze the individual enough to experiment with new behavior, which in turn can launch an adaptive spiral. In fact, it is not uncommon for clients throughout therapy to “try on,” as it were, bits and pieces of other people and then relinquish them as ill fitting. This process may have solid therapeutic impact: finding out what we are not is progress toward finding out what we are.




> Ken, a thirty-eight-year-old married engineer, began group therapy after a very disturbing confrontation with his wife in which he pushed her against the wall in a fit of rage. He was appalled and ashamed of his impulsive behavior but recognized that it stemmed from his incapacity to recognize and speak about important feelings. He was largely silent but intermittently explosive in the face of emotional engagement. He understood that his emotional numbness emerged from growing up in a very traditional immigrant family in which his authoritarian father ruled the home harshly, using shame as a powerful way to shape behavior. No challenge to paternal authority was tolerated, and Ken learned to repress all oppositional emotions.


In the therapy group, Ken was quiet for long stretches but occasionally made comments that reflected a depth of feeling belying his external poker face. Gradually his life improved, and it was apparent he had grown closer to his wife and children.


When asked about these changes, he said he had been awestruck by the way the members had spoken openly about their emotions and their feelings toward other members. It was a powerful education for him. He was particularly impacted by the co-therapist, who came from a similar cultural background and spoke about his own growing interpersonal openness, and by the useful feedback from other members, who told him it was hard to interpret the flatness of his facial expressions. Ken’s identification with the group therapist helped him overcome the cultural contributions to his silence. Though Ken’s self-disclosures were more nuanced and less intense than that of other members, he learned that openness bred closeness rather than shame and humiliation. <<





Footnotes


i There are several methods of using such information in the work of the group. One effective technique is to redistribute the anonymous secrets to the members, each one receiving another’s secret. Each member is then asked to read the secret aloud and reveal how he or she would feel if harboring such a secret. This method usually proves to be a valuable demonstration of universality, empathy, and the ability of others to understand.


ii In 1973, a member opened the first meeting of the first group ever offered for advanced cancer patients by relating this helpful parable to the other members of the group. This woman (whom I’ve [IY] written about elsewhere, referring to her as Paula West; see I. Yalom, Momma and the Meaning of Life [New York: Basic Books, 1999]) had been involved with me from the beginning in conceptualizing and organizing this group (see also Chapter 15). Her parable proved to be prescient, since many members were to benefit from the therapeutic factor of altruism.















- 2 -



Interpersonal Learning


INTERPERSONAL LEARNING, AS WE DEFINE IT, IS A BROAD AND complex therapeutic factor. It is the group therapy analogue of such important therapeutic factors in individual therapy as insight, working through transference, and the corrective emotional experience. But it also represents processes unique to the group setting that unfold only as a result of specific therapist action. Understanding interpersonal learning—its deep connection to the therapeutic relationship and to authentic, accurate empathy—centers the group therapist in the research on effective group leadership.1 To describe how interpersonal learning mediates therapeutic change in the individual, we first need to discuss three other concepts:




1. The importance of interpersonal relationships


2. The corrective emotional experience


3. The group as social microcosm





THE IMPORTANCE OF INTERPERSONAL RELATIONSHIPS


From whatever perspective we study human society—whether scanning humanity’s broad evolutionary history or following the development of the single individual—we are obliged to consider the human being in the matrix of his or her interpersonal relationships. There is convincing data from the study of primitive human cultures and contemporary society that human beings have always lived in groups characterized by intense and persistent relationships among members and that the need to belong is a powerful and fundamental motivation.2 Attachments in early life have enduring impact: they shape the individual’s capacity to recognize and manage emotions and to build relationships across the life span. These conclusions emerge clearly from an eight-decade-long study that followed a cohort of eighty-one men across the generations.3 Early secure attachment promotes resilience, whereas significant early childhood adversity may confer lifelong vulnerability to a host of medical and psychological ailments.4 These effects, mediated by stress hormones and our body’s inflammatory reactions, take place at the most basic levels, altering gene expression and creating potentially lifelong risk factors.5


John Bowlby, from his studies of the early mother-child relationship, concluded that attachment behavior is necessary for survival and that humans are genetically, neurobiologically, “wired” for attachment.6 If mother and infant are separated, both experience marked anxiety concomitant with their search for the lost object. If the separation is prolonged, the consequences for the infant will be profound. D. W. Winnicott noted, “There is no such thing as a baby. There exists a mother-infant pair.”7 We live in a “relational matrix,” according to the noted psychoanalyst Stephen Mitchell, who wrote that “the person is comprehensible only within this tapestry of relationships, past and present.”8 Bowlby and Winnicott anticipated the contemporary fields of relational neuroscience and interpersonal neurobiology.9 Both sought an integrative understanding of the psychology and biology of relatedness. Daniel Siegel expanded on these connections, referring to the interconnection of mind, brain, and our interpersonal relationships as the “triangle of health.” These three domains work in concert to process information in the interest of our sense of self-integration and self-regulation.10 Our relational processes are embedded in our neurobiology. Understanding the reverberation between the relational and the biological helps us attune to and engage our clients more effectively and to utilize verbal, paraverbal, and nonverbal communication to understand—and demonstrate that understanding to—our clients.11 Our clients’ experience of this understanding can help to normalize their basic emotional needs that have been silenced by shame and judgment. This deepens our therapeutic effectiveness and the creation of a healing therapeutic context.12




> In the first meeting after her return from vacation, Elena, a woman with bipolar disorder and obsessive-compulsive disorder, updated the group. Prior to the trip, Elena had announced to the group that she planned to go away with her boyfriend, Juan, instead of visiting her mother as she typically did. She dreaded being with her mother, who always shamed and attacked her for her illness.


Earlier in the group she had talked about how hard it was to feel safe and trusting with Juan, or with any loving man, because of her feelings of deep unworthiness. The idea of spending a night with him created so much anxiety she could not sleep, and that, in turn, compounded her feelings of being undeserving of his care. Group members had drawn out for her the link between the difficulty she had asking for the group’s time and support and her feeling that she was undeserving of Juan’s care. The group challenged her constructively at one point when she planned to end the relationship in order to reduce the disruptive stimulation in her life.


It was in response to this that Elena had agreed to go on vacation with him. As anticipated, she had trouble sleeping in the new hotel and sharing the bed with Juan each night. But she had discussed it with Juan beforehand, and he had told her to wake him up if she had trouble sleeping. Elena had been reluctant to do so the first night, but she did awaken him the second night. He responded by lovingly and soothingly rubbing her back, and she fell back to sleep. Although sleep continued to be somewhat challenging for her throughout the week, she was able to enjoy their time together.


The group enthusiastically supported her openness, but Elena found it hard to accept praise; she was unaccustomed to such support. Over time, the more she worked with the group, the more she was able to relate openly and lovingly with Juan. On one occasion the group broke into applause when she reported that Juan had told her there was no one he enjoyed traveling with more than her. This was powerful confirmation to Elena that her needs for compassion, appreciation, and loving care were indeed legitimate and could be met. <<





We are built for connection, and nothing is more important to our well-being and health than deep and meaningful relatedness. There is, for example, persuasive evidence that the rate for virtually every major cause of death is significantly higher for the lonely and disconnected.13 Social isolation is as much a risk factor for early mortality as such obvious factors as smoking and obesity.14 The inverse is also true: social connection and integration have a positive impact on the course of serious illnesses, including cancer and HIV/AIDS.15


As psychotherapists recognized the primacy of relatedness and attachment, contemporary models of dynamic psychotherapy evolved. We have moved from a “one-person” psychology based on Freudian theory, which focused on analyzing the client’s internal and conflicting drives, to a “two-person” relational psychology, which places the client’s interpersonal experience at the center of effective psychotherapy.16 Group analysis and modern analytic group approaches also employ “a relational model in which mind is envisioned as built out of interactional configurations of self in relation to others,” as Mitchell put it.17


Building on the earlier contributions of Harry Stack Sullivan and his interpersonal theory of psychiatry, interpersonal models of psychotherapy have grown in prominence.18 Although Sullivan’s work is seminally important, contemporary generations of therapists rarely read him. For one thing, his language is often obscure (though there are excellent renderings of his work into plain English).19 For another, his work has so pervaded contemporary psychotherapeutic thought that his original writings seem overly familiar or obvious. However, with the recent focus on integrating cognitive and interpersonal approaches in both individual and group therapy, interest in his contributions has resurged.20 Donald Kiesler, a leading interpersonal theorist and researcher, has argued that in fact the interpersonal frame is the most appropriate model for meaningfully synthesizing cognitive, behavioral, and psychodynamic approaches and that it is the most comprehensive of the integrative psychotherapies.21


Although a comprehensive discussion of interpersonal theory is beyond the scope of this book, we will describe a few key concepts, as Sullivan’s formulations are exceedingly helpful for understanding the group therapeutic process and resonate with our growing understanding of interpersonal neurobiology.22 It is remarkable how his ideas have stood the test of time; indeed, they have been reinforced over time. Sullivan contended that the personality is almost entirely the product of interaction with other significant human beings. The need to be closely related to others is as basic as any biological need and is, in light of the prolonged period of helpless infancy that humans experience, just as necessary to survival. The developing child, in the quest for security, tends to cultivate and to emphasize those traits and aspects of the self that meet with approval and to squelch or deny those that meet with disapproval. Eventually the individual develops a concept of the self based on the perceived appraisals of significant others:




The self may be said to be made up of reflected appraisals. If these were chiefly derogatory, as in the case of an unwanted child who was never loved, of a child who has fallen into the hands of foster parents who have no real interest in him as a child; as I say, if the self-dynamism is made up of experience which is chiefly derogatory, it will facilitate hostile, disparaging appraisals of other people and it will entertain disparaging and hostile appraisal of itself.23





This process of constructing our self-regard on the basis of reflected appraisals that we read in the eyes of important others continues, of course, throughout the developmental cycle. The study of adolescents stresses that satisfying peer relationships and self-esteem are inseparable concepts.24 But the same is also true for the elderly. We never outgrow the need for meaningful relatedness.25


Sullivan used the term “parataxic distortions” to describe individuals’ proclivity to distort their perceptions of others. A parataxic distortion occurs in an interpersonal situation when one person relates to another not on the basis of the realistic attributes of the other but on the basis of a personification existing chiefly in his or her own inner psychological world. Although parataxic distortion is similar to the concept of transference, it differs in two important ways. First, the scope is broader: it refers not only to an individual’s distorted view of the therapist but also to all other interpersonal relationships (including, of course, distorted relationships among group members). Second, the theory of origin is broader: parataxic distortion comprises not only the simple transfer of attitudes toward real-life figures of the past onto contemporary relationships, but also the distortion of interpersonal reality in response to intrapersonal needs. We will generally use the term “transference” in this book to refer to all interpersonal distortions, whether between client and therapist or between client and group members more generally, as is common practice among therapists today.


The transference distortions emerge from a set of deeply stored memories of early interactional experiences.26 These memories contribute to the construction of an internal working model that shapes the individual’s attachment patterns throughout life.27 This internal working model, also known as a schema, consists of the individual’s beliefs about himself, the way he makes sense of relationship cues, and the ensuing interpersonal behavior—not only his own, but the type of behavior he draws from others.28 Many contemporary models of psychotherapy are predicated on these principles, including Lester Luborsky’s Core Conflictual Relationship Theme, Hans Hermann Strupp and Jeffrey Binder’s misconstrual-misconstruction sequence, Paul Wachtel’s cyclical psychodynamics, and the Mt. Zion Control Mastery model.29 For instance, a young woman who grows up with depressed and overburdened parents is likely to feel that if she is to stay connected and attached to others, she must make no demands, suppress her independence, and subordinate herself to the emotional needs of others. Psychotherapy may present her with her first opportunity to disconfirm her rigid and limiting interpersonal road map.


Interpersonal (that is, parataxic) distortions tend to be self-perpetuating. For example, an individual with a derogatory, debased self-image may, through selective inattention or projection, incorrectly perceive another to be harsh and rejecting. Moreover, the process compounds itself, because that individual may then gradually develop mannerisms and behavioral traits—for example, servility, defensive antagonism, or condescension—that eventually will cause others to become, in reality, harsh and rejecting. This sequence is commonly referred to as a “self-fulfilling prophecy.” The individual anticipates that others will respond in a certain manner and then unwittingly behaves in a manner that recruits that very response. In other words, causality in relationships is circular and not linear. Research supports this thesis by demonstrating that one’s interpersonal beliefs express themselves in behaviors that have a predictable and restrictive interpersonal impact on others.30 The interpersonal defense is the problem, not the solution.31 These patterns can be illuminated both by clinical evaluation and by objective interpersonal measurement.32


Interpersonal distortions, in Sullivan’s view, are modifiable primarily through consensual validation—that is, through comparing one’s interpersonal evaluations with those of others. Consensual validation is a particularly important concept in group therapy. Not infrequently, a group member alters personal distortions after checking out the other members’ views of some important incident.


This brings us to Sullivan’s view of the therapeutic process. He suggested that the proper focus of research in mental health is the study of processes that involve or go on between people.33 Mental disorder, or psychiatric symptomatology in all its varied manifestations, should be translated into interpersonal terms and treated accordingly.34 Maladaptive interpersonal behavior can be further defined by its rigidity, extremism, distortion, circularity, and seeming inescapability.35 Accordingly, treatment should be directed toward the correction of interpersonal distortions, thus enabling the individual to lead a fuller, less constricted life and to participate collaboratively with others in the context of realistic, mutually satisfying interpersonal relationships. As Sullivan wrote, “one achieves mental health to the extent that one becomes aware of one’s interpersonal relationships.”36 Psychiatric cure is the “expanding of the self to such final effect that the patient as known to himself is much the same person as the patient behaving to others.”37 Although core negative beliefs about oneself do not disappear entirely with treatment, treatment does generate a capacity for interpersonal flexibility and mastery, such that the client can respond with a broadened, flexible, and more empathetic and adaptive repertoire of behaviors and replace vicious cycles with constructive ones.38


Improving interpersonal communication is accordingly the focus of many parent and child group psychotherapy interventions that address childhood conduct disorders and antisocial behavior. Poor communication of children’s needs and of parental expectations generates feelings of personal helplessness and ineffectiveness in both children and parents. These often lead to acting-out behaviors for the children as well as to parental responses that are hostile, devaluing, and inadvertently amplifying.39 In these groups, parents and children learn to recognize and correct maladaptive interpersonal cycles through the use of psychoeducation, problem solving, interpersonal skills training, role-playing, and feedback.


These ideas—that psychotherapy is broadly interpersonal, both in its goals and in its means—are exceedingly germane to group therapy. That does not mean that all, or even most, clients entering group therapy ask explicitly for help in their interpersonal relationships. Yet we have observed that the therapeutic goals of clients often undergo a shift after a number of sessions. Their initial goal, relief of suffering, is modified and eventually replaced by new goals, usually interpersonal in nature. For example, goals may change from wanting relief from anxiety or depression to wanting to learn to communicate with others, to be more trusting and honest with others, to learn to love. In the brief group therapies, this translation of client concerns and aspirations into interpersonal ones may need to be front-end loaded collaboratively and transparently at the assessment and preparation phase.40


The goal shift from relief of suffering to better interpersonal functioning is an essential early step for the client in the dynamic therapeutic process. It is important in the thinking of the therapist as well. We recognize that depression is caused by many factors, but we believe that interpersonal pathology plays an important causal role and can perpetuate it. We therefore believe that in working with the depressed client in group therapy it is necessary, first, to translate depression into interpersonal terms, and then to treat the underlying interpersonal pathology.41 This would mean, for example, translating depression into interpersonal issues such as passive dependency, isolation, submissiveness, inability to express anger, or hypersensitivity to separation and then addressing those issues in therapy.


The importance of interpersonal relationships to mental health has become so much an integral part of the fabric of psychiatric thought that it needs no further underscoring. People need people—for initial and continued survival, for socialization, and for the pursuit of satisfaction. No one—not the dying, not the outcast, not the mighty—transcends the need for human contact.


During many years of leading groups of individuals who all had some advanced form of cancer, we were repeatedly struck by the realization that, in the face of death, we struggle less with the prospect of nonbeing or nothingness than with the feeling that we are utterly alone on our journey toward it.42 Dying patients may be haunted by interpersonal concerns—about being abandoned, or even shunned, by the world of the living.


The isolation of the dying is often double-edged. Patients themselves often avoid those whom they most cherish, fearing that they will drag their family and friends into their quagmire of despair. Their friends and family may contribute to the isolation by becoming tentative about contact and progressively distancing in their communication, not knowing what to say and not wanting to upset the dying person or even themselves. We agree with Elisabeth Kübler-Ross, who said that the question is not whether to engage a patient openly and honestly about a fatal illness, but how to do so. The patient is always informed covertly that he or she is dying by the demeanor, by the shrinking away, of the living.43




> It is easy to fall prey to avoidance and tentativeness in communication. I (ML) recall that while I was leading groups for women with metastatic breast cancer, my mother was diagnosed with terminal pancreatic cancer. At the kitchen table one night, my mother raised the question of why no one in the family was talking about the bar mitzvah of my son, which was scheduled for eight months later. We endured a long, silent pause. My mother then added, “People are not talking about Benji’s bar mitzvah because everyone knows I will be dead before then.” My normally gentle and self-restrained father became agitated and responded quickly, telling her that she was being too pessimistic, that she should be hopeful and not think such negative things.


She looked crestfallen, and I determined that I would put into action what I had been encouraging my group members and their families to do. I reached over to her and said, “Mom, I hope that you are wrong about your illness, but you may be right, and I realize now that we were not talking about Benji’s bar mitzvah because we were avoiding having to think about the fact that you may not be there with us. I also realize that our avoidance is making you feel alone and disconnected. While we may not be able to change the outcome of your illness, we can certainly change your experience at this moment. I promise you we will tell you everything there is to know about our plans and include you as much as possible.”


My mother smiled, thanked me, and said, “Now I know what kind of work you do.” My mother in fact did not survive to attend the bar mitzvah, but the last few months of her life were spent in a much more open, close, and communicative fashion—which was much better for her and for us all. <<





Physicians often add to the isolation by keeping patients with advanced cancer at a considerable psychological distance—perhaps to avoid their sense of failure and futility, or to avoid dread of their own death. They make the mistake of concluding that, after all, there is nothing more they can do. Yet from the patient’s standpoint, this is the very time when the physician is needed the most, not for technical aid but for sheer human presence. What the individual needs is to make contact, to be able to touch others, to voice concerns openly, to be reminded that he or she is not only apart from but also a part of. Psychotherapeutic approaches are beginning to address these concerns of the terminally ill—specifically, their fear of isolation and their desire to retain dignity within their relationships.44


Consider the outcasts—those individuals so accustomed to rejection that they may claim that—or act like—they need no one. But while they may seem to be inured to the need for interpersonal connection, they are not. I (IY) once had an experience in a prison that provided a forceful reminder of the ubiquitous nature of this human need. A psychiatric technician consulted me about his therapy group, which was composed of twelve inmates. The members of the group were all hardened criminals, with offenses ranging from aggressive sexual violation of a minor to murder. The group, he complained, was sluggish and persisted in focusing on extraneous, extragroup material. I agreed to observe his group and suggested that first he obtain some sociometric information by asking each member privately to rank-order everyone in the group for general popularity. (I had hoped that the discussion of this task would induce the group to turn its attention upon itself.) Although we had planned to discuss these results before the next group session, unexpected circumstances forced us to cancel our presession consultation.


During the next group meeting, the therapist, enthusiastic but professionally inexperienced and insensitive to interpersonal needs, announced that he would read aloud the results of the popularity poll. Hearing this, the group members grew agitated and fearful. They made it clear that they did not wish to know the results. Several members spoke so vehemently of the devastating possibility that they might appear at the bottom of the list that the therapist quickly and permanently abandoned his plan of reading the list aloud.


I suggested an alternative plan for the next meeting: each member would indicate whose vote he cared about most and then explain his choice. This device, also, was too threatening, and only one-third of the members ventured a choice. Nevertheless, the group shifted to an interactional level and developed a degree of tension, involvement, and exhilaration previously unknown. These men had received the ultimate message of rejection from society at large: they were imprisoned, segregated, and explicitly labeled as outcasts. To the casual observer, they seemed hardened, indifferent to the subtleties of interpersonal approval and disapproval. Yet they cared, and cared deeply.


The need for acceptance by and interaction with others is no different among people at the opposite pole of human fortunes—those who occupy the ultimate realms of power, renown, or wealth. I (IY) once worked with an enormously wealthy client for three years. The biggest issues revolved around the wedge that money created between her and others. Did anyone value her for herself rather than her money? Was she continually being exploited by others? To whom could she complain of the burdens of a $90 million fortune? The secret of her wealth kept her isolated from others. (Loneliness is, incidentally, not irrelevant to the group therapist. In Chapter 7, we will discuss the loneliness inherent in the role of group leader.)


Every group therapist has, we are sure, encountered group members who profess indifference to or detachment from the group. They proclaim, “I don’t care what they say or think or feel about me; they’re nothing to me. I have no respect for the other members,” or words to that effect. Our experience has been that if we can keep such clients in the group long enough, which is not always easy to do with clients who have avoidant and dismissive attachment styles, their wishes for contact inevitably surface.45 They are in fact concerned at a very deep level about the group. The challenge in these situations is to address the interpersonal pattern before it evokes irreversible antipathy and resentment from the other group members. One member who maintained her indifferent posture for many months was once invited to ask the group her secret question, the one question she would like most of all to place before the group. To everyone’s astonishment, this seemingly aloof, detached woman posed this question: “How can you put up with me?”


Many clients anticipate group meetings with great eagerness or with anxiety; some feel too shaken afterward to drive home or to sleep that night; many have imaginary conversations with the group during the week. Moreover, this engagement with other members is often long-lived. We have known many clients who think and dream about group members months, even years, after the group has ended.


In short, people do not feel indifferent toward others in their group for long. And clients do not quit the therapy group because of boredom. Believe scorn, contempt, fear, discouragement, shame, panic, hatred! Believe any of these! But never believe indifference.


In summary, we have reviewed some aspects of personality development, interpersonal neurobiology, mature functioning, psychopathology, and psychiatric treatment from the point of view of interpersonal theory. Many of the issues that we have raised have a vital bearing on the therapeutic process in group therapy: the concept that an important component of our client’s suffering emanates from disturbed interpersonal relationships, that good relationships are essential to the healing process, the role of consensual validation in the modification of interpersonal distortions, the definition of the therapeutic process as an adaptive modification of interpersonal relationships, and the enduring nature and potency of the human being’s social needs. Let us now turn to the corrective emotional experience, the second of the three concepts necessary to understand the therapeutic factor of interpersonal learning.


THE CORRECTIVE EMOTIONAL EXPERIENCE


In 1946 Franz Alexander introduced the concept of the “corrective emotional experience.” The basic principle of treatment, he stated, “is to expose the patient, under more favorable circumstances, to emotional situations that he could not handle in the past. The patient, in order to be helped, must undergo a corrective emotional experience suitable to repair the traumatic influence of previous experience.”46 Alexander insisted that intellectual insight alone is insufficient: there must be an emotional component and systematic reality testing as well. Patients, while affectively interacting with their therapist in a distorted fashion because of transference, gradually must become aware of the fact that “these reactions… are not suited to the situation between patient and therapist, and they are equally unsuited to the patient’s current interpersonal relationships in his daily life.”47


Although the idea of the corrective emotional experience has been criticized over the years because it was misconstrued as inauthentic, contemporary psychotherapies view it as a cornerstone of therapeutic effectiveness. Change, both at the behavioral level and at the deeper level of internalized images of past relationships, does not occur primarily through interpretation and insight, but through meaningful here-and-now relational experience that disconfirms the client’s pathogenic beliefs.48 When such disconfirmation occurs, change can be dramatic: clients express more emotion, recall more personally relevant and formative experiences, and show evidence of more boldness and a greater sense of self.49 They gain a more balanced understanding of how relationships work and their role in the relationships.50 The corrective emotional experience restores or creates, perhaps for the first time, trust in the interpersonal world—what prominent psychotherapy theorist and researcher Peter Fonagy and his colleagues refer to as epistemic trust. That is, it fosters the capacity to trust in what people say and do and to engage in the world without excessive vigilance.51


These basic principles—the importance of the emotional experience in therapy and the client’s discovery, through reality testing, of the inappropriateness of his or her interpersonal reactions—are as crucial in group therapy as in individual therapy, and possibly more so, because the group setting offers far more opportunities for the generation of corrective emotional experiences. In the individual setting, the corrective emotional experience, valuable as it is, may be harder to come by, because the client-therapist relationship is more insular, and the client is more able to dispute the spontaneity, scope, and authenticity of that relationship. (We believe Alexander was aware of that, because at one point he suggested that the analyst may have to be an actor, playing a role in order to create the desired emotional atmosphere—hence the early criticism about contrivance.)52 It has regained its presence as an important catalyst in the “healing” nature of our work.53


No such simulation is necessary in the therapy group, which contains many built-in tensions—tensions whose roots reach deep into primeval layers: sibling rivalry, competition for leaders’/parents’ attention, the struggle for dominance and status, sexual tensions, parataxic distortions, and differences in culture, race, gender, ethnicity, economic status, social class, education, and values among the members. But the evocation and expression of raw affect is not sufficient: it has to be transformed into a corrective emotional experience. For that to occur, two conditions are required: (1) the members must experience the group as sufficiently safe and supportive so that these tensions may be openly expressed; (2) there must be sufficient engagement and honest feedback to permit effective reality testing and processing of that feedback.54


Over many years of clinical work, we have made it a practice to interview clients after they have completed group therapy. We always inquire about some critical incident, a turning point, or the most helpful single event in therapy. Our clients almost invariably cite an incident that is highly laden emotionally and involves some other group member. The role of the therapist in these incidents was cited less frequently.


Most often, my (IY) clients have answered by citing an incident where they suddenly expressed strong dislike or anger toward another group member. (Similar results were reported by Jerome Frank and Eduard Ascher.)55 In each instance, communication was maintained, the storm was weathered, and the client experienced a sense of liberation from inner restraints as well as an enhanced ability to explore his or her interpersonal relationships more deeply.


The important characteristics of such critical incidents were:




1. The client expressed strong negative affect.


2. This expression was a unique or novel experience for the client.


3. The client had always dreaded the expression of anger. Yet no catastrophe ensued: no one left or died; the roof did not collapse.


4. Reality testing ensued. The client realized either that the anger expressed was inappropriate in intensity or direction, or that prior avoidance of affect expression had been irrational. The client may or may not have gained some insight—that is, learned the reasons either for the inappropriate affect or for the prior avoidance of either experiencing or expressing the affect.


5. The client was enabled to interact more freely and to explore interpersonal relationships more deeply.




Thus, when we see two group members in conflict with one another, we believe there is an excellent chance that they will be particularly important to one another in the course of therapy. In fact, if the conflict is particularly uncomfortable, we may attempt to ameliorate some of the discomfort by expressing that hunch aloud, conveying both helpful containment and hopefulness at potential moments of dread.


Clients’ second most common response is to cite a critical incident that also involved strong affect—but in these instances, positive affect. For example, an avoidant, obsessional client described an incident in which he ran after and comforted a distressed group member who had bolted from the room; later, he spoke of how profoundly he was affected by learning that he could care for and help someone else. Others spoke of discovering their aliveness or of feeling in touch with themselves. These incidents had in common the following characteristics:




1. The client expressed strong positive affect—an unusual occurrence.


2. The feared catastrophe—derision, rejection, engulfment, the destruction of others—did not occur.


3. The client discovered a previously unknown part of the self and thus was enabled to relate to others in a new fashion.




The third most common response is similar to the second. Clients recall an incident, usually involving self-disclosure, that plunged them into greater involvement with the group. For example, a previously withdrawn, reticent man who had missed a couple of meetings disclosed to the group how desperately he wanted to hear the group members say that they had missed him during his absence. Others, too, in one fashion or another, openly took the risk of acknowledging their need for care, support, or recognition from the group.


To summarize, the corrective emotional experience in group therapy has several components:




1. A strong expression of emotion, which is interpersonally directed and constitutes a risk taken by the client.


2. A group supportive enough to permit this risk-taking.


3. Reality testing, which allows the individual to examine the incident with the aid of consensual validation from the other members.


4. A recognition of the inappropriateness of certain interpersonal feelings and behavior or of the inappropriateness of avoiding certain interpersonal behavior.


5. The ultimate facilitation of the individual’s ability to interact with others more deeply and honestly.




Therapy must be an emotional and a corrective experience. Illumination without an opportunity for repair is likely to be punitive and demoralizing. If we encourage our group members to come to the group as they genuinely are, with vulnerability, hope, and fear, it is incumbent upon us to assure that it will be worthwhile for them to do so. This dual nature of the therapeutic process is of elemental significance, and we will return to it again and again in this text. We must experience something strongly; but we must also, through our faculty of reason, understand the implications of that emotional experience. The prototypical sequence involves the client’s emotional experience, with emotional expression, and is completed by emotional processing.56 Over time, the client’s deeply held beliefs will change—and these changes will be reinforced if the client’s new interpersonal behaviors evoke constructive interpersonal responses. Even subtle interpersonal shifts can reflect a profound change and need to be acknowledged and reinforced by the therapist and group members.




> Bonnie, a depressed young woman, vividly described her isolation and alienation and then turned to Alice, who had been silent. Bonnie and Alice had often sparred because Bonnie would accuse Alice of ignoring and rejecting her. In this meeting, however, Bonnie used a gentler tone and asked Alice about the meaning of her silence. Alice responded that she was listening carefully and thinking about how much they had in common. She then added that Bonnie’s softer inquiry allowed her to give voice to her thoughts rather than defending herself against the charge of not caring, a sequence that had ended badly for them both in earlier sessions. The seemingly small but vitally important shift in Bonnie’s capacity to approach Alice empathically created an opportunity for repair rather than repetition. <<





This formulation has direct relevance to a key concept of group therapy, the “here-and-now,” which we will discuss in depth in Chapter 6. At this point we will state only this basic premise: When the therapy group focuses on the here-and-now, it increases in power and effectiveness.


But if the here-and-now focus (that is, a focus on what is happening in this room in the immediate present) is to be therapeutic, it must have two components: the group members must experience one another with as much spontaneity and honesty as possible, and they must also reflect back on that experience. This reflecting back, this self-reflective loop, is crucial if an emotional experience is to be transformed into a therapeutic one. As we shall see in the discussion of the therapist’s tasks in Chapter 5, most groups have little difficulty entering the emotional stream of the here-and-now, but generally, it is the therapist’s job to keep directing the group toward the self-reflective aspect of that process. A strong emotional experience is not in itself a sufficient force for change.


Evidence that the psychotherapeutic process involves both emotional and intellectual components was supported by an intensive study I (IY) conducted with two colleagues. We looked at many of the encounter techniques popular in the 1970s that emphasized facilitating or eliciting emotional experiences (expressing and experiencing strong affect, engaging in self-disclosure, giving and receiving feedback).57 The study explored, in a number of ways, the relationship between group members’ experiences in these groups and their outcomes. We obtained surprising results that disconfirmed many contemporary stereotypes about the primary ingredients of the successful encounter group experience. Although emotional experiences were considered extremely important, they did not distinguish successful from unsuccessful group members. In other words, the members who were unchanged or for whom the group proved to be a destructive experience were just as likely as successful members to highly value the emotional incidents of the group. And the study provided clear evidence that a cognitive component was essential—some type of cognitive map or intellectual system that framed the experience and helped the client make sense of the emotions evoked in the group.


THE GROUP AS SOCIAL MICROCOSM


A freely interactive group, with few structural restrictions, will in time develop into a social microcosm of the participant members. Given enough sessions together, group members will begin to be themselves: they will interact with the other members of the group just as they interact with other people in their social sphere and create in the group the same interpersonal universe they have always inhabited. In other words, clients will, over time, automatically and inevitably begin to display their maladaptive interpersonal behaviors in the therapy group. There is no need for them to describe or give a detailed history of their pathology: sooner or later they will enact it before the other group members’ eyes.i


Furthermore, their behavior serves as accurate data and lacks the unwitting but inevitable blind spots of self-report. Character pathology is often hard for the individual to report because it is deeply assimilated into the fabric of the self and is outside of conscious and explicit awareness. As a result, group therapy, with its emphasis on feedback, is a particularly effective treatment for individuals with character pathology.58 A compelling, personal perspective is provided by David Payne, writing in the New York Times. In “Why Group Therapy Worked,” he noted:




Why did group therapy work when individual therapy didn’t? Part of it was that having nine different mirrors reflect back my problematic behavior brought into brilliant and incontrovertible light what I had been able to avoid confronting in a one-on-one exchange. Individual therapy also encouraged me to focus on the past, the injuries I’d received in childhood; group therapy forced me to see who I was now, the sometimes-injurious adult I had become. For me, that was the bitter pill that led to change.59





This concept is of paramount importance and is a keystone of the entire approach we describe in this text. Each member’s interpersonal style will eventually appear in his or her transactions in the group. Some styles result in interpersonal friction that will be manifest early in the course of the group. Individuals who are, for example, dominating, angry, vindictive, harshly judgmental, intensely passive, or grandly coquettish will generate considerable interpersonal static even in the first few meetings. Their maladaptive social patterns will quickly elicit the group’s attention. Others may require more time in therapy before their difficulties manifest themselves in the here-and-now of the group. This includes clients who may be equally or more severely troubled but whose interpersonal difficulties are more subtle, such as those individuals who quietly exploit others, those who achieve intimacy to a point but then disengage out of fear, or those who pseudo-engage, maintaining a subordinate, compliant position.


The initial business of a group usually consists of dealing with the members whose pathology is most interpersonally blatant. Some interpersonal styles become crystal clear from a single transaction or group meeting, and others require many sessions of observation to understand. Some clinical examples may make these principles more graphic.ii We also encourage viewing the video based on The Schopenhauer Cure novel, titled “Group Therapy: A Live Demonstration” and staged at an annual meeting of the American Group Psychotherapy Association. It illustrates in action the kind of narratives described here with added process commentary and is accompanied by a teaching guide.60


Attack First


George entered group therapy motivated by his impending fatherhood. He knew that he intimidated people and was seen as aggressive and bullying at work and in his relationships. In fact, he had been referred to group therapy by his individual therapist, a female social worker, whom he had begun to intimidate with subtle sexualized comments.


George readily recalled his own upbringing—being humiliated and bullied by his father—and he was determined to be a different kind of father. One of the pivotal memories he recounted in the group was of his father routinely engaging him in what began as friendly father-son wrestling together, only to end each encounter, typically, atop George, mocking him for his disgusting, pathetic weakness. George was repeatedly humiliated and told that if he was not tougher, people would always push him around.


George viewed the world through this road map. His pathogenic beliefs were that closeness was an invitation to humiliation and degradation. How could he become more tender when he had been taught to ensure safety by attacking first? He resisted emotional engagement in the group, provocatively diminishing the value of others’ increasing connections to one another, challenging the honesty of people’s care for one another, all the while sitting in the group in “manspreading” fashion, occupying a disproportionate amount of physical space. Yet he came on time to each meeting and rarely missed sessions.


In one pivotal session, a member named Diane recounted a depressing weekend in which she had slept with three different men. In great emotional distress, she asked the group for help in addressing why sex came so easily but emotional intimacy was so hard for her. She often felt that her body was the only appealing and worthwhile aspect of herself. Group members responded with expressions of support, endorsing her courage in disclosing her feelings to the group.


Then George spoke: “I know what your problem is, Diane: You are a slut. It is easy to see that.” The impact of his statement was predictable and explosive. Diane burst into tears and the group attacked George for his cruelty and destructiveness. At first, he held his ground, claiming “I call ’em like I see ’em.” As the group leader, I (ML) knew I did not want to be as harshly judgmental of George as he had sounded when he spoke to Diane. Diane now needed all the more support for being so vulnerable with the group. So I questioned George about his comment to Diane. What was his intent with that feedback? What did he think would be the impact on Diane? How did he think she felt? What did he imagine others in the group would feel toward him? I added that George’s comment was so provocative that it had to be understood, not just reacted to.


Somewhat shaken, George stated that he did not want to hurt Diane—in fact, he liked Diane and was attracted to her. But because he liked her, he felt more vulnerable with her and was concerned about her reaction to him. He preferred to feel less vulnerable and more in control. The group members explored how his feedback to her had issued from his own feelings of vulnerability. Attacking others to reduce his vulnerability ensured only more of the same—witness the group’s anger and counterattack. (This group was observed by trainees through a one-way window, and in our postgroup rehash, one observer shared how he’d had to restrain himself from barging in and pummeling George.)


George had turned a safe and welcoming environment into a hostile one. He obtained further feedback that he had a substantial amount of control to wield—that he could engage and make people allies, or he could turn them into rejecting attackers. Diane then said, “I can understand your issues, George, but I’m not here to sacrifice myself for your therapy. How much longer do I have to put up with this?”


George asked for her forgiveness, and Diane responded, “I’m open to it, George, but I can’t just instantly produce forgiveness. I need to see you treating me differently over a long period—it won’t happen overnight.”


This interchange opened the door to valuable work for both members. Experiencing the group members’ caring for her and their outrage at George on her behalf encouraged Diane to set limits in her life and to take better care of herself. For George, too, this was a turning point: he began to relinquish his defensive aggression and grew much more tender as he worked to earn the group’s acceptance.


Those Damn Men


Linda, forty-six years old and thrice divorced, entered one of my (IY) therapy groups because of anxiety and ensuing chronic gastrointestinal distress. Her major interpersonal issue was her tormented, self-destructive relationship with her current boyfriend. In fact, throughout her life she had encountered a long series of men (father, brothers, bosses, lovers, and husbands) who had abused her both physically and psychologically. Her account of the abuse that she had suffered at the hands of men, and suffered still, was harrowing.


At first, the group could do little to help her, aside from applying balm to her wounds and listening empathically to her accounts of continuing mistreatment by her current boss as well as by her boyfriend. Then an incident occurred that graphically illuminated her internal dynamics. She called me one morning in great distress: an extremely unsettling altercation with her boyfriend had left her feeling panicky and suicidal. She felt she could not possibly wait for the next group meeting, still four days off, and pleaded for an immediate individual session. Although it was inconvenient, I rearranged my appointments that afternoon and scheduled time to meet with her. Approximately thirty minutes before our meeting, she called and left word with my secretary that she would not be coming in after all.


In the next group meeting, when I inquired what had happened, Linda said that she had decided to cancel the emergency session because she was feeling slightly better by the afternoon. In addition, she said she knew I had a rule that I would see a client only one time in an emergency during the whole course of group therapy. She therefore thought it might be best to save that option for a time when she might be even more in crisis.


I found her response bewildering. I had never made such a rule; I never refuse to see someone in real crisis. Nor did any of the other members of the group recall my having issued such a dictum. But Linda stuck to her guns: she insisted that she had heard me say it, and she was dissuaded neither by my denial nor by the unanimous consensus of the other group members. Nor did she seem concerned in any way about the inconvenience she had caused me. In the group discussion, she grew defensive and acrimonious.


This incident, unfolding in the social microcosm of the group, was highly informative and allowed us to obtain an important perspective on Linda’s contribution to some of her problematic relationships with men. Up until that point, the group had had to rely entirely on her portrayal of these relationships. Linda’s accounts were convincing, and the group had come to accept her vision of herself as a victim of “all those damn men out there.” An examination of the here-and-now incident indicated that Linda had distorted perceptions of at least one important man in her life: her therapist. Moreover—and this is extremely important—she had distorted the incident in a highly predictable fashion: she experienced me as far more uncaring, insensitive, and authoritarian than I really was.


This was new data, and it was convincing data displayed before the eyes of all the members. For the first time, the group began to wonder about the accuracy of Linda’s accounts of her relationships with men. Undoubtedly, she had faithfully portrayed her feelings, but it became apparent that there were perceptual distortions at work: because of her expectations of men and her highly conflicted relationships with them, she often misperceived their actions toward her.


But there was more yet to be learned from the social microcosm. An important piece of data was the tone of the discussion: the defensiveness, the irritation, the anger. In time, I, too, became irritated by the thankless inconvenience I had suffered by changing my schedule to meet with Linda. I was further irritated by her insistence that I had proclaimed a certain insensitive rule when I (and the rest of the group) knew I had not. I fell into a reverie in which I asked myself, “What would it be like to live with Linda all the time instead of an hour and a half a week?” If there were many such incidents, I could imagine myself often becoming angry, exasperated, and uncaring toward her. This is a particularly clear example of the concept of the self-fulfilling prophecy described earlier: Linda predicted that men would behave toward her in a certain way and then, unconsciously, operated so as to bring this prediction to pass.


The Man Who Could Not Feel


Allen, a thirty-year-old unmarried scientist, sought therapy for a single, sharply delineated problem: he wanted to be able to feel sexually stimulated by a woman. Intrigued by this conundrum, the group searched for an answer. They investigated his early life, sexual habits, and fantasies. Finally, baffled, they turned to other issues in the group. As the sessions continued, Allen seemed impassive and insensitive to his own and others’ pain. On one occasion, for example, an unmarried member in great distress announced in sobs that she was pregnant and was planning to have an abortion. As she discussed her fear and her sense that she was in a bad dream from which she could not awake, she mentioned that she had once had a bad experience using hallucinogenic mushrooms. Allen, seemingly unmoved by her tears, became more interested in this subject than in her current dilemma, and persisted in posing intellectual questions about the effects of various psychedelic drugs. He was puzzled when the group commented on his insensitivity.


So many similar incidents occurred that the group came to expect him to be emotionally disconnected. When directly queried about his feelings, he responded as if he had been addressed in Aramaic. After some months, the group formulated an answer to his oft-repeated question, “Why can’t I have sexual feelings toward a woman?” They asked him to consider instead why he couldn’t have any type of feeling toward anyone.


Changes in Allen’s behavior occurred very gradually. He learned to spot and identify feelings by pursuing telltale autonomic signs: facial flushing, gastric tightness, sweating palms. On one occasion a volatile woman in the group threatened to leave because she was exasperated trying to relate to “a psychologically deaf and dumb goddamned robot.” Allen again remained impassive, responding only, “I’m not going to get down to your level.”


However, the next week, when he was asked about the feelings he had taken home from the group, he said that after the meeting he had gone home and cried like a baby. (When he left the group a year later and looked back at the course of his therapy, he identified this incident as a critical turning point.) Over the ensuing months he was more able to feel and to express his feelings to the other members. His role within the group changed from that of tolerated mascot to that of accepted peer, and his self-esteem rose as other members grew to respect him more. Moreover, he was beginning to develop a social life, and, for the first time, was enjoying dating.


Minimum Daily Requirements


Ed, a forty-seven-year-old engineer, sought therapy because of his loneliness and inability to find a suitable mate. Ed’s pattern of social relationships was barren: he had never had close male friends and had only sexualized, unsatisfying, short-lived relationships with women, who ultimately and invariably rejected him.


At first, Ed’s good social skills and lively sense of humor resulted in his being highly valued by other members, but as time passed and members deepened their relationships with one another, Ed was left behind. After a few meetings, his experience in the group closely resembled his social life outside the group. The most obvious aspect of his behavior was his limited and offensive approach to women. His gaze was directed primarily toward their breasts or crotch; his attention was voyeuristically directed toward their sexual lives; his comments to them were typically simplistic and sexual in nature. For months he did not initiate a single transaction with any of the men in the group.


With so little appreciation for the meaning of attachments, he, for the most part, considered people interchangeable. For example, when a member described her obsessive fantasy that her boyfriend, who was often late, would be killed in an automobile accident, Ed’s response was to assure her that she was young, charming, and attractive and would have little trouble finding another man of at least equal quality. To take another example, Ed was always puzzled when other members appeared troubled by the temporary absence of one of the co-therapists, or, later, by the impending permanent departure of a therapist. Doubtless, he suggested, there was, even among the students, a therapist of equal competence. (In fact, he had seen in the hallway a physically attractive female psychologist whom he would particularly welcome as therapist.)


Ed put it most succinctly when he described what he called his “MDR” (minimum daily requirement) for affection; in time it became clear to the group that the identity of the MDR supplier was incidental to Ed, and far less relevant than its availability.


Thus evolved the first phase of the group therapy process: the display of interpersonal pathology. Ed did not relate to others so much as he used them as succor, as objects to supply his life needs. It was not long before he had re-created in the group his habitual—and desolate—interpersonal universe: he was cut off from everyone. Men reciprocated his total indifference; women, in general, were disinclined to service his MDR, and those women he especially craved were repulsed by his narrow, sexualized attentions. Ed’s subsequent group therapy was greatly informed by the display of his interpersonal pathology inside the group, and his therapy profited enormously from focusing exhaustively on his relationships with the other group members.


DYNAMIC INTERACTION WITHIN THE SOCIAL MICROCOSM


There is a rich and subtle dynamic interplay between the group member and the group environment. Members shape their own microcosm. The more spontaneous the interaction, the more rapid and authentic the development of the social microcosm. And that, in turn, increases the likelihood that the central problematic issues of all the members will be evoked and addressed.


Not only does the small group provide a social microcosm in which the maladaptive behavior of members is clearly displayed, but it also becomes a laboratory in which the meaning and the dynamics of the behavior are demonstrated, often with great clarity. The therapist sees not only the behavior but also the events triggering it and the responses others have to it.


The group interaction is so rich that each member’s maladaptive transaction cycle is repeated many times, thus providing members with multiple opportunities for reflection and understanding. But if pathogenic beliefs are to be altered, the group members must receive feedback that is clear and usable. If the style of feedback delivery is too stressful or provocative, members may be unable to process what the other members offer them. Sometimes the feedback may be premature—that is, delivered before sufficient trust is present to soften its edge. At other times feedback can be experienced as devaluing, coercive, or injurious.61 How can we avoid unhelpful or harmful feedback? Members are less likely to attack and blame one another if they can look beyond surface behavior and become sensitive to one another’s internal experiences and underlying intentions. Thus, empathy is a critical element in the successful group. But empathy, particularly with provocative or aggressive clients, can be a tall order for group members and therapists alike. The group leader’s articulation of empathy is critically important for clients’ safety, emotional well-being, and development.62 Furthermore, the leader models how communication and genuine engagement can be both caring and challenging. Empathy flows more easily when we are interacting with people with whom we can identify, and it is easier to maintain when we ourselves are less stressed and fearful—hence the great value of therapist self-knowledge and awareness of countertransference.63


Recent contributions of intersubjectivity and modern analytic group approaches are relevant and helpful here.64 These models pose members and therapists such questions as: “How am I implicated in what I construe as your provocativeness? What is my part in it?” In other words, the group members and the therapist continuously affect one another. The patterns of relationships are not fixed or mandated by external influences, but jointly constructed. The distortions in a member’s perceptions of events within the group interaction are not solely the creation of that member. An intersubjective and more balanced perspective acknowledges the contributions of the group leader and other members to each member’s here-and-now experience.


Consider the client who repeatedly arrives late to the group meeting. This is always an irritating event, and group members will inevitably express their annoyance. But the therapist should also encourage the group to explore the meaning of that particular client’s behavior. Coming late may mean “I don’t really care about the group,” but it may also have many other, more complex interpersonal meanings: “Nothing happens without me, so why should I rush?” or “I bet no one will even notice my absence—they don’t seem to notice me while I’m there,” or “These rules are meant for others, not me.”


Both the underlying meaning of the individual’s behavior and the impact of that behavior on others need to be revealed and processed if the members are to arrive at an empathic understanding of one another. Group participation promotes members’ emotional intelligence and mentalization—the understanding of the mental states, desires, fears, beliefs, expectations, and aspirations of oneself and of others.65 It facilitates transfer of learning from the therapy group to the client’s larger world. Without a sense of the internal world of others, relationships are confusing, frustrating, and repetitive as we mindlessly enlist others as players with predetermined roles in our own stories without regard to their actual motivations and aspirations.


Leonard, for example, entered the group with a major problem of procrastination. In Leonard’s view, procrastination was not only a problem but also an explanation. It explained his failures, both professionally and socially; it explained his discouragement, depression, and alcoholism. And yet it was an explanation that obscured meaningful insight and more accurate explanations.


In the group we became well acquainted with Leonard’s procrastination and often irritated or frustrated by it. When members worked hard with Leonard, and when it appeared that part of his neurotic character was about to be uprooted, he found ways to delay the group work. “I don’t want to be upset by the group today,” he would say, or, “This new job is make or break for me”; “I’m just hanging on by my fingernails”; “Give me a break—don’t rock the boat”; “I’d been sober for three months until the last meeting caused me to stop at the bar on my way home.” The variations were many, but the theme was consistent.


One day Leonard announced a major development, one for which he had long labored: he had quit his job and obtained a position as a teacher. Only a single step remained: getting a teaching certificate, a matter of filling out an application requiring approximately two hours’ labor.


Only two hours and yet he could not do it! He delayed until the allowed time had practically expired and, with only one day remaining, informed the group about the deadline and lamented the cruelty of his personal demon, procrastination. Everyone in the group, including the therapists, experienced a strong desire to sit Leonard down, possibly even in one’s lap, place a pen between his fingers, and guide his hand along the application form. One client, the most mothering member of the group, did exactly that: she took him home, fed him, and coached him line by line through the application form.


As we began to review what had happened, we could now see his procrastination for what it was: a plaintive plea for a lost mother. Many things then fell into place, including the dynamics behind Leonard’s depressions (which were also desperate pleas for love), alcoholism, and compulsive overeating.


The idea of the social microcosm is, we believe, sufficiently clear: If the group is conducted such that the members can behave in an unguarded, unselfconscious manner, they will, most vividly, re-create and display their pathology in the group. Thus, in this living drama of the group meeting, the trained therapist has a unique opportunity to understand the dynamics of each client’s behavior and address the familiar negative interpersonal cycle.


RECOGNITION OF BEHAVIORAL PATTERNS IN THE SOCIAL MICROCOSM


If therapists are to turn the social microcosm to therapeutic use, they must first learn to identify the group members’ recurrent maladaptive interpersonal patterns. In the incident involving Leonard, the therapist’s vital clue was the emotional response of members and leaders to Leonard’s behavior. The therapist or other group members may feel angry toward a member, or exploited, or sucked dry, or steamrollered, or intimidated, or bored, or tearful, or any of the infinite number of ways one person can feel toward another.


These feelings represent valid and indispensable data and should be taken seriously by the therapist. If the feelings elicited in others are highly discordant with the feelings that the client would like to engender in others, or if the feelings aroused are desired, yet inhibit growth (as in the case of Leonard), then therein lies a crucial part of the client’s problem. Of course, there are many complications inherent in this thesis. Some critics might say that a strong emotional response is often due to pathology not of the subject but of the respondent. If, for example, a self-confident, assertive man evokes strong feelings of fear, intense envy, or bitter resentment in another man, we can hardly conclude that the response is reflective of the former’s pathology. This is a distinct advantage that the therapy group format has over individual therapy: because the group contains multiple observers, it is often easier to differentiate idiosyncratic and highly subjective responses from more objective ones.


Group members will not naturally feel authorized to give voice to this kind of feedback. Often they become too supportive and may need therapist encouragement to examine what is being avoided and what is going underground. Our normal social discourse does not typically encourage that level of open reflection and commentary, but it is the essence of effective group therapy.66


Therapists look for repetitive patterns over time and for multiple responses. Additionally, they rely on the most valuable evidence of all: their own emotional responses. If, as Kiesler stated, we get “hooked” by the interpersonal behavior of a member, our own reactions are our best interpersonal information about the client’s impact on others.67 Therapeutic value follows, however, only if we are able to get “unhooked”—that is, to resist engaging in the usual behavior the client elicits from others, which only reinforces the usual interpersonal cycles. This process of retaining or regaining our objectivity provides us with meaningful feedback about the interpersonal transaction. From this perspective, the thoughts, feelings, and actual behavior elicited in the therapist by each group member should be regarded as pure gold. Our reactions are invaluable data, not failings. But we need to distinguish what the client evokes in everyone from what is more subjective to us and emerges from our current or historical experience. Clearly these are not completely distinct, but one of our cardinal tasks as therapists is to discern the source of our reactions to our clients.68


Since all therapists have blind spots, their own areas of interpersonal distortion, how can we know when our reactions are objective? Co-therapy—when two or more therapists share leadership of a group—provides one answer to that question. Co-therapists are exposed simultaneously to the same clinical situation. Comparing their reactions permits a clearer discrimination between their own subjective responses and objective assessments of the interactions. Furthermore, group therapists may have a calmer and privileged vantage point, since, unlike individual therapists, they witness countless compelling maladaptive interpersonal dramas unfold without themselves being at the center of all these interactions.


We will address this issue more fully in later chapters on training and on the therapist’s tasks and techniques, but for now note only that this argument is a powerful reason for therapists to know themselves as fully as possible. It is incumbent upon the neophyte group therapist to embark on a lifelong journey of self-exploration, a journey that may well include both individual and group therapy and group experiential learning.69


None of this is meant to imply that therapists should not take the responses and feedback of all clients seriously, including those who are highly disturbed. Even the most exaggerated, irrational responses contain a core of reality. Furthermore, the disturbed client may be a valuable, accurate source of feedback at other times: no individual is highly conflicted in every area.


This final point constitutes a basic axiom for the group therapist. Not infrequently, members of a group respond very differently to the same stimulus. An incident may occur in the group that each of seven or eight members perceives, observes, and interprets differently. One common stimulus and eight different responses—how can that be? There seems to be only one plausible explanation: there are eight different inner worlds. Splendid! Thus, analysis of these differing responses is a royal road into the inner world of the group member.


Or, again, consider certain structural aspects of the group meeting: members have markedly different responses to sharing the group’s or the therapist’s attention, to disclosing themselves, to asking for help or helping others. Nowhere are such differences more apparent than in the transference—the members’ responses to the leader. The same therapist will be experienced by different members as warm, cold, rejecting, accepting, competent, or bumbling. This range of perspectives can be humbling and even overwhelming for members and therapists, particularly neophytes.


That the group may serve as a kind of Rorschach test is illustrated in one group’s observations about their two co-therapists. One group member opined that the group leaders were professionally accessible and that was adequate for him. Another lamented that both leaders seemed opaque and she was eager to be closer to them. A third member said there had been plenty of information provided already through the course of the group that helped her to feel close to the co-therapists; a fourth noted that one co-leader seemed more transparent than the other, and it made her wonder about the relationship between the co-leaders; a fifth added that he preferred the group leaders to be opaque and distant so that he need not worry about what they might be feeling or thinking—he had spent his life as a child preoccupied with his mother’s reactions to his statements and behavior. In the midst of this energized session, a new member of the group broke down in tears and stated that she felt overwhelmed. Where was the consistency and certainty she needed to know that she was always right? How could she know how to be in the world if the same question could generate so many divergent responses?


THE SOCIAL MICROCOSM: IS IT REAL?


We have often heard group members challenge the veracity of the social microcosm. Members may claim that their behavior in this particular group is not at all representative of their normal behavior. Or that the troubled individuals in the group have difficulties perceiving them accurately. Or even that group therapy is not real; it is an artificial, contrived experience that distorts rather than reflects one’s real behavior. To the neophyte therapist, these arguments may seem formidable, even persuasive, but they are in fact truth-distorting. In one sense, the group is artificial: members do not choose their friends from the group, and they are not a daily part of one another’s lives. Although they relate in a personal manner, their entire relationship consists of meetings in a professional’s office once or twice a week. Moreover, the relationships are transient and the end of the relationship is built into the social contract at the very beginning.


When faced with these arguments, I often think of Earl and Marguerite, members in a group I (IY) led earlier in my career. Earl had been in the group for four months when Marguerite was introduced. They both blushed to see the other, because, by chance, only a month earlier, they had gone on a Sierra Club camping trip together for a night and been “intimate.” Neither wanted to be in the group with the other. To Earl, Marguerite was a foolish, empty girl, “a mindless piece of ass,” as he was to put it later in the group. To Marguerite, Earl was a dull nonentity, whose penis she had made use of as a means of retaliation against her husband.


They nevertheless worked together in the group once a week for about a year. During that time, they came to know each other intimately in a fuller sense of the word: they shared their deepest feelings; they weathered fierce, vicious battles; they helped each other through suicidal depressions; and, on more than one occasion, they wept for each other. Which was the real world and which the artificial?


One group member stated, “For the longest time I believed the group was a natural place for unnatural experiences. It was only later that I realized the opposite—it is an unnatural place for natural experiences.”70 One of the things that makes the therapy group real is that it eliminates social, sexual, and status games; members go through vital life experiences together; they shed reality-distorting facades and strive to be honest with one another. How many times have we heard a group member say, “This is the first time I have ever told this to anyone”? The group members are not strangers. Quite the contrary: they know one another deeply and fully. Yes, it is true that members spend only a small fraction of their lives together. But psychological reality is not equivalent to physical reality. Psychologically, group members spend infinitely more time together than the one or two meetings a week when they physically occupy the same space.


TRANSFERENCE AND INSIGHT


Before concluding the examination of interpersonal learning as a mediator of change, we wish to call attention to two concepts that deserve further discussion. Transference and insight play too central a role in most formulations of the therapeutic process to be passed over lightly. We rely heavily on both of these concepts in our therapeutic work and do not mean to slight them. What we have done in this chapter is to embed them both into the factor of interpersonal learning.


Transference is a specific form of interpersonal perceptual distortion. In individual psychodynamic psychotherapy, the recognition and the working through of this distortion is of paramount importance. In group therapy, working through interpersonal distortions is, as we have seen, of no less importance; however, the range and variety of distortions are considerably greater. Working through the transference—that is, the distortion in the relationship to the therapist—now becomes only one of a series of distortions to be examined in the therapy process.


For many clients, perhaps for the majority, the client-therapist relationship is the most important relationship to work through, because the therapist is the personification of parental images, of teachers, of authority, of established tradition, of incorporated values. But most clients are also conflicted in other interpersonal domains: for example, power, assertiveness, anger, competitiveness with peers, intimacy, sexuality, generosity, greed, and envy. Considerable research emphasizes the importance many group members place on working through relationships with other members.71


Although self-understanding is highly important to group clients, group therapy focuses on the interpersonal and interactional domain, while individual therapy attends more to the intrapersonal and intrapsychic.72 In one twelve-month follow-up study of a short-term crisis group, a team of researchers asked group members to indicate the source of the help each had received. Forty-two percent felt that the group members had been helpful and the therapist had not, and 28 percent responded that both had been helpful. Only 5 percent said that the therapist alone was a major contributor to change.73


This body of research has important implications for the technique of the group therapist: rather than focusing exclusively on the client-therapist relationship, therapists must facilitate the development and working-through of interactions among members. We will have much more to say about these issues in Chapters 6 and 7.


Insight defies precise description; it is not a unitary concept. We prefer to employ it in the general sense of “sighting inward”—a process encompassing clarification, explanation, and derepression. Insight occurs when one discovers something important about oneself—about one’s behavior, one’s motivational system, or one’s unconscious. It also sets the stage for the individual’s greater understanding of the emotional experience of others in one’s relational world—what Daniel Siegel refers to as “mindsight.”74


In the group therapy process, clients may obtain insight on at least four different levels:


1. Clients may gain a more objective perspective on their interpersonal presentation. They may for the first time learn how they are seen by other people: as tense, warm, aloof, seductive, bitter, arrogant, pompous, obsequious, and so on.


2. Clients may gain some understanding of their more complex interactional patterns of behavior. Any of a vast number of patterns may become clear to them: for example, that they exploit others, court constant admiration, seduce and then reject or withdraw, compete relentlessly, plead for love, or relate only to the therapist or either the male or female members.


3. Clients may learn about the motives underlying their interpersonal behavior. Often clients learn that they behave in certain ways because they believe that different behavior would bring about some catastrophe: humiliation, scorn, or abandonment. Aloof, detached clients, for example, may understand that they shun closeness because of fears of being engulfed and losing themselves; competitive, vindictive, controlling clients may understand that they are frightened of their deep, insatiable cravings for nurturance; timid, obsequious individuals may dread the eruption of their repressed, destructive rage.


4. Finally, in a fourth level of insight, clients understand the deep roots of their behavior. Through an exploration of the impact of early family and environmental experiences, the client understands the genesis of current patterns of behavior. This fourth level of insight has unfortunately become equated with “profound” or “good,” and the other levels have been considered “superficial” or “inconsequential.” A singular focus on the exploration of the past as the solution to current difficulties can interfere with the acquisition of self-awareness and interpersonal skills.75


Every therapist has encountered clients who have achieved considerable insight into the ways in which they have been shaped, influenced, or affected by their family of origin, developmental history, or sociocultural environment and yet have made no therapeutic progress. There is no demonstrated, consistent relationship between the acquisition of this sort of insight and the persistence of change. Moreover, it is commonplace for significant clinical change to occur in the absence of such insight. In fact, there is much reason to question the explanatory power of our most revered assumptions about the relationship between types of early experience and adult behavior and character structure.76


For one thing, we must take account of recent neurobiological research into the storage of memory. Memory is currently understood to consist of at least two forms, with two distinct brain pathways.77 We are most familiar with the form of memory known as “explicit memory.” This memory consists of recalled details and events, the autobiographical recollections of one’s life, and it has historically been the focus of much exploration and interpretation in the psychodynamic therapies. A second form of memory, “implicit memory,” houses our earliest relational experiences, many of which precede our use of language. These memories influence how we relate to others. Therefore, talking alone may not alter the impact of these early, shaping memories. It is the actual moment-to-moment client experience of the therapy relationship that is the engine of change.78


Psychoanalytic theory is changing as a result of this new understanding of memory. Peter Fonagy, after conducting an exhaustive review of the psychoanalytic process and outcome literature, concluded that “the recovery of past experience may be helpful, but the understanding of current ways of being with the other is the key to change. For this, both self and other representations may need to alter, and this can only be done effectively in the here-and-now.”79


A fuller discussion of causality would take us too far afield from interpersonal learning, but we will return to the issue in Chapters 5 and 6. For now, it is sufficient to emphasize that there is little doubt that understanding lubricates the machinery of change. It is important that insight—“sighting in”—occurs, but in its generic, not its genetic, sense. Psychotherapists need to disengage the concept of “profound” or “significant” intellectual understanding from historical considerations. Something that is deeply felt or has deep meaning for a client may or may not be related to the unraveling of the early genesis of behavior.


OVERVIEW


We have defined and described three distinct components of the therapeutic factor of interpersonal learning:




1. The importance of interpersonal relationships


2. The corrective emotional experience


3. The group as a social microcosm




Now, considering these components collectively and in sequence, the mechanism of interpersonal learning as a therapeutic factor becomes evident:




I. Psychological symptomatology emanates from disturbed interpersonal relationships. The task of psychotherapy is to help the client learn how to develop distortion-free, gratifying interpersonal relationships.


II. The psychotherapy group, provided its development is unhampered by severe structural restrictions, evolves into a social microcosm—a miniaturized representation of each member’s social universe.


III. The group members, through feedback from others, self-reflection, and self-observation, become aware of significant aspects of their interpersonal behavior: their strengths, their limitations, their interpersonal distortions, the gap between their interpersonal intent and their impact, and the maladaptive behavior that elicits unwanted responses from other people. Group members have failed to learn from their prior experiences in problematic relationships because other people in their life, sensing their vulnerability and abiding by the rules of etiquette governing normal social interaction, have refrained from communicating how their behavior has contributed to their relationship problems. Therefore, and this is important, clients have never learned to discriminate between objectionable aspects of their behavior and a self-concept as a totally unacceptable person. The therapy group, by encouraging accurate feedback, makes such discrimination possible.


IV. In the therapy group, a regular interpersonal sequence occurs:


A. Pathology display: the member displays his or her behavior.


B. Through feedback and self-observation, clients


1. become better witnesses of their own behavior;


2. appreciate the impact of that behavior on


a. the feelings of others;


b. the opinions that others have of them;


c. the opinions they have of themselves.


V. The client who has become fully aware of this sequence also becomes aware of personal responsibility for his or her own interpersonal world.


VI. Individuals who fully accept personal responsibility for the shaping of their interpersonal world may then begin to grapple with the corollary of this discovery: if they created their social-relational world, then they have the power to change it.


VII. The meaningfulness of these understandings is directly proportional to the amount of affect experienced. The more real and the more emotional an experience, the more potent its impact; conversely, the more distant and intellectualized the experience, the less effective the learning.


VIII. As a result of this group therapy sequence, the client gradually changes by risking new ways of being with others. The likelihood that change will occur is a function of


A. The client’s readiness for change coupled with the amount of personal dissatisfaction with current modes of behavior;


B. The client’s involvement in the group—that is, how much the client allows the group to matter;


C. The rigidity of the client’s character structure and interpersonal style.


IX. Once change occurs, the client appreciates that some feared calamity has been irrational and can be disconfirmed: the change in behavior has not resulted in death, destruction, abandonment, derision, or engulfment.iii


X. The social microcosm concept is bidirectional: not only does outside behavior become manifest in the group, but the behavior learned in the group appears in clients’ interpersonal behavior outside the group.


XI. Gradually, an adaptive spiral is set in motion, at first inside and then outside the group. As a client’s interpersonal distortions diminish, his or her ability to form rewarding relationships is enhanced. Social anxiety decreases; self-esteem rises; harsh judgment of others softens; and the need for self-concealment diminishes.





Each of the steps of this sequence requires certain actions by the therapist. At various points, the therapist must offer empathy for the client’s distress; must encourage self-observation, responsibility assumption, and risk-taking; must disconfirm fantasized calamitous consequences; must reinforce transfer of learning; and so on.80 Each of these tasks and techniques will be fully discussed in the chapters ahead.


Footnotes


i A 2015 study examined 207 individual group members’ self-ratings on the core interpersonal dimensions of affiliation and dominance. The authors noted significant consistencies between the self-ratings of outside-group behaviors and other group members’ ratings of in-group behaviors, adding empirical support to the concept of the social microcosm. S. Goldberg and W. Hoyt, “Group as Social Microcosm: Within-Group Interpersonal Style Is Congruent with Outside Group Relational Tendencies,” Psychotherapy 52 (2015): 195–204.


ii In the following clinical examples, as elsewhere in this text, we have protected clients’ privacy by altering certain facts, such as name, occupation, and age. Also, the interaction described in the text is not reproduced verbatim but has been reconstructed from detailed clinical notes taken after each therapy meeting. In all instances, our clients have given us permission to use these clinical examples.


iii New relational experience may foster neurobiological changes by activating neural pathways in which the more emotional parts of the brain (subcortical) are influenced by the more cognitive, planning, and evaluation parts of the brain (the prefrontal cortex). The neurobiological impacts may even have the potential to repair the individual’s genetic substrate damaged by early life adversity, underscoring the mind-brain connection. See D. Siegel, Pocket Guide to Interpersonal Neurobiology: An Integrative Handbook of the Mind (New York: W. W. Norton, 2012). S. Gantt and B. Badenoch, eds., The Interpersonal Neurobiology of Group Psychotherapy and Group Process (London: Karnac Books, 2013). A. Smith et al., “Epigenetic Signatures of PTSD: Results from the Psychiatric Genomics Consortium PTSD Epigenetics Workgroup,” Biological Psychiatry 81 (2017): S36.

















- 3 -



Group Cohesiveness


IN THIS CHAPTER WE EXAMINE THE PROPERTIES OF COHESIVENESS, the considerable evidence for group cohesiveness as a therapeutic factor, and the various pathways through which cohesiveness exerts its therapeutic influence.


What is cohesiveness and how does it influence therapeutic outcome? The short answer is that cohesiveness is the group therapy analogue to the relationship in individual therapy. First, keep in mind that a vast body of research on individual psychotherapy demonstrates that a good therapist-client relationship is essential for a positive outcome. The link between the therapeutic alliance and outcome is one of the most reliable research findings in our field.1 Is it also true that a good therapy relationship is essential in group therapy? Here again, the literature leaves little doubt that “relationship” is germane to positive outcome in group therapy.2 But relationship in group therapy is a far more complex concept than relationship in individual therapy. After all, there are only two people in the individual therapy relationship, whereas a number of individuals, generally six to ten, work together in group therapy. Hence it is insufficient to say that a good relationship is necessary for successful group therapy—we must also specify which relationship: The relationship between the client and the group therapist (or therapists, if there are co-leaders)? Or between the group member and other members? Or perhaps even between the individual and the “group” taken as a whole? In other words, there are intrapersonal, interpersonal, and group variables to consider as well.3


Over the past sixty years, a vast number of controlled studies of psychotherapy outcome have demonstrated that the average person who receives psychotherapy is significantly improved and that the outcome from group therapy is virtually identical to that of individual therapy.4 Furthermore, there is evidence that certain clients may obtain greater benefit from group therapy than from other approaches, particularly clients dealing with stigma or social isolation and those seeking new coping skills.5


The evidence supporting the effectiveness of group psychotherapy is so compelling that it prompts us to direct our attention toward another question: What are the necessary conditions for effective psychotherapy? After all, not all psychotherapy is successful. In fact, there is evidence that treatment may be for better or for worse—although most therapists help their clients, some therapists make some clients worse.6 Why? What are the characteristics of a successful therapist? Although many factors are involved, effective therapists are empathically attuned to their clients and are able to provide an understandable, culturally resonant explanation of distress and its treatment that in turn builds the client’s self-efficacy.7 Research evidence overwhelmingly supports the conclusion that successful therapy—indeed, even successful pharmacotherapy treatment—is mediated by a relationship between treater and client that is characterized by agreement on the goals and tasks of treatment and marked by trust, warmth, empathic understanding, and acceptance.8


Although a positive therapeutic alliance is common to all effective treatments, it is by no means easily or routinely established. Extensive therapy research has focused on the nature of the therapeutic alliance and the specific interventions required to achieve, maintain, and repair the alliance when it gets strained or frayed.9


Is the quality of the relationship related to the therapist’s theoretical orientation? The evidence says no. Effective clinicians from different schools (psychodynamic, psychoanalytic, emotion-focused, humanistic, interpersonal, cognitive-behavioral) resemble one another (and differ from nonexperts in their own school) in their conception of the ideal therapeutic relationship and in the relationship they themselves establish with their clients.10


Note that the engaged, cohesive therapeutic relationship is necessary in all effective psychotherapies, even in the so-called mechanistic approaches—cognitive, behavioral, or systems-oriented forms of psychotherapy.11 One of the first large comparative psychotherapy trials, the National Institute of Mental Health’s (NIMH) Treatment of Depression Collaborative Research Program, concluded that successful cognitive-behavioral therapy or interpersonal therapy required “the presence of a positive attachment to a benevolent, supportive, and reassuring authority figure.”12 Research has shown that the client-therapist bond and the technical elements of cognitive therapy are synergistic: a strong and positive bond in itself disconfirms depressive beliefs and facilitates the work of modifying cognitive distortions. The absence of a positive bond renders technical interventions ineffective or even harmful.13 The experience the client has of the treater is of enormous importance and is a good predictor of outcome.14 And this experience emerges in large part from the therapist’s actions and use of self.15 More and more, these core therapist relationship capacities are being recognized as key foci in training programs.16


As noted, relationship plays an equally critical role in group psychotherapy. But the group therapy analogue of the client-therapist relationship in individual therapy must be a broader concept, encompassing the individual’s relationship to the group therapist, to the other group members, and to the group as a whole. In this text we refer to all of these relationships with the term “group cohesiveness.” Cohesiveness is a widely researched basic property of groups that has been explored in several hundred research articles, reviews, and meta-analytic studies synthesizing huge data pools.17 Unfortunately, there is little cohesion in the cohesion literature, which suffers from the lack of replication studies and the use of different definitions, scales, subjects, and rater perspectives.18


In general, however, the studies agree that groups differ from one another in the amount of “groupness” present. Those with a greater sense of solidarity, or “we-ness,” value the group more highly and have higher attendance, participation, and mutual support. Nonetheless, it is difficult to formulate a precise definition. A thoughtful review concluded that cohesiveness “is like dignity: everyone can recognize it but apparently no one can describe it, much less measure it.”19 The problem is that cohesiveness refers to overlapping dimensions. On the one hand, there is a group phenomenon—the total esprit de corps; on the other hand, there is the individual member cohesiveness (or, more strictly, the individual’s attraction to the group and to the leader).20 Furthermore, both the client’s emotional experience and the sense of task effectiveness in the group contribute to cohesion.21


In this book, we define cohesiveness as the attractiveness of a group for its members.22 Members of a cohesive group feel warmth and comfort in the group and a sense of belonging; they value the group and feel they are valued, accepted, and supported by other members.23


Esprit de corps and individual cohesiveness are interdependent, and group cohesiveness is sometimes computed simply by summing the individual members’ level of attraction to the group. Newer, more sophisticated methods of measuring group cohesiveness, such as the Group Questionnaire (GQ) developed by Gary Burlingame and colleagues, are gaining prominence and promise a more valid and reliable assessment of group cohesion.i


The more we examine cohesiveness, the more complexity we encounter. For example, we now know that each client’s view of cohesiveness is impacted by the group cohesiveness other members feel. Group cohesiveness is generally considered as a summation of the individual members’ sense of belonging, but we have also learned that group members are differentially attracted to the group—personality, interpersonal patterns, and attachment style all play a large role.24 Furthermore, while cohesiveness is not fixed but instead fluctuates greatly during the course of the group, we know that early cohesion is essential in setting the stage for the more challenging work to follow.25 Research has also differentiated between the members’ sense of belonging and their appraisal of how well the entire group is working. It is not uncommon for an individual to feel “that this group works well, but I’m not part of it.”26 It is also possible for members (for example, eating disorder clients) to value the interaction and bonding in the group yet be fundamentally opposed to the group goal.


Before leaving the matter of definition, we must point out that group cohesiveness is not only a potent therapeutic force in its own right; it is a precondition for other therapeutic factors to function optimally. When, in individual therapy, we say that it is the relationship that heals, we do not mean that love or loving acceptance is enough; we mean that an ideal therapist-client relationship creates conditions in which the necessary risk-taking, self-disclosure, catharsis, and intrapersonal and interpersonal exploration may unfold. It is the same for group therapy: Cohesiveness is necessary for other group therapeutic factors to operate.


THE IMPORTANCE OF GROUP COHESIVENESS


Although we discuss the therapeutic factors separately, they are, to a great degree, interdependent. Catharsis and universality, for example, are not complete processes. It is not the sheer process of ventilation, or the discovery that others have problems similar to one’s own, and the ensuing disconfirmation of one’s wretched uniqueness, that are important: it is the affective sharing of one’s inner world and then the acceptance by others that seems of paramount importance. To be accepted by others challenges the client’s belief that he or she is basically repugnant, unacceptable, or unlovable. The need for belonging is innate in all of us. Both affiliation within the group and attachment in the individual setting address this need.27 Therapy groups generate a positive, self-reinforcing loop: trust–self-disclosure–empathy–acceptance–trust.28 If norms of nonjudgmental acceptance and inclusiveness are established early and the member adheres to the group’s procedural norms, a member will be accepted by the group regardless of past transgressions, social failings, alternative lifestyles, or substance abuse or a history of prostitution or criminal offenses.


For the most part, the flawed interpersonal skills of our clients have limited their opportunities for effective sharing in either one-to-one relationships or groups. Not infrequently, the therapy group offers isolated clients their only deeply human contact. After just a few sessions, members often have a stronger sense of being at home in the group than anywhere else. Later, even years afterward, when most other recollections of the group have faded from memory, they may still remember this warm sense of belonging and acceptance.


As one successful client looking back over two and a half years of group therapy put it, “the most important thing in it was just having a group there, people that I could always talk to, that wouldn’t walk out on me. There was so much caring and hating and loving in the group, and I was a part of it. I’m better now and have my own life, but it’s sad to think that the group’s not there anymore.”


Furthermore, group members see that they are not just passive beneficiaries of group cohesion; they also generate that cohesion and create durable relationships—perhaps for the first time in their lives. One group member commented that he had always attributed his aloneness to some unidentified, intractable, and repugnant character failing. It was only after he stopped missing meetings regularly because of his discouragement and sense of futility that he discovered the part he played in his aloneness: that relationships do not inevitably wither. Instead, his previous relationships had been doomed by his choice to neglect them.


Some individuals internalize the group and repopulate their inner world. Years later, one client noted, “It’s as though my old group is sitting on my shoulder, watching me. I’m forever asking, What would the group say about this or that?” Often therapeutic changes persist and are consolidated because, even years later, the members don’t want to let the group down.29


Many of our clients have an impoverished history of social connection and have never felt valuable and integral to a group. For these individuals, a positive group experience may in itself be healing. Belonging in the group raises self-esteem and meets members’ dependency needs, but in ways that also foster responsibility and autonomy.30


Still, for some members, belonging can generate feelings of psychological regression: belonging can be frightening because it evokes fear of loss of self and of relinquishing personal autonomy.31 More typically, however, members of a therapy group come to mean a great deal to one another. The therapy group, at first perceived as an artificial construct that does not matter, may come to matter very much over time as members share their innermost thoughts. We have known groups whose members support one another through times of severe depression, through manic episodes, and through divorce, abortion, suicide, and sexual abuse, or even through the here-and-now feelings of betrayal within the group when two group members violate the group norms through a sexual encounter.


Even the most unlikely clients can form cohesive groups, as shown in a recent study of group therapy for marginalized intravenous drug users from the inner city with hepatitis C.32 We have seen a group actually carry one of its members to the hospital, and many groups mourning the death of a member. We have seen members of cancer support groups deliver eulogies at the funerals of other members. Relationships are often cemented by emotionally intense shared experiences. How many relationships in life are so richly layered?


Benefits of Group Cohesiveness: Evidence


Empirical evidence for the impact of group cohesiveness may not be as extensive or as systematic as research documenting the importance of relationship in individual psychotherapy, but is still very clear and relevant.33 Studying the effect of cohesiveness is more complex34 because it involves variables closely related to cohesion such as group climate (the degree of engagement, avoidance, and conflict in the group),35 therapist empathy,36 and alliance (the member-therapist relationship).37 The Group Questionnaire devised by Burlingame and colleagues synthesizes all these dimensions.38 The results of the research from all these perspectives, however, point to the same conclusion: Relationship is at the heart of effective group therapy.39


Group cohesion is no less important in the era of third-party oversight than it was in the past. In fact, the contemporary group therapist has an even larger responsibility to safeguard the therapeutic relationship in the face of imposed restrictions and intrusions from bureaucratic forces.40


We now turn to a broad overview of contemporary research and literature on cohesion. It highlights many of the approaches group researchers have used to evaluate and understand group cohesion and its clinical impact. (Readers who are less interested in research methodology and more interested in its direct clinical relevance may wish to proceed directly to the summary section.)




• In an early study of former group psychotherapy clients, investigators found that more than half considered mutual support the primary mode of help in group therapy. Clients who perceived their group as cohesive attended more sessions, experienced more social contact with other members, and felt that the group had been therapeutic. Improved clients were significantly more likely to have felt accepted by the other members and to mention particular individuals when queried about their group experience.41


• In 1970, I (IY) reported a study in which successful group therapy clients were asked to look back over their experience and to rate, in order of effectiveness, the series of therapeutic factors I describe in this book.42 Since that time, a vast number of studies using analogous designs have generated considerable data on clients’ views of those aspects of group therapy that have been most useful. We will examine these results in depth in the next chapter; for now, it is sufficient to note that there is a strong consensus that clients regard group cohesiveness as an extremely important determinant of successful group therapy.


• In a six-month study of two long-term therapy groups, observers rated the process of each group session by scoring each member on five variables: acceptance, activity, sensitivity, abreaction (catharsis), and improvement.43 Weekly self-ratings were also obtained from each member. Both the research raters and group members considered “acceptance” to be the variable most strongly related to improvement.


• Similar conclusions were reached in a study of forty-seven clients in twelve psychotherapy groups. Members’ self-perceived personality change correlated significantly with both their feelings of involvement in the group and their assessment of total group cohesiveness.44


• My colleagues and I (IY) evaluated the one-year outcome of all forty clients who had started therapy in five outpatient groups.45 Outcome was then correlated with variables measured in the first three months of therapy. Positive outcome in therapy significantly correlated with only two predictor variables: group cohesiveness and general popularity—that is, clients who, early in the course of therapy, were most attracted to the group (high cohesiveness), and who were rated as more popular by the other group members at the sixth and twelfth weeks, had a better therapy outcome at the fiftieth week.46 The popularity finding, which in this study correlated even more positively with outcome than cohesiveness did, is, as we shall discuss shortly, relevant to group cohesiveness and sheds light on the mechanism through which group cohesiveness mediates change.


• The same findings emerge in more structured groups. A study of fifty-one clients who attended ten sessions of behavioral group therapy demonstrated that “attraction to the group” correlated significantly with improved self-esteem and inversely correlated with the group dropout rate.47


• The quality of intermember relationships has also been well documented as an essential ingredient in experiential groups intended to teach participants about group dynamics, such as T-groups and process groups. A rigorously designed study found a significant relationship between the quality of intermember relationships and outcome in a T-group of eleven subjects who met twice a week for a total of sixty-four hours.48 The members who entered into the most two-person mutually therapeutic relationships showed the most improvement during the course of the group.49 Furthermore, the perceived relationship with the group leader was unrelated to the extent of change.


• My colleagues Morton Lieberman and Matthew Miles and I (IY) conducted a study of 210 subjects in eighteen encounter groups encompassing ten ideological schools that reflected the field at the time. (These were gestalt, transactional analysis, T-groups, Synanon, personal growth, Esalen, psychoanalytic, marathon, psychodrama, and encounter tape, a group led by tape-recorded instructions.)50 Cohesiveness was assessed in several ways and reliably correlated with outcome.51 The results indicated that attraction to the group is indeed a powerful determinant of outcome. All methods of determining cohesiveness demonstrated a positive correlation between cohesiveness and outcome. A member who experienced little sense of belonging or attraction to the group, even measured early in the course of the sessions, was unlikely to benefit from the group and, in fact, was likely to have a negative outcome. Furthermore, the groups with the higher overall levels of cohesiveness had a significantly better total outcome than groups with low cohesiveness.


• Another large study (N = 393) of experiential training groups yielded a strong relationship between affiliativeness (a construct that overlaps considerably with cohesion) and outcome.52


• Roy MacKenzie and Volker Tschuschke, studying twenty clients in long-term inpatient groups, differentiated members’ personal “emotional relatedness to the group” from their appraisal of “group work” as a whole. The individual’s personal sense of belonging correlated with future outcome, whereas the total group work scales did not.53


• Simon Budman and his colleagues developed a scale to measure cohesiveness via observations by trained raters of videotaped group sessions. They studied fifteen therapy groups and found greater reductions in psychiatric symptoms and improvement in self-esteem in the most cohesively functioning groups. Group cohesion that was evident early—within the first thirty minutes of each session—predicted better outcomes.54


• A number of other studies have examined the role of the relationship between the client and the group leader in group therapy. Elsa Marziali and colleagues examined group cohesion and the client–group leader relationship in a highly structured thirty-session manualized interpersonal therapy group of clients with borderline personality disorder.55 Cohesion and member-leader relationship correlated strongly, supporting Budman’s findings, and both positively correlated with outcome.56 However, the member–group leader relationship measure was a more powerful predictor of outcome. The relationship between client and therapist may be particularly important for clients who are vulnerable or who have volatile interpersonal relationships, because for them the therapist serves an important containing and supportive function.


• Anthony Joyce and colleagues explored the experience of clients treated in brief group therapy for complicated loss and bereavement. They reported that the client’s strength of alliance to the therapist predicted a better outcome and showed a higher correlation with outcome than did group cohesion. This underscores the importance of looking at the individual client’s experience and not only the group’s cohesiveness, particularly in brief groups where an early positive start is essential.57


• Group therapy outcomes for social phobia were significantly better at both the end of treatment and at follow-up when clients reported higher engagement scores on the Group Climate Questionnaire developed by K. R. MacKenzie. Higher avoidance scores, in contrast, correlated with greater client distress. High conflict was also problematic and may be a sign of group trouble, rather than a necessary phase of group development that group leaders should casually accept.58


• In a study of a short-term, structured, cognitive-behavioral therapy group for social phobia, the relationship with the therapist deepened over the twelve weeks of treatment and correlated positively with outcome, but group cohesion was static and not related to outcome.59 In this study the group was a setting for therapy and not an agent of therapy. Intermember bonds were not cultivated by the study therapists, leading the authors to conclude that in highly structured groups, what might matter most is the client-therapist collaboration around the therapy tasks.60


• A study of thirty-four clients with depression and social isolation treated in a twelve-session interactional problem-solving group reported that clients who described experiencing warmth and positive regard from the group leader had better therapy outcomes. The opposite also held true. Negative therapy outcomes were associated with negative client–group leader relationships. This correlative study does not address cause and effect, however: Are clients better liked by their therapist because they do well in therapy, or does being well liked promote more effort and a greater sense of well-being?61


• A study on inpatient group therapy for the treatment of PTSD in active military personnel demonstrated the significant contribution of group cohesion in effective outcomes. Group cohesion contributed a remarkable 50 percent of the variance to the outcome, and each soldier’s capacity and willingness to work with others in the group was a significant and unique predictor of outcome.62


• Evaluation of outcomes in brief intensive American Group Psychotherapy Association Institute training groups were influenced by higher levels of engagement.63 Positive outcomes may well be mediated by group engagement that fosters more interpersonal communication and self-disclosure.64


• Similar findings were reported in intensive experiential group training for 170 psychiatry residents who ranked group cohesion very highly in promoting openness to self-disclosure and feedback.65


• There is good evidence that individual attachment style also influences the relationship between cohesion and outcome. Individuals with anxious attachment who seek security benefit from group cohesion; but group members with a dismissive and avoidant attachment style may reject the strong pull to join and may need to be supported to work in the group at a pace tailored to them.66


• A study of 327 group members treated in intensive inpatient programs that centered on psychodynamic groups meeting twice weekly for twelve weeks showed a significant correlation between group cohesion and outcome but with some variations. Interpersonal style also impacts the cohesion-outcome relationship. Group cohesion was of particular importance for members who had a cold and controlling interpersonal style and were harder to engage than more submissive group members.67


• Fit matters! A large body of research underscores this. The more the individual’s sense of engagement with the group aligns with the engagement level of the group as a whole, the stronger the relationship between engagement and outcome.68 Fit is also influenced by cultural norms. Western attitudes toward authority, emotional expression, self-disclosure, and individualism may contrast with other traditions.69


• Studies also show that group leaders tend to overestimate the degree of cohesion in their groups and their clients’ attraction and connection to their groups. Providing group leaders with ongoing feedback using measures such as the Group Questionnaire by the Burlingame team or the Group Session Rating Scale by Barry Duncan and Scott Miller alerts the therapist to members whose cohesion is failing or lagging. The alert provides an opportunity for early repair and is associated with improved outcomes.70




Cohesion-Outcome Relationship: Summary


Let’s summarize the key findings from the research literature about the cohesion-outcome relationship. Cohesion contributes significantly and consistently to outcome. This is true for both brief and longer-term (more than twenty sessions) group therapies and consistent across settings, client age, gender, and nature of client concerns. The cohesion-outcome relationship is most evident in groups of nine or fewer members and does not hold up as well with larger groups. The correlation is most prominent in groups that are interactional, but it is still relevant even in highly structured groups. The client’s attachment and interpersonal style make a difference in the cohesion-outcome relationship. Attending to culture, gender, sexual orientation, and ethnicity enhances the therapist’s capacity to build relationships within the group.


Group members deeply value the acceptance and support they receive from their therapy group. Therapy outcome is positively correlated with attraction to the group and with group popularity, a variable closely related to group support and acceptance. Individuals with positive outcomes have had more mutually satisfying relationships with other members. Emotional connectedness, self-disclosure, and the experience of group effectiveness all contribute to group cohesiveness. The presence of cohesion in the early sessions of the group correlates with positive outcomes. It is critical that leaders quickly address problems with cohesion and be alert to each member’s personal experience of the group. Group leaders tend to overestimate the strength of connection and engagement within their groups. Cohesion requires the therapist’s diligent attention to the dynamic interplay of member and group, and regular feedback about the state of the group and its members can help focus this attention, alerting the group leader to threats to group cohesion in the interest of timely therapist responsiveness.


For some clients and some groups (especially highly structured groups), the relationship with the leader may be the essential factor. A strong therapeutic relationship may not guarantee a positive outcome, but a poor therapeutic relationship will certainly not result in an effective treatment.


A host of studies demonstrate that group cohesiveness results in better group attendance, greater member participation, greater influenceability of members, and many other effects. We will consider these findings in detail shortly, as we discuss the mechanism by which cohesiveness fosters therapeutic change.


THE FOLLOWING CLINICAL EXAMPLE ILLUSTRATES THE IMPORTANCE of attending to members’ different reactions to the experience of group cohesion:




> Karen, a thirty-five-year-old college professor, sought group therapy to improve her interpersonal interactions with her students. Though she was a highly effective teacher and always received outstanding teaching evaluations, she resented her students, whom she experienced as intrusive and cloying. She said, “After my class I can scarcely wait to get back to my office and I waste no time putting the ‘Do Not Disturb’ sign on my door.”


Her personal life was not dissimilar: she sought solitude. Though she had once been married for five years, she and her husband had never consummated their marriage. Karen resisted intimate engagement at every point. Relationships threatened her: she felt they diminished her autonomy and personhood.


Upon beginning the group, she made it clear she had no interest in getting closer to others: instead her goal was to learn how to manage and tolerate people. She had little doubt that her disinterest in forming more intimate attachments emanated from her lifelong relationship with her intensely controlling and devaluing mother, who had imposed her will on every decision Karen had made in her life. It was impossible to be close to her mother, but also impossible, Karen felt, to resist her mother’s relentless demands and attempts to control her.


Karen had been in the group for several months when two new members joined the group. One of the new members, Joe, a middle-aged man, was eager to reduce his chronic feelings of isolation and alienation and immediately tried to draw close to the group members. Shortly after beginning the group he asked Karen about her personal life. Was she married? In a relationship?


Karen snapped at him, “Do not ever ask me personal questions about myself. I do not want to talk about that, least of all with someone I do not know.”


Taken aback, Joe looked at me (ML) imploringly. He said, “I thought we were here to get to know one another and to develop more openness. I’m confused. How does this group operate?”


Another member, who had known Karen since the group started, spoke to her directly, saying, “I know you’re not comfortable sharing much of yourself, but Joe is just trying to get to know all of us here. If you are so committed to not sharing or talking with us, how do you expect to make use of the group?”


I was very aware of how Karen’s defensiveness and rigidity would confound the new member and undermine the establishment of vital group norms, such as self-disclosure and feedback. I grew even more concerned when Karen responded to the question by saying, in part, “I am not going to be one of Molyn’s trained monkeys, responding to every overture with complete submission to the request.”


The “trained monkey” comment felt like a further attack on group cohesion, on group norms, and on me. Angry and protective of my group, I was sorely tempted to respond, “Yes, Karen, why are you here if you refuse to engage?” Fortunately, I caught myself. That comment would have been toxic and might well have driven Karen from the group.


Instead, I said, “I am perplexed by the intensity of your reaction, Karen. It makes me wonder what is going on for you right now in the group. There is an awful lot of heat here.”


She responded, “I thought I made it clear in my first session that I was here to learn to tolerate others, not to be grilled by them.”


“This takes me back to our first talk, Karen, when you described your relationship with your mother who so much imposed her will on you. You made it clear to us at your first meeting that you were very sensitive to pressure and you would never again submit to anyone’s will. It seems to me that the group has respected that and never inquired into painful issues in your life but accepted you and patiently waited for you to take the lead in sharing what you felt ready to say. Am I right?”


“Yes, until today. Until Joe. I’m not in the mood to be grilled about anything by anyone here.”


I turned to the new member and said, “Joe, what’s this like for you?”


“Oh,” said Joe, turning to Karen. “I’m new to this. I am so sorry. I was sweating and feeling very uncomfortable and just trying to be a member here. I am so clumsy: the last thing I wanted to do was make you feel bad.”


Karen looked away, dabbed her eyes, and gestured that it was time to change the subject.


This was a memorable session for Karen, and later in the course of therapy she referred to it as a vital learning experience. She realized no one wanted her to be a trained monkey and that she could be in the group right now, participate at her own pace, and address her anxiety about having to expose herself instantly to new members. <<





An interesting postscript: Karen stayed in the group for three years as an engaged and valued group member. Several years later, I received a referral to see her current husband. They had two children, and she had strongly suggested he pursue group therapy to address feelings of depression and social avoidance. She had been pressing him for more emotional engagement.


MECHANISM OF ACTION


How do group acceptance and trust help troubled individuals? Surely there must be more to it than simple support or acceptance; therapists learn early in their careers that love is not enough. Although the quality of the therapist-client relationship is crucial, the therapist must do more than simply relate warmly and honestly to the client.71 The therapeutic relationship creates favorable conditions for setting other processes in motion. What other processes? And how are they important?


Carl Rogers’s deep insights into the therapeutic relationship and the centrality of therapist empathy, genuineness, and unconditional positive regard are as relevant today as they were nearly seventy years ago; indeed, these concepts have been heavily reinforced by contemporary research. Let us start our investigation by examining his views about the mode of action of the therapeutic relationship in individual therapy.72 In his most systematic description of the process of therapy, Rogers stated that when the conditions of an ideal therapist-client relationship exist, the following characteristic process is set into motion:




1. The client is increasingly free in expressing his feelings.


2. He begins to test reality and to become more discriminatory in his feelings and perceptions of his environment, his self, other persons, and his experiences.


3. He increasingly becomes aware of the incongruity between his experiences and his concept of self.


4. He also becomes aware of feelings that have been previously denied or distorted in awareness.


5. His concept of self, which now includes previously distorted or denied aspects, becomes more congruent with his experience.


6. He becomes increasingly able to experience, without threat, the therapist’s unconditional positive regard and to feel an unconditional positive self-regard.


7. He increasingly experiences himself as the focus of evaluation of the nature and worth of an object or experience.


8. He reacts to experience less in terms of his perception of others’ evaluation of him and more in terms of its effectiveness in enhancing his own development.73




A 2017 research review confirmed these principles by examining the experiential depth in therapy reported by four hundred clients in a range of psychotherapies who completed the Client Experiencing Scale, a seven-point scale based largely on Carl Rogers’s work. The study determined that there was a significant correlation between positive outcome and client depth of experiencing.74 Experiential depth is required to gain meaning, and it is most likely to arise within a strong therapeutic relationship.75 The therapist does not have to inspirit clients with the wish for growth (as if we could!). Instead, our task is to remove the obstacles that block the process of growth. And one way we do this is by creating an ideal therapeutic atmosphere in the therapy group. A strong bond between members not only disconfirms the client’s feelings of unworthiness but also encourages client self-disclosure and interpersonal risk-taking. These changes help deactivate old, negative beliefs about the self.76


There is experimental evidence that good rapport—a strong alliance, therapist empathy, and alignment about expectations—in individual therapy, and its equivalent, cohesiveness, in group therapy, encourage client self-reflection. Although it is the client’s experience that matters most, it is the therapist’s actions and behaviors that most contribute to the formation of the alliance.77 High cohesion is closely related to high degrees of intimacy, risk-taking, empathic listening, and feedback. The group members’ recognition that their group is working well at the task of interpersonal learning produces greater cohesion in a positive and self-reinforcing loop.78 Success with the group task strengthens the emotional bonds within the group.


Perhaps cohesion is vital because many of our clients have not had the benefit of ongoing solid peer acceptance either in childhood or in their adult lives. One new member of a group, Ann, disclosed that she dreaded her job as a teacher; though she loved the students, her relationships with colleagues were consistently tense and hostile. Individual therapy had helped little with that, but what emerged quickly in the group was her intense need to always be right, often in ways that others experienced as demeaning and self-righteous. Group members readily saw both the problematic interpersonal behavior and the resultant pain she experienced. She received clear and direct feedback about her impact on others that she was able to hear and use quickly within the group as well as outside of it. Group members find validation by others to be a new and vital experience. Furthermore, acceptance and understanding among members may carry greater power and meaning than acceptance by a therapist. Other group members, after all, do not have to care or understand. They’re not paid for it; it’s not their “job.”79


We can also think of the power of group cohesion through the lens of current research on attachment and interpersonal neurobiology. A cohesive group offers its members a secure base for attachment that promotes emotional safety and the willingness to explore and take risks. The members have a safe haven that welcomes them.80 A cohesive group lowers members’ fear of rejection, shame, and rebuke. This promotes more interaction and tolerance for the emotional arousal required for effective therapy.81 Our connectedness plays a key role in helping us manage emotional distress. Humans emotionally regulate one another through their presence, validation, and empathic responsiveness.82


The intimacy developed in a group may be seen as a counterforce in a technologically driven culture that, in all ways—socially, professionally, recreationally—inexorably dehumanizes our relationships. It substitutes a social media preoccupation and virtual relationships for real person-to-person contact. Witness the soaring rates of depression and social isolation in the generation of youth growing up with their ever-present smartphones, which many prefer to actual human contact.83 Who has not observed a restaurant scenario in which each person is engaged with a device rather than with other people? The therapy group is a rare device-free zone in which direct human contact is expected and reinforced. (But we must also recognize the value of these devices in facilitating group therapy that meets by online video-teleconference, as we discuss in Chapter 14.)


In a world in which traditional boundaries and structures that maintain relationships are increasingly permeable and transient, there is a greater need than ever for group belonging and group identity. Our contemporary world offers the illusion of connection that too often jeopardizes real connection.


For group members, acceptance of self and acceptance of other members are interdependent: not only is self-acceptance basically dependent on acceptance by others, but acceptance of others is fully possible only after one can accept oneself. This principle is supported by both clinical research and wisdom.84 Members of a therapy group may at first experience considerable self-contempt and contempt for others. A manifestation of this feeling may be seen in the client’s initial refusal to join “a group of nuts,” or reluctance to become closely involved with a group of pained individuals for fear of being sucked into a maelstrom of misery. A particularly evocative response to the prospect of group therapy was given by a man in his eighties when he was invited to join a group for depressed elderly men: it was useless, he said, to waste time watering a bunch of dead trees—his metaphor for the other men in his nursing home.85


In our experience, most individuals seeking assistance from a mental health professional have in common two paramount difficulties: (1) establishing and maintaining meaningful interpersonal relationships, and (2) maintaining a sense of personal worth (self-esteem). It is hard to discuss these two interdependent areas as separate entities, but since in the preceding chapter we dwelled more heavily on the establishment of interpersonal relationships, we shall now turn briefly to self-esteem.


Self-esteem refers to an individual’s evaluation of what he or she is really worth and is indissolubly linked to that person’s experiences in prior intimate relationships. Recall Harry Stack Sullivan’s statement: “The self may be said to be made up of reflected appraisals.”86 In other words, during early development, one’s perceptions of the attitudes of others toward oneself come to determine how one regards and values oneself. The individual internalizes many of these perceptions, and if they are consistent and congruent, relies on these internalized evaluations for some stable measure of self-worth.


But, in addition to this internal reservoir of self-worth, people are, to a greater or lesser degree, always influenced by the evaluations of others—especially the evaluation provided by their fellow group members. Social psychology research supports this clinical understanding: the groups and relationships in which we take part become incorporated into the self.87 One’s attachment to a group is multidimensional. It is shaped both by the member’s degree of confidence in his attractiveness to the group—am I a desirable member?—and the member’s relative aspiration for affiliation—do I want to belong? Our identification with our groups plays a central role in our sense of belonging and identity.88


The influence of the group’s evaluation of an individual depends on several factors: how important the person feels the group to be; the frequency and specificity of the group’s communications to the person about that public esteem; and the salience to the person of the traits in question. In other words, the more the group matters to the person, and the more that person subscribes to the group values, the more he or she will be inclined to value the group judgment.89


Let us suppose that the group’s evaluation of the individual is less than the individual’s self-evaluation. How does the individual resolve that discrepancy? One recourse is to deny or distort the group’s evaluation. In a therapy group, this is not a positive development, for a vicious cycle is generated: the group evaluates the member poorly because he or she fails to participate in the group task (that is, active exploration of one’s self and one’s relationships with others). Any increase in defensiveness only further lowers the group’s esteem of that particular member. A common method used by members to resolve such a discrepancy is to devalue the group—emphasizing, for example, that the group is artificial or composed of disturbed individuals, and then comparing it unfavorably to some anchor group (for example, a social or occupational group) whose evaluation of the member is different. Members who take this path usually drop out of the group.


Toward the end of a successful course of group therapy, one group member reviewed her early recollections of the group as follows: “For the longest time I told myself you were all nuts and your feedback to me about my defensiveness and inaccessibility was ridiculous. I wanted to quit—I’ve done that before many times, but I felt enough of a connection here to decide to stay. Once I made that choice, I started to tell myself that you cannot all be wrong about me. That was the turning point in my therapy.” This result is more likely if the individual is highly attracted to the group and if the public esteem is not too much lower than the self-esteem.


But is the use of group pressure to change individual behavior or attitudes a form of social engineering? Is it not mechanical? Indeed, group therapy does employ behavioral principles; psychotherapy is, in all its variants, basically a form of learning. Even the most nondirective therapists use, at an unconscious level, operant conditioning techniques: they signal desirable conduct or attitudes to clients, whether explicitly or subtly, and in so doing create greater awareness of the relationship between interpersonal cause and effect.90


Behavioral and attitudinal change, regardless of origin, begets other changes. When a group evaluates a member more positively, the member feels more self-satisfied in the group and with the group itself, and the adaptive spiral described in the previous chapter is initiated. When a group’s evaluation of a member is higher than the member’s self-evaluation (a common experience), the member is placed in a state of dissonance and will attempt to resolve the discrepancy. What can a member in that position do? Perhaps the person will attempt to lower the public esteem by revealing personal inadequacies. However, in therapy groups, this behavior has the paradoxical effect of raising public esteem; disclosure of inadequacies is a valued group norm and enhances acceptance by the group. Another possible scenario, desirable therapeutically, occurs when group members reexamine and alter their low level of self-esteem. An illustrative clinical vignette will flesh out this formulation:




> Maryetta, a thirty-four-year-old housewife with an emotionally impoverished background, sought therapy because of anxiety and guilt stemming from a series of extramarital affairs. Her self-esteem was exceedingly low; nothing escaped her self-excoriation: her physical appearance, her intelligence, her speech, her lack of imagination both as a mother and a wife. Although she received solace from her religious affiliation, it was a mixed blessing, because she felt too unworthy to socialize with the church folks in her community. She married a man she considered unappealing but nonetheless a good man—certainly good enough for her. Only during sex, particularly with several men at once, did she seem to come alive—to feel attractive, desirable, and able to give something of herself that seemed of value to others. However, this behavior clashed with her religious convictions and resulted in considerable anxiety and further self-derogation.


Viewing the group as a social microcosm, the therapist soon noted characteristic trends in Maryetta’s group behavior. She spoke often of the guilt issuing from her sexual behavior, and for many hours the group struggled with all the titillating ramifications of her predicament. At all other times in the group, however, she disengaged and offered nothing. She related to the group as she did to her social environment. She could belong to it, but she could not really relate to the other people: the only thing of real interest she felt she could offer was her genitals.


Over time in the group she began to respond and to question others and to offer warmth, support, and feedback. She began disclosing other, nonsexual, aspects of herself and soon found herself increasingly valued by the other members. She gradually disconfirmed her belief that she had little of value to offer and soon she was forced to entertain a more realistic and positive view of herself. Gradually, an adaptive spiral ensued: she began to establish meaningful nonsexual relationships both in and out of the group, and these, in turn, further enhanced her self-esteem. <<





Self-Esteem, Public Esteem, and Therapeutic Change: Evidence


Group therapy research has not specifically investigated the relationship between public esteem and shifts in self-esteem. However, an interesting finding from a study of experiential groups was that members’ self-esteem decreased when public esteem decreased.91 (Public esteem is measured by sociometric data, which involves asking members to rank-order one another on several variables.) Researchers also discovered that the more a group member underestimated his or her public esteem, the more acceptable that member was to the other members. In other words, the ability to face one’s deficiencies, or even to judge oneself a little harshly, increases one’s public esteem. Humility, within limits, is far more adaptive than arrogance.


It is also interesting to consider data on group popularity, a variable closely related to public esteem. The group members considered most popular by other members after six and twelve weeks of therapy had significantly better therapy outcomes than the other members at the end of one year.92 Thus, it seems that clients who have high public esteem early in the course of a group are destined to have a better therapy outcome.


What factors foster popularity in therapy groups? Two variables, which did not themselves correlate with outcome, correlated significantly with popularity:




1. Previous self-disclosure.93


2. Interpersonal compatibility, which occurs when there are (perhaps fortuitously) individuals whose interpersonal needs happen to blend well with those of other group members.94




The most unpopular group members were rigid, moralistic, nonintrospective, and least involved in the group task. Some were rigidly at cross purposes with the group, attacking the group and isolating themselves. Some schizoid members were frightened of the group process and remained peripheral. A study of sixty-six group therapy members concluded, unsurprisingly, that less popular members were more inclined to drop out of the group.95


Social psychology research adds to our understanding of popularity and status in the group. The personality dimension of extraversion (assessed by a questionnaire, the NEO-PI96) predicts popularity. Popularity and influence in the group accrue to members by virtue of their active participation, self-disclosure, self-exploration, emotional expression, nondefensiveness, leadership, interest in others, and support of the group. Members who adhere most closely to group norms attain popularity and are more apt to change in therapy.97


It is important to note that the individual who adheres to the group norms not only is rewarded by increased public esteem within the group but also uses those same social skills to deal more effectively with interpersonal problems outside the group. Thus, increased popularity in the group acts therapeutically in two ways: by augmenting self-esteem and by reinforcing adaptive social skills. When an individual engages this sequence and acknowledges appreciation to the group for its help, it has an even more profound impact, as it elevates the esteem of the group as well. The rich get richer. The challenge in group therapy is helping the poor get richer as well.


Group Cohesiveness and Group Attendance


Continuation in the group is obviously a necessary prerequisite for successful treatment. Several studies indicate that clients who terminate early in the course of group therapy receive little benefit.98 In one study, over fifty clients who dropped out of long-term therapy groups within the first twelve meetings reported that they did so because of some stress encountered in the group. They were not satisfied with their therapy experience and they did not improve; indeed, many of these clients felt worse.99 However, those clients who remain in the group for at least several months have a high likelihood (85 percent in one study) of profiting from therapy.100


The relationship between cohesiveness and maintenance of membership has implications for the total group as well. Not only do the least cohesive members terminate membership and fail to benefit from therapy, but noncohesive groups with high member turnover prove to be less therapeutic for the remaining members as well. Clients who drop out challenge the group’s sense of worth and effectiveness and may generate a contagion phenomenon that can scuttle the group endeavor.


Stability of membership is a necessary condition for effective short- and long-term interactional group therapy. Although most therapy groups go through an early phase of instability, during which some members drop out and replacements are added, the groups thereafter settle into a long, stable phase in which much of the solid work of therapy occurs. Some groups seem to enter this phase of stability early, and other groups never achieve it. In a group therapy follow-up study, clients often spontaneously underscored the importance of membership stability.101


In Chapter 15, we will discuss the issue of cohesiveness in groups led in clinical settings that preclude a stable long-term membership. For example, drop-in crisis groups or groups on an acute inpatient ward rarely have consistent membership even for two consecutive meetings. In these clinical situations, therapists must radically alter their perspectives on the life development of the group. We believe, for example, that we should consider the appropriate life span for the acute inpatient group to be a single session. Therapists must take significant responsibility for group cohesion by structuring and leading the group in a manner that offers help to as many members as possible during each session. Brief therapy groups pay a particularly high price for poor attendance, and therapists must make special efforts to increase cohesiveness early in the life of the group using specific strategies—including strong pregroup preparation, homogeneous composition, and structured interventions.


Group Cohesiveness and the Expression of Hostility


It would be a mistake to equate cohesiveness with comfort. Although cohesive groups may show greater acceptance, intimacy, and understanding, there is evidence that they also permit greater development and expression of hostility and conflict. Cohesive groups have norms (that is, unwritten rules of behavior accepted by group members) that encourage open expression of disagreement or conflict alongside support. In fact, unless hostility can be openly expressed, persistent covert hostile attitudes may hamper the development of cohesiveness and effective interpersonal learning. Unexpressed hostility simply smolders within, only to seep out in many indirect ways. It is not easy to continue communicating honestly with someone you dislike or even hate. The temptation to avoid the other and to break off communication is very great; yet when channels of communication are closed, so, too, are any hopes for conflict resolution and for personal growth.102 Group dynamics play an underappreciated role in societal conflict and reconciliation.ii


Above all, communication must not be ruptured, and the adversaries must continue to work together in a meaningful way, take responsibility for their statements, and be willing to go beyond name-calling. This is, of course, a major difference between therapy groups and social groups, in which conflicts often result in the permanent rupture of relationships. As we explored in Chapter 2, clients’ descriptions of critical incidents in therapy often involve an episode in which they expressed strong negative affect. In each instance, however, the client was able to weather the storm and to continue relating (often in a more gratifying manner) to the other member. Underlying these events is the condition of cohesiveness. The group and the members must mean enough to each other to be willing to bear the discomfort of working through a conflict.


Several studies demonstrate that cohesiveness is positively correlated with risk-taking and intensive interaction.103 Cohesiveness is not synonymous with love or with a continuous stream of supportive, positive statements; rather, cohesive groups are able to embrace conflict and to derive constructive benefit from it. Obviously, in times of conflict, scores on cohesiveness scales that emphasize warmth, comfort, and support will temporarily gyrate; thus, many researchers have reservations about viewing cohesiveness as a precise, stable, measurable, unidimensional variable and consider it instead as multidimensional.104 Measuring cohesion regularly, as noted earlier, can therefore be of great value to group leaders, alerting them to threats to cohesion or member alliance strains that might otherwise escape the therapist’s awareness.105


Keep in mind that it is the early engagement that later makes possible such successful working-through. The premature expression of excess hostility before group cohesion has been established is a leading cause of group fragmentation. It is important for clients to realize that their anger is not lethal. Both they and others can and do survive an expression of their impatience, irritability, and even outright rage. For some clients, it is also important to have the experience of weathering an attack. In the process, they may become better acquainted with the reasons for their feelings and beliefs and learn to withstand pressure from others.106


Conflict may also enhance self-disclosure, as each opponent tends to reveal more and more to clarify his or her position. If members are able to go beyond the mere statement of position, they may begin to understand the other’s experiential world, past and present, and begin to grasp that the other’s point of view may be as appropriate for that person as their own is for themselves. The working-through of extreme dislike or hatred of another person is an experience of great therapeutic power. The clinical situation described below demonstrates many of these points. (Another example may be found in my [IY] novel The Schopenhauer Cure and the video based on it.)107




> Two members of a therapy group—Susan, a forty-six-year-old very proper school principal, and Jean, a twenty-one-year-old high school dropout—became locked into a vicious struggle. Susan despised Jean because of her libertine lifestyle and what she imagined to be her sloth and promiscuity. Jean was enraged by Susan’s judgmental attitude, her sanctimoniousness, her dour sexlessness, and her closed posture to the world. Fortunately, both women were deeply committed members of the group. (Fortuitous circumstances played a part here. Jean had been a core member of the group for a year and then married and went abroad for three months. It was during Jean’s absence that Susan entered the group and became a very involved member.)


Both had had considerable past difficulty in tolerating and expressing anger. Over a four-month period, they interacted heavily, at times in pitched battles. For example, Susan erupted indignantly when she found out that Jean was obtaining food stamps illegally; and Jean, learning of Susan’s virginity, ventured the opinion that she was a curiosity, a museum piece, a mid-Victorian relic.


Much good group work was done because Jean and Susan, despite their conflict, never broke off communication. They learned a great deal about each other and eventually each realized the cruelty of their judgments of the other. Finally, they could both understand how much each meant to the other on both a personal and a symbolic level. Jean desperately wanted Susan’s approval; Susan deeply envied Jean for the freedom she had never permitted herself. In the working-through process, both fully experienced their rage, and both encountered and then accepted previously unknown parts of themselves. Ultimately, they developed an empathic understanding and then an acceptance of each other. Neither could possibly have tolerated the extreme discomfort of the conflict were it not for the strong cohesion that, despite the pain, bound them to the group. <<





Not only is group cohesiveness positively correlated with greater expression of hostility among group members, but there is also evidence that it is positively correlated with greater expression of hostility toward the leader.108 Regardless of the personal style or skill of group leaders, the therapy group will nonetheless come, often within the first dozen meetings, to experience some degree of resentment toward them (see Chapter 11 for a full discussion of this issue). Leaders do not fulfill members’ fantasized expectations, and, in the view of many members, do not care enough, do not direct enough, and do not offer immediate relief. If the members suppress these feelings of disappointment or anger, several harmful consequences may ensue. They may attack a convenient scapegoat—another member or some institution, like “psychiatry” or “therapy.” They may experience a smoldering anger within themselves or within the group as a whole. Such free-floating irritation may indicate that aggression is being displaced away from its more rightful source—often the therapist.109 Leaders who challenge rather than collude with group scapegoating not only safeguard against an unfair attack but also demonstrate their commitment to authenticity and responsibility in relationships.


The group that is able to express negative feelings toward the therapist is almost invariably strengthened by the experience. It provides an important learning experience—namely, that one may express hostility directly without some ensuing irreparable calamity. It is far preferable that the therapist, the true object of the anger, be confronted than for the anger to be displaced onto some other member in the group. Furthermore, the therapist, let us hope, is far better able than a scapegoated member to withstand confrontation. The entire process is self-reinforcing: a concerted attack on the leader who handles it nondefensively serves to increase cohesiveness still further.


A cautionary note about cohesion: misguided ideas about cohesion may interfere with the group task.110 Social psychologist Irving Janis coined the term “groupthink” to describe groups in which members reject critical thinking and feel compelled to share the same beliefs and emotions.111 Some groups are so invested in “supporting” their members that the members abandon genuine feedback and avoid all conflict. Effective group leaders need to endorse critical and analytic thought by the group members; it is always wise to respect the perspective of the dissonant voice.112 Authoritarian leaders discourage such thought, and their groups are less reflective, driven to premature certainty, and close down exploration prematurely.113


Group Cohesiveness and Other Therapy-Relevant Variables


Research from both therapy and laboratory groups has demonstrated that group cohesiveness has a plethora of important consequences that have obvious relevance to the group therapeutic process.114 It has been shown, for example, that the members of a cohesive group, in contrast to the members of a noncohesive group, will:




1. Try harder to influence other group members115


2. Be more open to influence by the other members116


3. Be more willing to listen to others117 and more accepting of others118


4. Experience greater security and relief from tension in the group119


5. Participate more readily in meetings120


6. Self-disclose more121


7. Protect the group norms and exert more pressure on individuals deviating from the norms122


8. Be less susceptible to disruption as a group when a member terminates membership123


9. Experience greater ownership of the group therapy enterprise124





SUMMARY



By definition, cohesiveness refers to the attraction that members have for their group and for the other members. It is experienced at interpersonal, intrapersonal, and intragroup levels. The members of a cohesive group are accepting of one another, supportive, and inclined to form meaningful relationships in the group. Cohesiveness is a significant factor in successful group therapy outcome. In conditions of acceptance and understanding, members will be more inclined to express and explore themselves, to become aware of and integrate hitherto unacceptable aspects of self, and to relate more deeply to others. Self-esteem is greatly influenced by the client’s role in a cohesive group. The social behavior required for members to be esteemed by the group is socially adaptive to the individual out of the group.


In addition, highly cohesive groups are more stable groups, with better attendance and less turnover. This chapter presented evidence that such stability is vital to successful therapy, as early termination precludes benefit for the involved client and impedes the progress of the rest of the group as well. Cohesiveness favors self-disclosure, risk-taking, and the constructive expression of conflict in the group—phenomena that facilitate successful therapy. We will have much more to say in subsequent chapters about the therapist’s tasks and techniques in building group cohesion.


Footnotes


i The GQ is a thirty-item self-report that brings together the dimensions of group cohesion, group climate, the therapeutic alliance, and empathy into three scales—Positive Bond, Positive Work, and Negative Relationship—that together capture the entire group relationship experience of the group members. The GQ synthesizes two key dimensions of the group: relationship quality and relationship structure. The relationship quality aspect is the positive or negative component, and the relationship structure reflects whether the relationship at issue is member-member, member-leader, or member-group. The Positive Bond Scale captures member-member cohesion, member-leader alliance, and member-group climate. The Positive Work Scale captures member-member and member-leader tasks and goals. The Negative Relationship Scale captures member-member empathic failures, member-leader alliance ruptures, and member-group conflict. This comprehensive measure may well address previous problems with replicability of the measurement of cohesion and group relationships. See J. Krogel et al., “The Group Questionnaire: A Clinical and Empirically Derived Measure of Group Relationship,” Psychotherapy Research 23 (2013): 344–54. G. Burlingame, K. Whitcomb, S. Woodland, J. Olsen, M. Beecher, and R. Gleave, “The Effects of Relationship and Progress Feedback in Group Psychotherapy Using the GQ and OQ-45: A Randomized Clinical Trial,” Psychotherapy: Theory, Research and Practice 55 (2018): 116–31.


ii This is as true on the mega-group level as on the interpersonal. We see echoes of it in our contemporary environment with the growth of tribalism and political nationalism. When this happens at the mega-group level, people often speak and listen only to those who espouse the same views and close themselves off to alternate ideas and perspectives. The drive to belong can create powerful feelings within groups. Members with a strong adherence to what is inside the group may experience strong pressure to exclude and devalue those outside the group. See G. Ofer, A Bridge over Troubled Water: Conflicts and Reconciliation in Groups and Society (London: Karnac Books, 2017).
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