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Introduction


This book was written to provide group practitioners and those interested in group practice with people with AIDS some understanding of the special considerations, difficulties, and challenges encountered in facilitating support groups for people traumatized by AIDS. The observations and illustrations provided are explored and discussed within the framework of trauma theory. AIDS-defined illness is thus understood as a traumatic stressor that may precipitate a host of traumatic stress reactions both in persons with AIDS (PWAs) and in those intensely involved with them. The role and value of support groups in managing such trauma is discussed. This book outlines group principles essential to the establishment of such groups and illustrates through narratives a host of different situations unique to support groups for people with life-threatening illnesses and particularly AIDS. The book may also serve as a reference for further readings, because each topic area is introduced through a review of the current AIDS-related literature in that area.

Chapter 1 provides the reader with a trauma framework wherein the development of an AIDS-defining opportunistic infection is conceptualized as a possible trauma with all the related psychological sequelae of trauma reactions. The reader is introduced to the theory of trauma, and a rationale is presented that links the reactions in some PWAs to those reactions described by other survivors of trauma. In the rest of the chapter, the theoretical underpinnings of support group therapy and its historical development is discussed. Special emphasis is given to the major elements in support group therapy: mutual aid, empowerment, and connection.

Chapter 2 provides a conceptual definition of support group therapy through discussion of four distinguishing characteristics: membership, dynamics of group, leadership, and group goals. Planning for a support group for people with AIDS is discussed by population, with special attention given to planning support groups for women with AIDS and for persons with AIDS who are chemically dependent. Since most current literature on PWAs reflects the experience of gay men in support groups, this literature is reviewed here. Specific issues in support group practice such as place, time, size, confidentiality, membership, and recruitment are presented and discussed.

Chapter 3 focuses on special issues and membership problems often encountered in such groups. Issues related to confidentiality in group practice are addressed, as well as special consideration/problems that may arise in these support groups. The impact of multiple deaths of group members is discussed with regard to the remaining members, the group as a whole, and the facilitators.

Chapter 4 focuses on the countertransference reactions in facilitators of support groups for PWAs, emphasizing the similarities to the countertransference reactions often experienced by other trauma therapists, i.e., those who work with Vietnam veterans, rape survivors, survivors of natural disaster, and survivors of massive violence. This chapter defines the term countertransference and reviews the role of countertransference in AIDS work. Its manifestations in groups and, in particular, AIDS support groups are elaborated upon through group illustrations and discussion.

In the concluding chapter, the effects of AIDS work on professionals working with PWAs are identified and discussed. The reader is introduced to the concepts of secondary traumatic stress, vicarious traumatization, and compassion fatigue. In this chapter Robert Lifton’s conceptualization of survivor psychology is applied to the experiences of AIDS group facilitators. The course of secondary traumatic stress is examined as it unfolds around certain themes: the group facilitator’s death imprint, psychic numbing, survivor’s guilt, counterfeit nurturance, and search for meaning. These themes are illustrated through narratives provided by those who facilitate support groups for persons with AIDS.





AIDS Trauma and Support Group Theory
Mutual Aid, Empowerment, and Connection


The reality of HIV/AIDS has over the course of the past decade and a half insinuated itself into everyday life and language. Though the “enemy,” it is no stranger. It is in our social lives, our work, our homes, and our most intimate relationships. We know its curse; what remains elusive is its cure. When confronting an illness without a known cure, what becomes extremely important is the struggle to remain alive while maintaining hope of increasingly more effective treatments and, ultimately, a cure. For those who work with people with AIDS and listen to their narratives, who have witnessed their struggle and held out hope in the face of despair and trauma, the therapeutic value of mutual aid in the context of support groups, of the empowerment that comes from taking charge of one’s health and illness is irrefutable. The tangible and intangible elements of social support and mutual aid as a force in dealing with the sequelae of trauma is the focus of this chapter.

AIDS AS A TRAUMATIC EVENT


PWAs are emerging as the newest group of persons experiencing psychological trauma. In describing elements of events that could be considered trauma-inducing, the trauma theorist Bonnie Green (1990) mentions seven: threat to one’s life or bodily integrity, severe physical harm or injury, receipt of intentional injury/harm, exposure to the grotesque, violent/sudden loss of a loved one, witnessing or learning of violence toward a loved one, and learning of exposure to a noxious agent causing death or severe harm to another. AIDS survivors as well as AIDS health care professionals can quickly attest to the presence of some of these elements in varying degrees of intensity in their everyday lives. For those with AIDS, the initial diagnosis introduces a threat to their life, and the trajectory of the illness introduces enormous uncertainty and concerns with the possibility of physical deterioration. In addition, it is frequently the case that persons diagnosed with AIDS worry that they may have exposed others to the virus, thereby transmitting the disease. For the AIDS health care professional, the possibility of witnessing multiple deaths and struggles with the course of the disease looms large. Given the nature and dimensions of traumatic stress, it is reasonable to suggest that a diagnosis of AIDS constitutes a traumatic event. As McCann and Pearlman observed in their text (1990b) on the psychology of the adult trauma survivor:


Recent evidence suggests that this population is also at risk for PTSD (Martin, 1988). First, these individuals must face the prospect of premature death along with a serious decline in health, a difficult challenge common to all persons with serious illnesses. The diagnosis of any terminal illness disrupts one’s schemas related to safety and invulnerability. The sense of uncertainty that accompanies exposure to the AIDS virus (e.g., will one utimately die or remain chronically ill with the AIDS Related Complex) is likely to be associated with feelings of personal vulnerability, fears about the future and a loss of hope about the future … Social isolation and the difficulty sustaining intimate connections may disrupt schemas for intimacy, resulting in feelings of alienation and estrangement from others. (pp. 305, 306)





The reactions and responses of PWAs to diagnosis and illness fall well within the range of those experienced by traumatized persons. Such reactions may be acute, prolonged, or chronic, depending on several factors. And in the case of PWAs, the stressor is chronic since it is continually life threatening. A further complicating factor is that not only are PWAs dealing with a threat to their own life but may be actively witnessing the deterioration and death of their support network, i.e., “community trauma” (Shelby, 1995), thereby increasing their vulnerability to traumatic stress reactions (Keane, Scott, Chavoya, Lamparski, and Fairbanks, 1985).

It important to distinguish between those with AIDS as a single stressor, prompting a traumatic stress reaction from those for whom AIDS is one of a host of traumatic stressors (i.e., domestic abuse, drug and alcoholic dependency, poverty, malnutrition, inadequate housing and access to medical treatments, random violence, and crime victimization). Although not specifically addressing the topic of life-threatening illness as an acute or chronic stressor, Baum, O’Keeffe, and Davidson (1990), writing on the topic of acute and chronic stress, articulate an important distinction:


We have already considered that chronic stress lasts longer than acute stress, but we have been unable to specify what part or parts of the stress process are different. Stressor duration is potentially different, though for trauma most stressors are acute. Threat perception and appraisal may also vary. Acute threats are likely to be experienced as more intense than chronic threats … The threats posed by exposure to radiation during a nuclear accident, on the other hand, could pose clear, intense, acute threats and longer-term worries about the health effects to come. (p. 1647)





Utilizing this line of thinking, one might consider exposure to HIV similar to radiation exposure in that the long-term worries of the HIV-positive person may be considered chronic. These authors’ designation of chronic traumatic events/stressors includes war, imprisonment, concentration camp, child abuse, spousal abuse, and toxic waste hazards. Although HIV/AIDS is not currently listed as a chronic traumatic event/stressor, it would appear to be one for many persons with HIV as well as those with an AIDS diagnosis. To some extent, it would appear to be so, for those health professionals who work intensely with them.

The Virus: HIV

The beginning of the HIV/AIDS pandemic in the United States was heralded by a small, almost unnoticed item appearing in the Centers for Disease Control Morbidity and Mortality Weekly Review (July 4, 1981), describing some common symptoms among a group of patients in both New York City and San Francisco. These conditions were Kaposi’s sarcoma (KS), purplish lesions or patches appearing on the skin and affecting other organs like the lungs, heart, and, most often, the lymph nodes, and Pneumocystis carinii pneumonia (PCP). In the year following the first reports by the CDC, the center made reference to “homosexual or bi-sexual men” as the source of the illness, although clearly it would have been far more appropriate for the CDC to have spoken of particular behaviors as opposed to sexual orientation as its etiology. Its failure to do so had significant social, psychological, and cultural consequences, some of which are captured in the first name given to the AIDS virus: GRID—gay-related immune deficiency (Kain, 1989). GRID, generally thought of as the “gay plague,” given its emphasis on gay life as the etiology of the disease, detoured early investigations from the study of the virus to examination of a lifestyle (Altman, 1986) and precipitated a nationwide epidemic of homophobia.

GRID, which later became known as AIDS (1984), acquired immune deficiency syndrome, is a term used to describe a host of infections that enter the body at “opportune” times, when the immune system is diminished, hence “opportunistic infections” (OIs). In addition to KS and PCP, other OIs were identified as associated with AIDS, e.g., toxo-plasmosis, thrush, and cytomegalovirus. To the general term AIDS was added ARC (AIDS-Related Complex), a term that attempted to categorize the many debilitating symptoms such as fevers, sweats, persistent fatigue, diarrhea, and swollen glands that preceded the full-blown illness. Until 1993, such a wide range of symptoms required that the diagnosis of full-blown AIDS be predicated upon the appearance of particular “opportunistic infections.” In 1993 the CDC expanded its definition of AIDS to include persons with a t-cell count (t-4 lymphocyte responsible for the proper functioning of the body’s immune system) of below 200 and women with a host of other opportunistic infections, i.e., cervical cancer, pelvic inflammatory disease (PID), uterine tumors, and vaginal candidiasis, not ordinally included in the CDC criteria of having AIDS (Denenberg, 1990).

Medical research in its quest for the answer to the question of etiology turned its attention away from the lifestyle hypothesis to a viral cause for AIDS in the late 1980s. Following on the heels of the discovery of the virus in 1988 (Gallo and Montagnier, 1988) came the development of a laboratory test to detect AIDS, enzyme-linked immunosorbent assay (ELISA). Such a test was primarily motivated by the demand to protect this country’s blood supply from AIDS. Another more sensitive confirmatory test is the Western Blot. Both tests determine whether the person has been infected with HIV by indicating whether or not there are antibodies to the virus in the tested blood. With the use of ELISA and Western Blot, new terms emerged in the HIV/AIDS world: “seronegative,” implying the absence of HIV antibodies, and “seropositive,” implying the presence of HIV antibodies. The stress involved in being tested and its aftermath led to the formation of groups (both self-help and facilitated support groups) of “worried well” persons, either HIV positive or HIV negative, who came together to discuss their worries and anxieties about their health status. Concurrently drugs such as AZT (zidovudine), thought to be the first effective anti-AIDS agent, arrived on the market with great fanfare and engendered hope. Time and experience with AZT, however, highlighted its limitations and potentially disabling side effects (Rachlis, Peter, and Varga, 1993), especially for those without opportunistic infections. Currently a number of drugs are used to combat the progression of the virus or specific opportunistic infections, e.g., Bactrim, used for treatment of PCP, ddI (dideoxyinosine), foscarnet, peptide T, and a host of other drugs. Since 1987 major advances have been made in the understanding of the pathogenesis of the HIV virus and possible ways to inhibit its progression, including combining various drugs such as 3TC (lamivudine) in combination with AZT; ddC and d4T. Currently, work is in progress to develop a class of drugs called protease inhibitors (Gilden, 1995).1 To date, however, AIDS continues to be an incurable transmittable disease. It is a stressor that constitutes a life-threatening situation of both an acute and chronic nature.

Surviving a Traumatic Stressor

Perhaps our most important source of knowledge regarding the psychological sequelae of diagnosis, illness, and multiple loss for PWAs is drawn from previous studies dealing with trauma survivors. Those studies (Danieli, 1985; Figley, 1987; Krystal, 1968; Lifton, 1979; Lindy, 1988; McCann and Pearlman, 1990; van der Kolb, 1984 and 1987; Wilson, Harel, Kahana, 1988) suggest that survivors of trauma exhibit a cluster of uniform responses that include distressing emotional reactions such as anxiety, dread, horror, fear, rage, shame, sadness, and depression; intrusive imagery of dying, nightmares, flashbacks of images of the stressor; numbing or avoidance of a situation associated with the images (included here is depersonalization, derealization, and dissociation); somatic complaints including sleep difficulties, headaches, gastrointestinal distress, and heart palpitations; behavioral response patterns including aggressive and antisocial behaviors, suicidal behaviors, substance abuse, and impaired social functioning; interpersonal difficulties; sexual dysfunction and difficulties sustaining intimate relationships.

People with AIDS often evidence a range of these reactions, often over the course of their illness. For some, the primary traumatic stressor is the diagnosis, for others the first opportunistic infection, for still others the first major physical impairment. In many instances the person with AIDS is traumatized from the day of diagnosis to the moment of death. The traumatization is further exacerbated by the simultaneous illness or loss of loved ones and the development of ever-increasing severe opportunistic infections. A common denominator of all psychological trauma according to Herman (1992) is a feeling of “intense fear, helplessness, loss of control and threat of annihilation” (p. 33). For the person with AIDS, the trauma may involve a prolonged psychological state including retraumatization with each new threat of OI and each loss of a friend or group member from AIDS.

More recent research (McFarlane, 1990; van der Kolk, 1987) on stressors and traumatic stress suggests that persons who develop traumatic stress reactions may have particular vulnerability to these reactions or disorders as a result of childhood traumas (Burnham, 1994; Cassese, 1993), an inadequate support system (Figley, 1986), recent stressful life changes, recent or chronic substance use (Keane, Gerardi, Lyons, and Wolfe, 1988), or the perception of the stressor as being outside their locus of control (Gerson and Carlier, 1992; Seligman, 1975).

Within this framework, the interventions that may be most helpful are those already identified as therapeutic with persons who have been traumatized. In the current literature on trauma and recovery from trauma, there is overwhelming endorsement of group intervention (Figley, 1986; Herman, 1992; Koller, Marmar, and Kanas, 1992; McCann and Pearlman, 1990b; van der Kolb, 1987).

Bessel M. van der Kolb (1987), a major traumatologist, discusses the role of group in trauma response, contrasting it to individual therapeutic intervention.


It allows for more flexible roles, with mutual support and alternating positions of passivity and activity. In a group, patients can start re-experiencing themselves as being useful to other people. Ventilation and sharing of feeling and experiences in groups of people who have gone through similar experiences promotes the experience of being both victim and helper … In a group the therapists can facilitate re-empowerment by encouraging mutual support and by exploring the patient’s resistance to taking an active role. (p. 163)



SUPPORT GROUPS


Historical Overview

Since its introduction in 1906 by Joseph Hershey Pratt, later named by Jacob L. Moreno in 1932, group therapy has undergone such a series of alternations resulting in a multiplicity of forms that in a recent comprehensive text on group psychotherapy (Yalom, 1995), it was suggested that it is best not to speak of group therapy as a single entity but as many distinct group therapies. While most of these group therapies subscribe in theory to the therapeutic factors identified by Yalom (1995)—instillation of hope, universality, imparting of information, altruism, corrective recapitulation of the primary family, development of socializing techniques, imitative behavior, interpersonal learning including insight, group cohesiveness, catharsis, and existential factors—each respective group therapy ascribes importance to and underscores specific elements as essential to its particular approach (Scheidlinger, 1993). For the type of group therapy conceptualized as support group therapy, the essential elements include instillation of hope, universality, imparting of information, altruism, group cohesiveness, catharsis, and existential factors. The concepts central to this particular form of group intervention are mutual aid, empowerment, and reconnection.

Consensus among historians (Anthony, 1971; Ettin, 1988; Mullan and Rosenbaum, 1978; Scheidlinger, 1993) appears to be that the method identified as support group therapy began formally in 1906. In that year, the first recorded group experience, known in current group literature as a support group, was described by Joseph Hershey Pratt in his article The Home Sanatorium Treatment of Consumption (cited in Ettin, 1988).

Pratt, a Boston internist, began working with tuberculosis patients in 1905. He observed what tuberculosis health providers continue to observe in tuberculosis patients, i.e., that persons with tuberculosis require rigorous follow-up to ensure that the treatments are effective. Pratt, in an effort to ensure effective treatments for patients, attempted to “indoctrinate” the patient to follow precise procedures for home care and hygiene. To accomplish this, he started “health classes” in a Boston church. As the weeks passed, he noted that the classes that involved significant or high degrees of group interactions exerted a positive influence on the patients’ capacity to carry out home treatment plans. Pratt, apparently without conscious intention, had undertaken to treat the person in order to treat the disease through the development of a group class treatment. These class treatments included home visits and detailed record keeping, which included the patient’s temperature, diet, and rest periods. All this material recorded by a group class member was reviewed by the physician and other group members. Testimonials and encouragements were given by successfully treated patients. Such testimonials appeared to be a primary means of expression and connection for the group members serving to combat the isolation and depression associated with tuberculosis.

These early “support groups” that involved a maximum of fifteen to twenty patients were homogeneous with regard to disease diagnosis and heterogeneous with regard to demographics and social status. Pregroup meetings involved group members acquainting the new members with the group rules, which, for the most part, addressed attendance and interaction. The actual process recorded by Pratt relied heavily on testimonials, much as the Alcoholics Anonymous groups would do later.

EMERGENCE OF SUPPORT GROUP THERAPY


Current interest in groups, particularly support groups, appears to have been fueled by two interrelated events. Just as group psychotherapy thrived during World War II, fueled by the need to provide psychiatric services to the returning veteran, so too did it burgeon during and following the Vietnam conflict. However, no longer was it spearheaded by the psychiatric or military establishment, as it had been in its beginning years, but rather by Vietnam veterans. In fact, for the veterans, it became a means to deal with the isolation and stigma they experienced on their return from the war. These early support groups basically consisted of veterans’ “rap sessions” held in churches, community centers, and veterans halls throughout the United States. In such groups veterans shared with other veterans personal stories about their combat and postwar experiences. As a result of these rap sessions, most often facilitated by invited professional group leaders, the psychological community developed their knowledge base and deepened their understanding of reactions suffered and endured by these combat veterans (Keane, Caddell, and Taylor, 1988; Lindy, 1988; Solomon and Flum, 1988). Eventually such knowledge was more clearly conceptualized in psychological terms, through the formulation of the diagnostic category of posttraumatic stress syndrome entered the American Psychiatric Association Diagnostic and Statistical Manual in 1980 (Wilson, 1994). The recognition of the potentially distressing and sometimes debilitating consequences of combat trauma was a significant moment for veterans. Not only did it mean that literally thousands of veterans would qualify for a host of veteran-related health and mental health benefits but also that the isolation and stigma was finally recognized as contributing to a psychological condition. For group therapists, what emerged from these rap groups was a form of group therapy reminiscent of the original Pratt-type tuberculosis group.

In a similar mode, through consciousness-raising groups, rape crisis counseling groups, and groups for battered women, the women’s movement began to examine some of the long-term consequences of violence toward women (Burgess and Holstrom, 1974; Steketee and Foa, 1989; Walker, 1991). In these groups, women sought to empower themselves, much in the same way the Vietnam veterans had achieved empowerment. As a result, shifts in social policy and human services began to emerge, resulting in an interest in and a focusing on the traumatic consequences of violence toward women (Herman, 1992). Taken collectively, the experiences of the combat veterans and the survivors of rape, battering, and child abuse have been quintessential to the development of a theory of support groups. This historical perspective suggests that support group therapy is a form of group intervention particularly suited for persons who have been traumatized by either natural or human-made catastrophic events. Support groups embrace the notion that their members have directly or indirectly been exposed to a traumatic stressor, i.e., to a situation wherein “a person has the personal experience of an event that involves actual or threatened death or serious injury or other threat to one’s physical integrity; or witnessing an event that involves death, injury or a threat to the physical integrity of another person or learning about unexpected or violent death, serious harm or threat of death or injury experienced by a family member or other close associates.” (American Psychiatric Association, 1994, p. 424).

THE CONCEPT OF MUTUAL AID
IN SUPPORT GROUP THEORY


Recent interest in the role of social support and mutual aid in health maintenance and disease etiology has increased in past decades, leading to a body of empirical data confirming that people with spouses, friends, and family members who provide psychological and material resources are in better health and deal more effectively with stress than those with fewer supportive social networks (Cobb, 1976; Cohen, 1988; Kaplan, Cassel, and Gore, 1979). In general the nature of social support is defined as the comfort, assistance, and/or information one receives through formal or informal contact with individuals or through groups. Flannery (1990), in the context of reviewing literature on social support and psychological trauma, identifies four types of social interactions that appear to mitigate the impact of a traumatic stressor: emotional support, information, social companionship, and instrumental support (providing tangible goods or favors). There have been three areas of inquiry related to social support and its role in recovery from trauma: trauma from combat, sexual assault, and battering. Flannery’s review concluded that the cumulative research on this topic suggests an emerging understanding of the association between support and trauma recovery. A particularly significant study related to trauma from life-threatening illness—Spiegel, Bloom, Kraemer, and Gottheil (1989)—explored the effect of group intervention on time of survival of patients with metastatic breast cancer. In this study a ten-year follow-up revealed a significantly higher survival rate for the group that received the group intervention. Given certain parallels of the traumatic stress of cancer to that of HIV, this study can be viewed as providing more evidence for the group intervention in work with those with AIDS.

Social Support and HIV/AIDS

The belief that there are psychosocial factors, especially the presence and/or absence of social support, that have an effect on the immune system has been a growing area of investigation and remains an area open to continued inquiry (Perry, Jacobsberg, and Fishman, 1990; Stall, Coates, Mandel, Morales, and Sorensen, 1989). Empirical data reviewed by Kiecolt-Glaser and Glaser (1995) revealed an association between immunological alterations in cancer, infectious illness, HIV progression, and psycho stressors, particularly social supports. In an earlier work (1986), these authors examined specific data related to social supports and the immune system functioning of bereaved and divorced persons. Their findings suggested higher rates of both morbidity and mortality for both groups as a result of immune deregulation. Jemmott and Lock (1984) illustrated an association between life stress and immune systems deregulation through examination of epidemiological data of diseases such as acute respiratory infection, herpes simplex, mononucleosis, and tuberculosis. Taken collectively, these studies and reviews provide suggestive evidence of the association between social support and the immune system. While currently no firm conclusions have been reached, HIV/AIDS professionals need to be mindful of the potential and impact of support on the immune system.

Mutual Aid

These four social interactions defined by Flannery provide a framework for understanding the concept of mutual aid (Schwartz, 1974; Gitterman, 1989). It is the centrality of the concept of mutual aid that essentially distinguishes support groups from all other group therapies. Schwartz’s observations on the concept of mutual aid emerged from his studies of small-group systems. Essentially Schwartz contends that all small groups have the following characteristics:


First the group is an enterprise in mutual aid, an alliance of individuals who need each other, in varying degrees, to work on certain common problems. The important fact is that this is a helping system in which the clients need each other as well as the worker. The need to use each other, to create not one but many helping relationships, is a vital ingredient of the group process and constitutes a common need over and above the specific task for which the group was formed … Second, the group itself, by the nature of its central problem, by the activities in which it engages, and by the particular personalities it brings together, creates its own conditions for success and failure … Finally, the group is as we have indicated an organic whole: its nature cannot be discerned by analyzing the separate characteristics of each component but by viewing the group organism as a complex of moving, independent human beings, each acting out his changing relationships to society, in this present interaction with others engaged in a similar enterprise. (p. 218)





The concept of mutual aid developed from a parallel movement in the history of group psychotherapy that has its roots in the American Social Reform Movement of the 1920s and the American Settlement Movement. Modeled after the British Settlement Movement begun in England in 1884, the American Settlement House Movement emphasized small groups as a channel for social reform. Leaders such as Jane Addams, Florence Kelly, Lillian D. Wald, and others chose to settle and live in the poorest slums, introducing into their communities educational, cultural, and social reform opportunities. Such activities relied almost exclusively on mutual aid dynamics in which a small group of community residents was mobilized to address community stressors such as child care, aging, poverty, illiteracy, poor housing, child abuse, child labor protection, and women’s rights. Through such collective action and mutual interest, the concept of mutual aid emerged. Such activities were especially appealing to new immigrant populations struggling with issues of acculturation, prejudice, and discrimination. Mutual aid became synonomous with settlement houses, which were established throughout the United States by the 1940s (Hull House, Chicago, founded by Jane Addams; South End House, started by Robert Woods in Boston, 1891; Henry Street Settlement, begun by Lillian Wald on the Lower Eastside of New York City; and the Chicago Common House, established by Graham Taylor in Chicago in 1894). These settlement houses organized neighborhoods into political forces that lobbied for and obtained advances in child labor law, public health, community child care services, and community-based adult educational services (Lee and Swenson, 1994). From it emerged a form of social work with groups that thrived in these settings. As the social worker theorists Germain and Gitterman (1980) observed, the model of group practice they represented by these settlement house activists was the “social goals model” of group work. It was conceptualized as
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