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tions andstandardized rating scales (II ) . The didacti c sem inar format could rem ain
the primary mode of inst ruction, but would have specified objecti ves, ski ll-based
instruction and learning expe riences,and a compet en cy-based assessment schema.
The basic expecta t ion would be that residents know and appreciate the value of
group intervention s, cogniza nt of specific indication s, contraind ications and patient
enabling factors, and mak e appro pr ia te referrals.

Competency in making referrals for gro up treatmen t is not an isolat ed skil l.
Actuall y, the ability to make appropriate group referrals is one aspect of the skill of
treatment selection. Frances, Perry and Clarkin (13) describe five sets of t rea tment
decisions that clini cian sroutinely make in selec ti ng treatment: I ) sett ing: where the
treatment takes place,i.e., hospital , medi cal ward, pr ivate office; 2) t ime: the length
and frequen cy of session and the duration of treatment; 3) approach: the specific
t reatment techniques and sha red treatment objectives; 4) somati c treatment: the
need for medication, ECT or other medi cal int erventions; and 5) format: whether
treatment wi ll take place pr imarily in an individual , marital , family, or group mode,
or some combina t ion. I rrespective of their level of awareness,clini cian s routinely
make thesefive decisions about treatment select ions, and it is generally maintained
that this processof treatment selection should be more reflect ive than reflexive.

Regardingtreatment format decisions,the best decisions are those incorporat
ing knowled ge of the indication s, cont ra ind icat ions, and enabling factors for all
treatment formats, including groups .Frances,Perry and Clarkin ( 13) have art icu
lated such cr i teria for the individual , family, marital, and groupmodes of trea tment.
Toselandand Siporin (15) have also described th e ind ications and contra ind ications
for group treatment based on their ex te nsive review of th e gro up resea rch lit erature.
The number of gro up formats has expanded greatly in the past five years. For
instance, Vinograd ov and Yalom describe over 20 such for mats ( 16) and these are a
mere sampling of the many formats. Group treatment can be subdivided in to
heterogen eous and homogen eous groups (13, 14), and groups can be long-term and
ongoing or time-limited.

I n hetergeneous groups a feeling of com mo nality develops wherein pat ients
realize they are not alone. Gradually, as the patient feels more accepte d, accept ing
and acceptable, he or she is more capa ble of t aking interperson al risks inside and
outs ide the gro up. I n teract ions offer group members a chance to correct dist or t ions
about others and themselves and to alte r maladaptive responses with li ttl e l ikelihood
of engaging inregressive transferential-countertransferential involvement with ther
apists. A major advantage of the heterogeneous group is cos t-e ffect iveness. In
addition, this group format is particularly useful for patients who present with
interperson al problems. The major disadvantages include relat ively low patien t
acceptance and high dropout rates (13). Furtherm ore, some pat ient s have urgent
problems that demandmore immedi ate, inten se, and individual ized treatment than
a gro up format can realisticall y provide. Generally speaking, heterogeneous gro ups
tend to be suite d for longer-t erm formats.

Comparedto heterogeneous groups, the range of interaction in hom ogeneous
gro ups tends to be more restrictive. Thesegroups provide a st ructure dsocia l networ k
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for ind ivid ua ls who previously felt th ey mus t suffer th eir problem in isola tion. U nlike
het erogeneou s gro ups, homogeneou s groups have the advantage of grea ter acce p
tance by the patient and mor e acce ptance by th e group towa rds most members. This
format a lso helps to reduce th e patient 's sense of iso la tio n and demoralization a nd
allows him or her to be helpful to ot hers . Often th ese groups deal with problem s for
whi ch th ere is no ot he r available effect ive t rea t ment. The major limita tion of these
g roups is th eir na rrow focus, which may allow ot he r impor tan t issu es to be missed
(14).

Generally speaking , homogen eou s groups tend to be more time-limit ed than
het erogen eou s gro ups . T abl e I list s some represen tat ive typ es of het er ogen eou s a nd
homogeneous groups .

Compet en cy in referral would be th e goal of th e didactic semi nar. Ideally, t he
se m inar would include topi cs suc h as : the rape ut ic fact ors in group th erap y; gro up
cohes iveness a nd negative con tagion; ho mogeneou s and het erogen eou s groups;
lon g-t erm a nd time-limit ed gro ups; d ifferential treatment selection including ind ica
tions, con t ra ind ica t ions, a nd patient ena bling factors for various group modalities as
com pa re d to ind ivid ua l, marital and fa mily formats; dealing with difficu lt patients;
a nd th e stages of gro up treat men t.

TABLE 1.

Some Representative Homogeneous and Heterogeneous Group Formats

Homogen eous Groups

TIME-LIMITED

Professionally Led :
Depression
Bipol ar
Anxiet y Disorder s
Ago ra phobia
O bsessive Co mpulsive Disorder
Borderli ne Person ality Disorder
Bulimia a nd Anorexi a
Multiple Per son al ity
Spo use Batt erer's
Incest Survivors

Wcight Co ntrol
Sm oking Cessa t ion
Substance Dep end en ce
Pa in Man agem cnt

Support Grou ps / Lay Led:
AA, Alat een , Alanon
NA, OA, AC OA
Manic Depr essive Associat ion Groups
AWAKE
Recovery, Inc.

H et erogen eou s Grou ps

OUT PATIENT

Dyna mic
Int er personal
Beh avior al
Psychod ra ma
Aft er care Groups
Medica tion Groups
Day Hospi tal Groups

INPATI ENT

Dyna m ic
Int erpersonal
Beh avioral
Psych od ra ma
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In this proposal , assessing trainees' com pe te ncy to mak e appropriate referrals
for group treatment is esse nt ia l. Written ca se mat eri al or sim ula tions could be used
to eva lua te trainees' underst anding of th e patient 's need s, style and motivation for
t rea tme n t. This assessme n t could also eva luate t rai nees' knowledge of indicat ion s,
con traind ica t ions and enabling factors for t he various modes of treatment , be th ey
individual , marital or fa m ily, a nd group therapy. Ess en tia lly, trainees would demon
s trate specific kn owled ge abou t th e indication s a nd cont ra ind ications for th e variou s
homogeneou s, het erogeneous, lon g-t erm and t im e-l im it ed types of groups. Ideally,
trainees would have th e opportunity to obse rve severa l differen t het erogeneous and
homogen eou s gro up forma ts including time-limit ed and lon g- ter m groups.

C ase confe re nces on va rious requi red rot ation s could also em phasize th e t rea t
me n t se lec t ion process. Thus, t rainees would have m ultiple opportunities outsid e th e
formal didacti c gro up se minar to cons ide r th e quest ion of treatment se tt ing an d
mod e wh ether it be individual , ma rital or family, group, or some combination .

The com pe te ncy for leading groups ass umes th e minima l level of com pe te ncy for
gro up referral s. In add it ion, it requires observa tion of gro up process, t he experien ce
of being a group m ember, a nd th e ex pe rience of running a group along with close
supervision. This com pe te ncy and it s va rious learning object ives have been specified
in considerable det ail by ot he r psychia t ric ed ucators ( II, 13, 14) .

CO NCLUSIO N

A review of th e lit erature in group psychotherapy trai nin g in psychiatry grimly
port rays th e cur re n t sta te of affairs . On th e one hand, psychiatric educa tors and
group th erapy writers have a r ticula te d a number of termin al object ives and minimal
com pe te ncies for th e ideal training of residents in gro up psych otherapy. On th e othe r
hand, th e reality of th e situat ion is th at few resid ency progra ms ope rationalize and
em body th ese objectives a nd com pe te ncies . Becau se of both ideological a nd pr acti cal
cons ide ra tion, whi ch I have designated as th e "cur re n t vision " of group psychother
ap y training, th e didacti c se minar in group th erapy is th e pri ma ry mode of tra ining in
the majority of resid ency pr ograms. Exce p t for providing the resident with a
kn owledge base for specia lity board exams , th e didacti c seminar does little to
engender positi ve a tt itude s abou t th e usefulness or effect iveness of group s, nor do
studies sugges t it influences the trainee 's pr acti ce patt ern of leading groups or
referring patients to groups eithe r during or after resid en cy.

Subsequently, this paper pr oposes re-visioning gro up psychoth erapy training to
focus on th e com pe te ncy of referrals for groups ra the r th an mere kn owledge about
groups . This competency could be ac hieve d within th e con text of a d idacti c gro up
seminar emphasizing th e skills of treat ment se lect ion a nd referral. Furthermore, th e
skill of t reat me n t referral woul d be object ively assessed a nd minimum compet en ce
would be required for grad ua tion fro m th e resid en cy progra m. Finally, this proposal
suppor ts th e ac hieve me nt of com pe te ncy to practi ce gro up th erapy endorsed by oth er
psychiatric ed uca to rs, but this com pe te ncy would be a n elect ive req uiremen t.
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