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ABSTRACT

The authors studied T-groups offered in psychiatric residency programs in the
United States in 1992. A 32-item questionnaire was sent to the residency
travmang directors of 297 psychiatric programs and 34% responded. Results of
the questionnaire are presented and their possible implications are discussed.
These include: (1) programs that offer T-group value it as indicated by the
time allotted to it, the quality of the T-group leaders, and the objectives within
the residency program it seeks to accomplish; (2) 45% of respondents not offering
T-groups cite negative attitudes toward T-groups (theirs or their residents) as
a reason for this decision; (3) T-group, often equated with psychodynamic
process, may have suffered the same recent deemphasis as has the teaching of
psychodynamic  psychotherapy;, (4) and T-group, by its very nature, has
educational as well as therapeutic features, a combination that creates tensions
with regard to the T-group contract, especially the items having to do with
confidentiality and attendance. The authors suggest group therapy will be a
primary treatment modality i the coming years of economic constraint. They
also recommend making a case to residency training directors for T-group and
its inclusion in psychiatric curricula.
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mm/\mw& recent articles have discussed various aspects of T-groups
(training groups or process groups) for psychiatric residents (Benson,
Lundgren, & West, 1988; Munich, 1993; Salvendy & Stewart, 1983;
Swiller, Lang, & Halperin, 1993). Variables examined include defini-
tion, frequency of meetings, value, objections to, and differences
between T-groups and therapy groups, teaching and support func-
tions, techniques of leadership, co-leadership and supervision, and
varieties of learning.

The purpose of this report is twofold: (1) to gather basic data
about T-groups in psychiatric residencies in the United States in 1992
and (2) to discuss the possible implications of these data as they relate
to: (a) psychiatric training in the 1990s and the place of psychodynamic
psychotherapy in it; (b) the value or lack of it attached to T-groups
by their training programs; (c) the educational and/or therapeutic
nature of T-group; (d) the T-group contract.

As the data of this report will suggest, proponents of group
therapy, likely a primary treatment modality in the coming years of
economic constraint, have an important job ahead in making a case
to residency training directors for T-group and its inclusion in
psychiatric curricula.

Background

Taintor (1977) gathered basic data about T-groups in 251 approved
residency training programs in general psychiatry with a question-
naire survey. He achieved a 100% response rate through repeated
follow-up questionnaires and found that 49% of programs offered
T-groups. Because Taintor’s study was partially “engendered by an
investigation of emotional problems in psychiatric residents,” (p. 94)
he looked at the percentage of T-group casualties (4%), the extent to
which discussion of administrative issues was unequivocally (4%) or
sometimes (43%) disruptive, problematic issues in funding T-group,
and misguided attempts to use T-group for primarily therapeutic
purposes. He also studied whether participation was wholly voluntary
(44%), optional but expected (38%), or required (18%), and the
duration of the T-group experience: less than 1 year (43%), more
than 1 year (35%), and variable (20%). Taintor found, with regard to
‘T-group’s potential for creating problematic conflict, that “intragroup
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contlicts unequivocally (12%), sometimes (47%), or not at all (41%)
created problems outside the group.” (p. 95) Most likely, Taintor’s
focus reflected a concern in the late 1960s and early 1970s about
T-group’s potential harmfulness (Jatfe & Scherl, 1969; Yalom, 1971),
a concern that seems to have abated.

METHOD

A 32-item questionnaire (available upon request from the authors)
was sent in 1992 to the training directors of 297 approved psychiatric
residency training programs (American Association of Directors,
1991-1992). The study design did not include follow-up question-
naires for two reasons: (1) the raw percentage of responders provides
a useful indicator of interest in ‘T-group and (2) anonymous responses
facilitate candor. Most of the questions could be answered in a yes/no
format, by filling in the blank, or by choosing from a list of possible
answers. A few questions allowed more expansive written responses.
Findings are presented below and those of interest to the authors are
discussed later in the paper.

FINDINGS

One hundred and sixteen of the 297 questionnaires were returned
for a response rate of 34%. Of those residency programs responding
to the questionnaire, 48% provide a T-group experience for their
residents. (This percentage is very comparable to Taintor’s 49%
finding, which lends support to the generalizability of the current
data.) Of the 60 programs that do not have T-groups presently, 43%
had them in the past; 57% never had them. Thus, 70% of residency
programs responding have or have had T-groups. Of those programs
that do not offer T-groups, 20% plan to establish one in the next 5
years. Programs providing a T-group have done so for an average of
11.45 years. Ninety-six percent of the programs presently offering a
T-group plan to continue to do so.

Programs without T-Groups

Fifty-three of the 60 programs not offering T-group answered the
question, “Please explain briefly why T-group is not currently of-
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fered?” Many respondents offered more than one response and cited
the following reasons: (a) programmatic factors, (b) administration’s
assessment of T-group, (c) administration’s perception of the resi-
dents’ feelings about T-group, (d) boundary issues, and (€) current
fashion in psychiatric training.

Programmatic factors include (the number of responses is noted
in parentheses): no available leader due to lack of interest, expertise,
or time (4); lack of funding (6); insufficient time in the curriculum
(5); child programs that are small and deem T-group not to be a
priority (7); adult programs felt to be too small to sustain a T-group
(7); other groups and Support structures (7) (specific examples
mentioned include a Balint group and arrangement for residents to
be patients in private therapy groups in the community); and ideo-
logical and political difference between a residency training director
and a former T-group leader (1).

Residency training directors provided the following negative views
of or experiences with T-group: previous bad experience with T-
group (2), causes divisiveness (3), serves no valuable purpose (3), has
a negative effect on neophyte trainees (1), and are not sufficiently
rewarding (1).

Residency training directors also cited residents’ negative attitudes
toward T-group as another reason for not offering it. They perceive
the following attitudes in residents toward ‘T-group: little interest (10),
opposition (4), discomfort (1), and concern (1). Respondents conveyed
the impression that residents’ opposition to T-group was a sufficient
reason to omit it from the training program.

T-group was felt by three respondents to introduce boundary
issues between therapy and training and between personal and
professional relationships. One equated T-group with group therapy
and in not offering T-group felt they were respecting the residents’
right to choose to be in or not to be in therapy. Another believed that
in not offering T-group (which they consider a therapy group) they
were increasing the probability that their residents would choose to
be in individual therapy, an outcome deemed preferable. Typical
comments included: “We don’t believe that we should determine what
kind of therapy residents should have although we encourage them
to be in their own treatment.” “I believe the use of group therapy for
residents pushes them to avoid their own individual therapy.” One
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respondent noted that psychodynamic training is unfashionable in
today’s psychiatric training and that “the climate in psychiatric edu-
cation seems to emphasize biology.”

Programs with T-Groups

In the responding programs that offer T-groups, 91 m.wo o.m the H-maofom
begin in the Postgraduate (PG) second year; 9% UQWS. in the PG third
year. The duration of the T-group experience varies among pro-
\mamBm” 45% last for 1 year, 18% for 2 years, and 37% for 3 years.
Ninety percent meet weekly, 6% meet twice a month, and 2% meet
monthly. (Findings on specific items that do not add up to 100%
indicate that all respondents did not answer that question.) The length
of each session also varies. Ninety-five percent of the groups meet for
between 60 and 90 minutes: 41% meet for 60 minutes, 15% for 75
minutes, and 39% meet for 90 minutes. .

When asked to indicate the extent to which each of the following
items represents a major objective or goal of the T-group experience,
the respondents, using a scale of (1) not at all, (3) somewhat, ,w:.a (5)
very much, answered in the range of “somewhat” to “very much” in the
following percentages:

* teach psychodynamic process wow\o
* provide didactic training Amo\o
* provide a therapeutic experience . 80 o\o
* provide a mentor in group work for residents 76%
¢ teach residents about group structure and functions through .
the experience of participating in a group ‘ wmo\o
* provide a primary role model as a group %m@@@ - 74%
* to serve as a source of support and cohesion during difficult .
years of professional training 98%

Ninety-eight percent of a given T-group’s meetings were ‘:wE in
the same location, (suggesting that it was considered sufficiently
important to merit assigned space). . ,

The composition of T-groups varied: 48% contained Rm_aobﬁm
from the same PG year and 50% contained residents from different
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PG years. A slightly greater percentage of groups (53%) was manda-
tory than elective.

Ninety-one percent of the groups were led by a single leader.
Questions were asked about the five groups that had co-leaders;
unfortunately, the significance of these answers is unclear because the
term co-leadership appears to have had different meanings to various
respondents.

In the singly led T-groups, 85% of the leaders are recognized in
the community as group therapists and 69% are members of American
Group Psychotherapy Association. Their average number of years
leading the T-group is 4.8 years.

Respondents provided the academic rank of 37 leaders. Percent-
ages for the various academic ranks were as follows: (a) Professor or
Clinical Professor (10%), (b) Associate Professor or Clinical Associate
Professor (27%), (c) Assistant Professor or Clinical Assistant Professor
(43%), and (d) Other (Clinical Instructor, Lecturer) (20%).

When the T-group meets for more than 1 year, the'same leader
continues with the group except for one residency program.

The T-group leader is selected, in the following percentages, by:
(a) the director of residency training (60%), (b) a committee on
residency training (14%), () the director of group psychotherapy
(11%), and (d) unspecified other (15%).

Sixty-seven percent of the T-groups had a contract between the
group leader and the participants. Ninety-seven percent of the
contracts were verbal, not written. When asked to describe the nature
of the contract, the following items were mentioned in decreasing
order of frequency: (a) confidentiality; (b) attendance, whether man-
datory or elective; (c) purpose, intended to be a learning experience
rather than a psychotherapeutic experience; and (d) premature
termination, and the importance of allowing time for the group to
process a member’s premature departure.

The respondents were unanimous in affirming the relatively
confidential nature of the T-group. Nevertheless, 62% responded in
the affirmative when asked if there are instances in which the leader
might discuss the group proceedings or a particular resident with
administration. The instances in which the leader might breach
confidentiality were rated: (a) concerns about dangerousness (homi-
cidal, suicidal, functionally impaired), (567%); concerns about atten-
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dance (18%); concerns about ethics or professionalism (13%); routine
update (8%); and other (9%).

Sixty-one percent of programs offering T-group have no moﬁd&
mechanism for evaluating the T-group leader. The following choices
regarding who does evaluate the leader yielded the following percent-
ages: (a) group participants (80%), (b) residency training director
(17%), and (c) person who selected the leader (3%). Programs (39%)
that do formally evaluate their T-group leader accomplished this task
with satisfaction surveys completed by the residents. The open-ended
question, “What are the criteria by which the leader is evaluated?”
generated the following answers. The T-group leaders’ Qmmamm. of
professionalism, interest, and ability are evaluated with the following
variables: (a) preparation, (b) organization, (c) clarity, (d) willingness
to hear residents’ thoughts, (e) attendance, (f) punctuality, (d) overall
knowledge and experience in group dynamics and group process, (€)
familiarity with the needs and experience of psychiatric residents, and
(f) ability to teach as well as conduct an experiential group. .

In residency programs that offer T-group, 100% offer training
and teaching in group psychotherapy. Eighty-six percent of programs
that provide T-groups also offer residents opportunities to lead or
participate in groups. Residents lead or co-lead: (a) in-patient and
out-patient groups; (b) support groups; (c) child/adolescent groups;
and (d) topic-oriented groups such as posttraumatic stress disorder
(PTSD), substance abuse, sexual abuse survivors, sex offenders, OCD,
and former inpatients. Residents participate in: (a) advanced group
process experience (without a didactic component); (b) 3-day A. K.
Rice experience; (c) course on short-term, time-limited group @&5.70-
therapy in the PG third year; and (d) 4-day Tavistock group relations
conference followed by 8 weeks of seminars devoted to discussion of
group dynamics and reading of relevant literature.

Fifty-three percent of programs pay the T-group leaders. Only
19 of the 28 programs that pay listed the amount. Yearly stipends
range from $1000 to $10,000 with an average of $3865.

DISCUSSION

As we enter the era of managed care and the ascendancy of symptom-
relieving, biologically based psychiatry, the place of psychotherapy and
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psychodynamic theory in training is tenuous (Lewis, 1991). In light of
this trend, the place of T-group, and its psychodynamic orientation, in
psychiatric residency training engenders interest and assumes importance.

The data obtained in this study is quite similar to Taintor’s (1977)
with regard to the number of T-groups being offered in residency
programs. Where Taintor found that 49% of programs offered
T-groups, we found that 48% of our sample offered them. On the
one hand, this suggests that even though we did not have 100%
compliance to the questionnaire, we can comfortably generalize the
data because it would appear we are getting reliable data that compare
with Taintor’s 100% return rate data. On the other hand, it is possible
that our data suggest a reduction in T-groups being offered that far
exceeds the 1% difference between Taintor’s study and our own. This
line of thinking would posit that the respondents to our questionnaire
were more likely to be interested in T-groups than those who did not
take the time to fill out and/or return the questionnaires. Thus, if only
48% of those most interested in T-group now offer T-group in their
programs, this could mean a significant loss of T-groups. This is
clearly an area for further investigation.

Reasons for Offering or not Offering T-Groups

In eliciting information as to why programs do and do not offer
T-groups it became clear that different programs define and under-
stand T-groups differently. One primary difference in definition can
be stated as follows: Does the “T” refer to “training” or “therapy”?

Eighty percent of those programs offering T-groups stated that
a major objective or goal of the T-group is to “teach psychodynamic
process.” Curiously, 80% of the same respondents indicated that
“providing a therapeutic experience” is a major objective or goal. This
apparent contraction may have several explanations. Either 80% of
the respondents felt that the major objective or goal of T-group is both
educational and therapeutic or, because the definition of “therapeutic
experience” was not determined, some respondents distinguished
between a therapeutic experience and phychotherapy itself. Almost all
(98%) of the respondents agreed that T-groups are designed as a
“source of support and cohesion during difficult years of professional
training.”
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Programs that offer T-group seem comfortable with the view that
it is primarily educational in purpose. Facts consistent with this
position are that: (1) the contract for T-group differs from the usual
contract for therapy groups (e.g., the T-group does not purport to
offer therapeutic assistance), and (2) answers to questions about the
major objectives or goals of T-groups suggest that it is designed to
offer experiential—and to a lesser extent, didactic—education about
group dynamics, and to provide a supportive environment for assist-
ing residents in the (initially) regressive, affect-filled, identity challeng-
ing years of psychiatric residency training. In providing an opportu-
nity to learn about group dynamics experientially, T-group offers
residents a unique opportunity to learn about boundaries, group and
individual roles, competition, interpersonal communication, group
composition and membership, resistance, support, termination, lead-
ership style and technique, and unconscious phenomena.

Programs that do not offer T-group cite a variety of reasons. It
seems noteworthy though that 45% (24 out of 53) of training directors
of psychiatric residencies that do not offer T-group cite negative
attitudes toward T-group—either theirs or their residents—as a
reason for this decision. Although this high percentage deserves
further study, some speculations can be made.

The character and outcome of T-group, like therapy groups, can
vary considerably, depending on the mix of personalities, their
strengths, levels of pathology, and psychological-mindedness. T-
group leaders, however, unlike therapy group leaders, do not screen
and select the members of the group. They work with the residency
class as it arrives. Although the majority of T-groups are quite
workable, occasionally a resident or two in a given class will have
sufficient pathology to disrupt the group. Because the T-group
leader’s mandate is primarily education, the leader is not at liberty to
deal with a member’s glaring pathology. Three other facts contribute
to the complexity and difficulty of such a situation. First, since
attendance is mandatory in many T-groups, the disturbed member
may resent the involuntary exposure of his/her difficulties and, as a
result, appear even more disturbed. Second, because residents work
and may socialize together outside of the T-group and may have
known each other before its inception, highly charged and sometimes
conflicting relationships between members may originate outside the
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group. Because other members often do not know firsthand the details
and background of such dissension, the discussion of such material in
T-group does not yield satisfactory resolution. And third, although
group-as-a-whole interpretations can decrease scapegoating and stress
universality, in some instances it becomes painfully clear that the
difficulties belong primarily to one or two people. Thus, it may well
be that some residency training directors’ negative attitudes toward
T-group are based on the reverberations in the residency program of
conflicts or ill-will generated in the T-group itself.

On the other hand, residency training directors want their pro-
grams to run as smoothly as possible. When problems do arise in the
residency—as they certainly must—it may be tempting to blame the
T-group for causing disruptions among the residents and within the
program. Such a response, however, does not allow for the possibility
that T-group permits open discussion of preexisting conflicts and
contributes to their timely identification and resolution.

Fourteen programs noted that they do not offer T-group because
of their small size. Many psychiatric residency programs probably will
become smaller if medical students, as they have since 1988, continue
not to elect psychiatry as an area of specialty training (Clinical Psychiatry
News, 1994). If this trend continues, more programs may decide to
stop offering T-group.

One program stopped offering T-group because of ideological
and political differences between the residency training director and
the T-group leader. The milieu within a department is an important
variable in determining the success of a T-group. Departments with
factional in-fighting may not be able to provide the containment and
safety necessary to run a T-group.

Seven programs do not offer T-group because they provide “other
groups and support structures.” It would be interesting to know how
these programs conceive of T-group as it is common to hear residents
in T-group comment positively on its uniqueness in their training. It
would also be interesting to know if and what biases might be obscured
by the seemingly objective, perennial reasons given for not offering
T-group: no aailable leader, lack of funding, and insufficient time in
the curriculum.

Comments by three residency training directors suggest that
another factor may also be involved. Their programs appear to
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consider group therapy unimportant or significantly less important
than individual therapy; as a result, they see no need to provide their
residents with a T-group experience. This suggests that group ther-
apists have not been successful in documenting the effectiveness of
group therapy, despite the exemplary efforts of Dies (1993). It also
suggests that group therapists may not have been very politically
astute.

It seems clear that programs that offer a T-group experience
value group training: 100% of them offer training and teaching in
group psychotherapy and 86% of them offer residents other group
experiences. Our questionnaire did not determine to what extent
programs that do not offer T-group provide their residents with other
types of education about and experience in observing and running
therapy groups. Such data might have shed light on whether training
programs not offering T-group simply omit them but value group
dynamics and group therapy or whether their omission reflects a bias
against group dynamics and group therapy in general.

Selection and Evaluation of T-Group Leaders

Because of the confidential nature of T-group and the surprisingly
high (61%) number of programs in which there is no formal mecha-
nism for evaluating T-group leaders, the selection of qualified T-
group leaders assumes great importance. It is reassuring to learn that
85% of T-group leaders are recognized in the community as group
therapists, that 69% are members of the American Group Psychother-
apy Association, and that 80% have attained at least the academic rank
of Assistant Clinical Professor.

In those programs that do evaluate their T-group leader, the
residents perform the evaluations 80% of the time. Not surprisingly,
these residents list as important evaluating criteria not only expertise
in group process and group dynamics but also familiarity with and
responsiveness to the needs and experiences of psychiatric residents.
Both the caliber of T-group leaders and the criteria by which residents
evaluate them would seem to suggest that the T-group experience is
taken seriously and valued in the psychiatric training programs that
offer them. Although it is reassuring to note that T-group leaders in
our study are identified in their communities as group therapists, have




180 GANS, RUTAN, WILCOX

academic rank, and belong to the American Group Psychotherapy
Association (AGPA), these credentals do not guarantee successful
T-group leadership. It is also important to note that leaders, as well
as problematic residents, can create negative T-group experiences.
T-group leadership is complicated and its tasks, functions, and pitfalls
deserve more study.

Controversial Areas of the T-Group Contract

Two items in the T-group contract generated conflicting responses:
confidentiality and attendance.

Confidentiality

There was unanimous agreement that the material from the T-group
is largely confidential. However, 62% of the respondents went on to
state that under certain circumstances confidentiality would be broken
and either the group proceedings or the contributions of a particular,
impaired resident might be discussed with administration. This is not
unlike the rule of confidentiality in psychotherapy, namely that
confidence will be respected unless the therapist determines that
keeping material absolutely confidential will endanger someone.

It is worth speculating why the 38% of respondents who maintain
absolute confidentiality do so, as well as considering the possible
implications of such a decision. On the one hand, they must appreciate
that strict confidentiality is absolutely crucial to ensuring the safety
and trust necessary for a successful T-group experience. On the other
hand, in their determination to maintain such a safeguard, they may
overlook or minimize two important considerations. First, in the event
of a suicide and ensuing law suit, the courts might consider both the
T-group leader and the sponsoring institution to be liable. Second, a
contract in which the leader agrees to have no contact with anyone in
administration in the face of imminent danger to one of the residents
is very unsettling to the residents. In the process, the leader may
unwittingly model a dangerous clinical stance for the residents. It
seems important for T-group leaders to keep in mind that the
requirement for breaching confidentiality in either therapy or T-
groups comes from a larger context, namely, from society’s insistence
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through its laws that in certain situations confidentiality must be set
aside in the interest of safety. Even though issues of suicide or other
calamitous events are rare in the T-group situation, T-groups do
qualify as situations in which confidentiality needs to be broken when
necessary. Although T-group leaders may have different thresholds
at which they would contact administration, it seems clinically advis-
able that they allow themselves that option.

Attendance

Respondents differed with regard to whether attendance at T-groups
should be mandatory, 53% having decided it should be. The American
Psychological Association (1992) has decreed that students cannot be
required to attend a course that is like psychotherapy. Although the
American Psychiatric Association has no such stricture, there is the
philosophical/ethical question as to whether it is right to require
someone to attend a probing, in-depth experience that they would
not choose to join. An overarching question might be, “Is it possible to
require psychotherapy?” One can require attendance, but psychother-
apy itself involves the voluntary acceptance of the process. Likewise
with T-groups, one might be able to require attendance but not
emotional involvement or personal revelations.

The authors believe that the primary goal of T-groups is education
that is largely experiential. Not surprisingly, some residents may find
the experience therapeutic even though thatis not its primary purpose.
In fact, T-groups provide many possible gains to their participants,
including training, therapy, and/or support. It is also clear, however,
that some residency training directors consider T-group more a
fundamentally therapeutic than an educational endeavor. Their posi-
tion also deserves consideration, especially for that vulnerable resident
who elects to deal with his/her difficulties in a different setting.

Ulumately, the programs that offer T-groups and the leaders who
conduct them determine their major objectives. Is the fundamental
purpose of the T-group to provide experiential learning about
psychotherapy, especially group psychotherapy, or to provide a
therapeutic function for the residents? Alternatively, the major goal
of the T-group is to provide support for the residents during the
stressful period of residency training. In any case, enough disagree-
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ment and controversy exist about the nature-of T-group to warrant
further study of its essential character.

CONCLUSIONS

As a low-cost, high-impact treatment, group therapy would seem an
obvious modality that would gain in an era of attention to the cost of
health care. The place of the T-group in psychiatric residency training
may provide clues as to how the psychiatrists of the future will view
group process and group therapy. Typically, the T-group has been a
modeling experience for young psychiatrists, providing many of them
with their first exposure to the potential of groups for change and
learning.

The present study suggests that the inclusion of T-group in
psychiatric residency training, although still an important part of a
significant percentage of programs, may be declining. There are a
variety of reasons why some programs do not offer T-group. This
study points out that a high percentage of respondents (the residency
training directors) whose programs do not offer T-group feel that
T-group is not worthwhile or even a negative experience. It would
appear clear that those of us who value group therapy and see it as a
primary treatment in the coming years have an important job ahead
in making a case to residency training directors for T-group and its
inclusion in psychiatric curricula.
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