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Varieties of Learning in an
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ABSTRACT
Variously described as enhancing sentience, supporting professional identity,
providing insight and introducing the resident to covert group processes, the
experiential group has been a part of residency education for over 25 years. This
article specifically focuses on and identifies the potential areas for learming about
group process in such an experience. These areas are organized around the
contribution of individual psychological, social-psychological, and group-as-a-
whole issues in the group. Actualization of the learning depends on the psychologi-
cal state and level of emotional preparedness of the individual member, the
consultant’s orientation and style, the composition and development of the group,
and its relationship to the organization in which it takes place. An example s
provided to highlight the areas of potential learning, and there is a discussion
of some applications to the patient role and the practice of group psychotherapy.

An emergent organization is one which has laws of its own, distinct from

those of the elements which constitute it: such as, for example, the social

group when viewed in relation to individuals composing it. Such emergent

organizations partly control, and are partly controlled by, the underlying orga-
nizations from which they emerged.

—David Rappaport,

“The Autonomy of the Ego,”

Collected Papers
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INTRODUCTION

H: spite of their use for over 25 years in residency training programs,
controversy and confusion about goals of experiential groups contin-
ues. .Hm::ﬁotm (1977) survey revealed great variety among residency
training directors in their timing, models, and goals for the group.
Recent articles have urged their use for self-awareness (Johnson,
1977), personal growth, stress reduction (Kahn & Schaetfer, 1981),
teaching fundamentals in group and interpersonal relations (Doughty
& Krantz, 1985), professional development (Brock, 1990), primary
support (Holmes & D'Mello, 1988; Willenbring & Spensley, 1983),
and training in the dynamics of groups and organizations (Benson,
Lundgren, & West, 1988). Blends of these and other stated and un-
stated goals account for the ambiguity that exists between experiential
groups, support groups, and a modified group psychotherapy. Many
programs do not have such groups and some have tried them and
eliminated them. Taintor also suggested that clarity about the task
and de-emphasis on psychotherapy were important in minimizing such
difficulties as casualties in and disruption from the group itself.
Based on an eight-year experience consulting to a year-long group
during the PGY-II psychiatric residency year, this article will delineate
the principal origins of the experiential group model, elucidate various
problems with the implementation of the models, and suggest an edu-
cational agenda that focuses on authority relations and group process
rather than individual dynamics. The discussion will also address po-

tential applications for learning aspects of the patient role and group
psychotherapy.

THE BASIC MODEL AND ITS ORIGINS

Variously calleda T-group, training group, sensitivity training or self-
study group, the experiential group is a collection of seldom more
than 12 members meeting for a specified duration with a consultant
at a prescribed time and place for the task of examining itself. Like
the dynamic therapy on which it was originally based and because
every group has its unique composition, consultant, and setting, no
specific learning is prescribed for its participants. And like the thera-
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pist, the consultant takes primary responsibility for time and space
boundaries and conducts him or herself in an essentially nondirective
and interpretive manner. The consultant most often has little or no
other direct contact with group members. In psychiatric residencies,
some experiential groups occur daily for a couple of weeks early in
the program, some occur over the course of a weekend, some occur
periodically, some occur weekly through a single year (usually PGY-
II), and some continue throughout a residency. Group sessions can
last from 1 to 1'2 hours. Even though the experiential group may
be a part of the core curriculum, confidentiality is maintained and
attendance is usually voluntary. And finally, much like the dynamically
oriented theory and technique on which it is based, no systematic
process or outcome research related to the group or these variables has
been done (Astrachan & Redlich, 1969; Redlich & Astrachan, 1969).

The first of the small group training models in this country was
developed in the mid-1940s at the National Training Laboratories in
Bethel, Maine. Taking its lead from Lewin’s field theory and early
group therapies, but emphasizing an interactive process between
trainer and group, this method attempted to demonstrate how primi-
tive group processes could be modified through the development of
trust, spontaneity, and increased closeness and sensitivity among group
members (Rogers, 1967; Schein & Bennis, 1965). Techniques flowing
from this model are directed, therefore, toward facilitating interper-
sonal competence, group cohesion, and support in the role identity
as psychiatrists. Lack of a coherent theory, consequent lack of unifor-
mity in the behavior of consultants, and focus on social action, how-
ever, led to the end of its general use in residency training programs
by the early 1970s (Gottschalk & Pattison, 1969). Moreover, its empha-
sis on change rather than on education made its mandated use in these
programs complicated, questionably appropriate, and even unethical.
The so-called laboratory method survived more in the human potential
movement and managerial training and development than in residency
training programs (Campbell & Dunnette, 1968).

The most important precursor for the experiential group as an
educational modality was described by the psychoanalyst, Wilfred Bion
(1961), in his now classic work, Experiences in Groups. In this book,
Bion graphically recounts the identification of “group mentality” and
the regressive emergence and interpretation of “basic assumption life,”
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concepts that function for an entire small group like the dynamic
unconscious does for an individual. The regularity with which he and
his followers noticed these basic assumptions—dependency, pairing,
and fight—flight—led to the development of group relations confer-
ences where these and other group dynamics, especially the impor-
tance of social structure and relations with authority, in small, large,
and intergroup group experiences would be brought into the aware-
ness of and elucidated for the membership of the conference. The
principles and methods of these conferences were first developed in
the mid-1950s at the Center for Applied Social Research, Tavistock
Institute of Human Relations, London, England, under the leadership
of A. K. Rice (1963). The Washington School of Psychiatry and the
Department of Psychiatry, Yale University Medical School, introduced
these conferences to the United States in 1965. Many experiential
groups in residency training programs today are directly borrowed
from the small group format of the group relations conference and,
at least iniually, harkened back to the psychoanalytic group model of
Bion. Techniques flowing from this model are directed, therefore,
toward a greater understanding of the nature of the authority and
leadership and the influence of covert group processes on task perfor-
mance (Rioch, 1970). Lomax and Webb have studied the differential
side effects on resident learning using conferences based on each
model (Lomax & Webb, 1983).

ISSUES IN IMPLEMENTATION/DOMAINS OF LEARNING

Several factors account for confusion and controversy in the imple-
mentation of the basic Tavistock model for thinking about and con-
ducting experiential groups. To begin with, there has been and contin-
ues to be a confusion of tongues: the language of basic assumption
life is not the same, does not refer to the same matters 4s and may refer
to different conceptual framework from the language of individual
psychodynamics, even though many practitioners use them inter-
changeably. Because it is individuals who have an ego or experience
anxiety, it is confusing to use such terms as a group ego or group
anxiety—rather, groups have tasks and structures: they experience
strain, and basic assumptions emerge as much from this strain, task
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ambiguity, or structural disarray as from anxiety or transference
within one or more individual members.

With the possible exception of Bion’s work, the experiential group
was never meant for psychotherapeutic purposes. In fact, for several
years psychiatrists were not permitted to lead the Tavistock Group
Relations conferences so as to assure that members would not be
thought of or treated like patients. As dynamically oriented psychiatry
became more interested in group psychotherapy, developments within
the field of therapeutic psychoanalysis itseif, however, led to further
complications for the conduct of these groups. Bion’s formulations
were informed by a Kleinian, object relations perspective. They were
picked up in this country, where they conflicted with the predominant
ego-psychological perspective. In addition, the increasing rift between
those who focus on drives and those focusing on defenses against those
drives led to the same kind of differences in approaches to consultation
as found in different individual analyst’s interpretive approaches. At
what out-of-awareness or unconscious depth, for example, should the
consultant address his or her contribution? Similarly, whereas consul-
tants with an ego-psychological approach might view a group’s regres-
sion in terms of an oedipal level of organization, one with an object
relations approach might view the regression in terms of the replica-
tion of earlier preoedipal self-object paradigms, efforts at boundary
formation, and primitive defenses. Because there is an inevitable re-
gression for the individual in experiential group life, catalyzed in no
small measure by the abstinent, nondirective approach of the consul-
tant, this difference of view is no small matter. It will necessarily have
important effects on the nature of members’ learning individually and
collectively as well as on the extent and type of regression within the
group itself. The focus of consultation and the degree of individual
regression is especially relevant in a resident group where after the
meeting subgroups must immediately return to their unit and work
together on clinical tasks.

Part of what further complicates the consultation and learning in
an experiential group and makes group dynamics a difficult field is
its tripartite intellectual roots: individual psychology, social psychol-
ogy, and sociology. Insofar as the group consists of individuals with
their distinct personality systems, the language and assumptions of
individual psychology are relevant—whether it be drive theory, ego
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psychology, object relations theory, or self-psychology. But insofar as
behavior in and of groups is also determined by member-to-member
interaction and properties of group structure and culture, as well as
its social context and value preferences, the language, assumptions,
and traditions of social psychology and sociology are relevant and be-
come equally crucial.

In its effort to bridge individual behavior and group process, the

field of social psychology addresses such issues as group development

(Slater, 1966); role differentiation (Bales & Slater, 1955); member
satisfaction (Heslin & Dunphy, 1964); the effect of group size; gender
and ethnic distribution; cohesion, culture, and work (Newton & Levin-
son, 1973). Manifestations of these socio-psychological issues occur in
group life with the same regularity and predictability as does basic
assumption life; and, while needing less interpretation, nevertheless
require elucidation in the course of an experiential group.

In my experience, for example, some of the most universally avail-
able and effective learning in an experiential group is related to the
issue of role. Usually each group member assumes a more or less
identifiable role, the effect of which can be explored without its being
overly personalized, pathologized, or intimately revealing. Whether it
be the talker, the historian, the skeptic, or the joker, group members
are easily convinced of how they might complain about this behavior
when it occurs but miss or replace it when the member who embodies
a given role is away from the group. Some roles, like task leader or
emotional leader, come to be seen as inevitable and recurrent in group
life. One sees that it is an equally powerful experience and statement
about the stability of roles when a group member attempts unsuccess-
tully to change his or her role, as when an otherwise silent member
tries to speak and the group conspires to keep him or her quiet.

Distinct from psychological and social psychological work, sociolog-
ical thought focuses much less on individual members aid their inter-
actions than on the group as a system of interaction. Members of a
well-functioning experiential group are in a position to learn from
this point of view as well. To summarize this conception: a group
consists of interdependent parts that act to adapt to the realities of
the immediate situation (adaptation), to accomplish the group’s goal
(consummation), to keep the group intact (pattern maintenance), and
to achieve harmony among its members (integration). Without the
integration of these four actions, a group may cease to function (Edel-
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son, 1970; Mills, 1967; Munich & Astrachan, 1983; Parsons, Shils, &
Bales, 1953).

For example, a regular occurrence toward the end of the experien-
tial groups I have led—and whose members voiced bitter complaints
about the system in which they exist—is the recognition that the group
has begun to act like a hologram of the institution, and that many of
its members selected the program for just the qualities about which
they complained. In addition, the group may come to understand the
ways in which it is a2 product (output) of the social system—and is
subject to many of the same strains as another product: the patients.
Another example of this sociological point of view is the group’s main-
tenance of modified affect and confrontation in the service of preserv-
ing more or less harmonious relations and the group’s sense of oneness
at the expense of enhancing their learning.

The final area of potential learning in an experiential group con-
cerns the leadership function. Again, this learning includes but goes
beyond those transferential elements elucidated in psychodynamic
thinking. As was alluded to earlier, transference to the consultant
mobilizes competitive strivings, latent conflicts with authority, oedipal
dynamics, and early consolidation of the identification with the leader-
ship role. Naturally, these issues are being played out in the daily
professional lives of group members with treatment teams, the chief
resident, and their unit chiefs. As these matters are brought up by
group members and interpreted in relation to the consultant, the sense
of a lively group process is heightened. Although the experiential
group throws these issues in bold relief, it also introduces group mem-
bers to the organizational and extratransferential role of the leader in
boundary management, the generation of resources, mobilization of
consensus, and the consultative function itself (Astrachan, 1970; Mu-
nich, 1986).

Consultation, then, may take place in one or more of the areas
previously outlined. Linkages between and interrelationships among
the different areas can also provide the basis for consultation. At no
time is the interpretation of an individual’s psychodynamics offered.

CASE EXAMPLE

Having introduced a very general outline of potential learning of
group dynamics in an experiential group, I would like to give an
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example from an experiential group to which-I consulted that demon-
strates many of these variables.

Many members of the resident group were expressing intensely negative
feelings toward a significant figure in the hospital leadership, Dr. A. Coincident
with those feelings, the group had established a sphit off and seemingly benign
and superficial transference to me. Their view of Dr. A. included that he was
not protecting them from the stress of overwhelming duties, was uninterested
in them, unresponsive to their complaints, and a particularly nonnurturant
figure. In spite of many group member’s complaints that the group was not
supportive, my efforts to consult to the group’s reaction to me as a disguised
reflection of their own anger at Dr. A. were often ignored; and when followed
up at all, were met with protestations that I was responsive and protective,
albeit aloof and cryptic.

During the sixth month of the group, Dr. A. was hospitalized with a
serious medical illness. The first several minutes of the next group meeting
were unusual in that all but one member were present on time. Also, there
was much less of the opening “small talk” about the previous night's call, the
current electroconvulsive therapy load, or the preceding lecture. The silence
that usually signals a collective readiness to begin work came early with a
heightened air of expectancy. Someone asked if there was any news about
Dr. A. A couple of group members said they had seen him and that he looked
very sedated. One resident reported that his friend in medicine who was on
the same floor said that he was stable. The mood in the room had changed
from expectancy to solemnity. I was beginning to feel a little bit like I was at
a funeral, and was particularly aware that Dr. A’s most outspoken critic in
the group had not spoken. The resident who had opened the group said he
did not think he would be able to visit Dr. A., “It seems weird, somehow.” A
couple of group members agreed with him and the group fell silent. A resi-
dent’s beeper sounded, startling many group members who checked their own
beepers. The resident who was beeped reported that it was only Medical
Records and for a couple of minutes the somber mood was broken by many
humorous comments about how far behind people were in doing discharge
summaries, schemes for avoiding the Director of Quality Assurance, and fur-
ther sarcasm about irrelevant paperwork demands imposed by “the bureau-
cracy around here.”

At this point, | offered the following consultation: “The content of the
group’s humor, their uncharacteristic promptness and the previous solemn
tone of the discussion suggested to me that the group was experiencing consid-
erable strain; in particular, it seemed that many group members were feeling
responsible for Dr. A’s current condition.”

With the exception of a couple of group members who looked very con-
cerned, many angry comments were directed toward me. Some considered it
the most ridiculous thing they had ever heard. One resident called my remarks
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hateful, another disrespectful. A resident who always had trouble Sfbm my
remarks seriously reported for the second time that a resident from a previous
year had told him that I was usually “off the wall.” As far as he was no:mmnmma
this was the final proof, and he was thinking of taking his therapist’s suggestion
to quit coming to the group. Even a group BQBUQ who had Bwﬂm mﬁOaG. to
identify with me and the consultant’s role was shaking her head n disbelief.

At that moment, 20 minutes into the group, the twelfth resident came
into the room, apologized for being late, and explained that she had gone
over to visit Dr. A. She had only meant to say hello, but Dr. >.. mnanQ. to
want to talk. Even knowing she would be late for the group, she did not think
it right to leave him. And then, on the way over, she had the strangest thought
that she or maybe the group, because of its nonstop anger at him, had caused
Dr. As illness.

The group was initially speechless, but within a few mmno:am., one of those
who led the attack on my consultation began laughing and saying that 'H had
suggested that very thought before the resident came in. AODm of the residents
who looked very concerned when I offered the mo:mc_mw:o: and who had not
joined the attack acknowledged that he had been having the same ﬁrocmmﬁ
since the moment he heard the news of Dr. A. The resident who was Uw. Als
main detractor wondered aloud what kept this resident from 5@555.5@ the
thought. The group-as-a-whole appeared genuinely bewildered by this ques-
tion. Someone joked that the resident who was late and I must have planned
this. No one laughed.

DISCUSSION AND AFTERMATH

There are several points to be gleaned from the case example. First,
when an experiential group moves from anxiety and anger to some-
thing more or less cognitive, like bewilderment, it is usually a signal
for potential learning. During the rest of this and mm.<m§~ mcvmm@c@ﬁm
group meetings, members of the group were in intimate touch with
transference on a group basis, their collective wish to destroy the
authority by neutralizing the effectiveness of the nozmc:mwr and the
ensuing guilt of several group members about their motivation. These
motivations variously included a wish to replace the consultant and
assume leadership, to avoid learning and awareness, and to locate the
source of their strain outside the group. The identification of the
consultant as a stand-in for the bureaucracy and the coincidence of
serious illness in someone about whom many group members were
harboring intensely ambivalent fantasies reinforced the :oam.vm that
groups have a life of their own, a life that may not be explicit but
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which has powerful symbolic and organizing éffects. Additionally, be-
cause their roles were either challenged or confirmed by the turn of
events, several group members began exploring how they had come
to assume various positions in the group. The consultant was informed
about a male—female dating relationship in the group—something
that all the group had known for months but had withheld from
experiential group discussion. This information emerged when it be-
came known that the male had been regularly skeptical about my
interventions and the female more ambivalent, although more silent.

Able to tolerate considerably more ambiguity and dysphoric affect,
the members were able to move beyond considerations of group trans-
ference, the basic assumptions of pairing and fight—flight, and the
emergent role differentiation to reexamine the whole process of their
group development. In this group, for example, as an effort to avoid
.msa cope with the considerable anxiety in its first meetings, the group
impulsively decided that attendance was mandatory even though there
was available data to show that in previous years when individual
residents did not attend there had been no retribution from the group
or its consultant, nor any consequence to their standing in the pro-
gram. Once they had made the mandatory attendance rule, the entire
group was rarely present on time and regularly but unconsciously
colluded with the telephone operator and unit staff to be called from
the group via their beepers. Compared to other years, however, atten-
dance itself was more uniform.

It is worth noting that in my experience the management of this
boundary is extremely variable from group to group. Some struggle
more with the ambiguity of the task at the beginning, or with the issue
of confidentiality, and agree somewhat later on to turn off beepers,
Or to start on time, or not to apply sanctions for absence. The style
of boundary formation appears very much related to the group’s size
and composition, particularly the presence or absence of members
with paranoid or antisocial valences, gender composition, and degree
of previous group experience. Finally, awareness of the tension be-
tween efforts to maintain the group (mandatory attendance, confiden-
tiality) and fragment the group (pressure to leave the room) is im-
portant learning at the sociological level.

To return to the example, the on-time arrival of all but one group
member was an important signal to the consultant that he used to
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highlight (and make believable and observable) the presence of a
group-as-a-whole phenomenon. Although group members continued
to arrive late, they could no longer come and go without its being
explicitly noted and explored. Similarly, the group began bringing
late members up to date on what had transpired before their arrival.
The group’s cohesion now seemed organized more around a commit-
ment to the task than a pseudo-harmonious but angry compliance to
the curriculum. At the same time, more anger, especially about my
style, was directly expressed toward me as consultant.

From an organizational and leadership perspective, material from
the example signaled the exploration of a possible conflict in the hospi-
tal’s administrative structure between the Director of Residency Train-
ing, the Coordinator of Quality Assurance, and the inpatient Clinical
Director. This kind of conflict is often seen as one of personalities,
which it might be, or turf, which it also might be. It is rarely seen as
one of conflicting organizational values or priorities, which it usually is.

Following the report in the Experiential Group of a group mem-
ber's dream in which she saw the consultant outside the group’s meet-
ing place acting like the unit’s housekeeper, sleeves rolled up, mopping
the floor of the bathroom, an appreciation of the multiple tasks of
and constraints on leadership was explored. In addition, group mem-
bers were themselves able to note the devaluation of authority implied
in the consultant’s demotion in the dream, as well as the possible
relationship between this and the transference distortions of the hospi-
tal leadership. Although it did not happen in this particular group, 2
powerful and often painful concomitant of the learning at this seem-
ingly experience-distant level is the realization that what group mem-
bers are taking very personally has much less to do with them than
they would like to think. For members with a narcissistic valence, this
comes as a disturbing revelation. After participation in an experiential
group, it is a much less abstract idea, however, that conflict higher up
in an organization can affect how individuals within it feel, relate to
one another, and work on a shared task. This is true even though
residents are in the middle of these kinds of dilemmas on a daily basis
on their inpatient units.

Finally, consistent with the aims of this article, it is important to
differentiate the consultation provided this experiential group from
an interpretation provided a group in psychotherapy. From the group
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psychotherapy point of view, it is true that collective guilt 1s alluded
to and the elaboration of oedipal-like dynamics ensued. From the
experiential group point of view, however, the consultant and the
group members used the moment to move toward group rather than
individual dynamics, discussion of their role in the groups’ develop-
ment, the organizational relationship of the group to its larger context,
and aspects of authority and leadership.

APPLICATIONS

The view of group dynamics presented in this review as well as the
method of interpretation alluded to previously serve to protect the
educational task by preserving the boundary between training and
QQ:B.Q%. Nevertheless, especially with beginning residents who are
recognizing previously hidden motivations for the first time, undergo-
ing alterations in their professional identity and experiencing strain
in their new roles, the pressure to use the group for therapeutic ends
is often intense. This pressure is increased by the inherently regressive
tendency that the ambiguity of the task, the nonpersonal style of the
leader, and the group process places on its individual members. In
the proposed model a leader might point out the similarities with the
patient role, especially those particular to small and large group events
on the inpatient units, but not put it in terms of the resident’s pa-
tienthood. For example, when a beginning resident notices or is shown
that his or her difficulties speaking in the group parallels the patients’
silence in the unit’s small group, community, or patient—staff milieu
meeting, whatever the underlying issues, then important and easily
transferable learning about behavior in groups has occurred.

The group’s pressure to create a therapeutic experience, no matter
how ambivalent or covert, leads naturally to the issues of confidential-
ity and support. A regular issue in the experiential group is that of
confidentiality; and as a general principle, one expects that the process
and content of an experiential group remain within the group. Rather
than articulating this principle, however, I prefer to let the group
explore their concerns about it. As it invariably turns out, the great
majority of lapses in confidentiality come from group members them-
selves, either sharing with colleagues, friends, supervisors, or unit
chiefs on an anecdotal basis or with the PGY coordinator or Director

AN EXPERIENTIAL GROUP 357

of Residency Training when there are unusual levels of strain in the
group or noticeable dysfunction in one member. As in the example
reported above, an occasional resident has reported bringing up their
experiences of the group in their individual psychotherapy. This par-
ticular sequence, puzzling over one’s experience in the group with
one’s psychotherapist, may represent the ideal combination of didactic
and intrapersonal learning resulting from the experiential group.

Under these circumstances, I am unable to provide any reassur-
ance whenever issues of confidentiality come up for discussion in the
group. Because the group knows I am a faculty member in the Depart-
ment of Psychiatry, and I make no effort to hide my contact with
people for whom they work with the Director of Residency Training,
and finally that this is education and not treatment, any other position
would strain credibility. Over the years, the most reassuring step I
have taken—a step that rarely escapes notice—is my vigilance about
the intrusion of nongroup members into the group space as well as
my firm stand about beginning and ending on time. This scrupulous
attention to time and space boundaries is seen and experienced as
closely related to confidentiality and is graphically and regularly re-
enacted by the members when they struggle about whether or not to
respond to an outside page during the group’s time.

Even though there is never a prohibition against it, it is an annual
source of frustration among group members that the group is not
more supportive. Residents come to the group not only because of
the learning, however, but also because there is much implicit support:
members are able to see and hear about the professional and develop-
mental struggles of their colleagues, the elucidation of role helps dif-
ferentiate behavior from neurotic difficulty, and there is an ongoing
opportunity to watch an experienced professional use skill and empa-
thy in the service of a professional task, often titrating powerful group
processes and at times even protecting individual members. At the
same time, the group brings out material that would potentially make
support seem condescending: the inherent envy and competitiveness
among a group of highly achieving and ambitious professionals, sub-
group identifications and variability in resident placements, and the
ever-present fear in the experiential group of one or more members
going crazy. Finally, the problem of treating so many difficult patients
early in training, and so many patients who do not do particularly
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well, may raise the kind of questions of despair-that are not amenable,
finally, to support. On balance, the possibility for deriving support
may come more at the very end of an experiential group or in its
second and third years.

THE BEGINNING OF FORMAL LEARNING

Borrowing from the discussion, application, and lecture format of
group relations conferences, three nonexperiential sessions are sched-
uled during the last group meetings for an open discussion of the
experience and more didactic teaching about group dynamics. In these
sessions, I answer questions directly, ask group members to share
their hypotheses about the questions asked, and attempt to relate the
questions and answers to well-known principles of group dynamics.
Group members are regularly impressed by their resistance to my
coming out of role, thus appreciating—even at this late moment—
another level of transference awareness. Because they are about to
begin their outpatient rotations wherein they will conduct a group
psychotherapy, I make it clear to the residents that the model of consul-
tation I use with the experiential group is only part of what I recom-
mend in conducting a group psychotherapy. That is, in addition to
an ongoing awareness of the group’s dynamics, the group psychother-
apist must also attend to each individual member’s reason for entering
the group, transference, psychopathology, and past history. I go on
to suggest, however, that they may apply what they have learned by
virtue of their participation in the group to enhance their understand-
ing of their patient’s experience, especially when there is a confusing
impasse in the development of a theme, scapegoating, or a dysfunc-
tional group process.

Experiential group members are invariably preoccupied with an
evaluation of their group’s performance vis-a-vis other years. Fach
group thinks of itself as uniquely defective and special. The request
for personal evaluation is usually handled by a collaborative discussion
of the role the individual may have assumed in the group. Because
each experiential group has been unique, it is easy for me to sidestep
the evaluation of the group-as-a-whole. Furthermore, 1 explain to
them, I have made every effort in my consultations during the group
itself to let the group know where I think it stands in relation to itself.
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COUNTERTRANSFERENCE

I have alluded to the problem of isolation in the consultant’s role,
but for this author, there are other personal issues that need careful
attention. To begin with, I am usually confused and anxious w.s groups,
acutely aware of the instances of being excluded ?03 cliques and
groups as a child and adolescent. My participation in this work partly
represents, therefore, a counterphobic reaction that only partly w.mﬂum
me from being variously moved, frightened, and angry. Sometimes
these affects are useful signals about an aspect of the group’s work;
at others, they are profoundly stressful and not useful, and at oﬁrm?
I am simply in awe of the group work. Second, as a hospital @&S?w-
trist, I am intimately aware of how a social system’s efforts to sustain
itself do not always give the ideal priority to its clients. I ,Ummmﬁw an
important outcome for members of an mﬁumlmbm&. group s ﬁrw:,
coming to understand in a very personal way what it might be :r.m
for their inpatients and future patients in group psychotherapy. Hgm
understanding often comes about in the elucidation of scapegoating
phenomena in the group. My hope is that this cdmm.nmﬁmsaﬂ.bm will
militate against those behaviors of theirs that insensitively amE.mOwnm
the patient role and the natural inertia of systems. I .Om.ﬁd experience
disappointment when group members are not obtaining this under-
standing, and must, therefore, guard against the impulse to abandon
the consultant role or enhance the potentially sadistic aspects of the
essentially deprivational style of consultation.

CONCLUSION

This report began with the statement that no specific learning is pre-
scribed for members of an experiential group. The educational agenda
recommended here may be in conflict with that point of view, but not
if the range of possibilities is seen as potential learning E Hrm.wm?wom
of relating it to a general curriculum. The report also HB@:WM that
those who authorize such groups underestimate their potential .mOa
learning; and those who do not base their decision on :&m.w:moﬁsmcow
or an inappropriate model. Group dynamics as elucidated inan experi-
ential group based on educational, rather than therapeutic wﬂsﬁﬁ_.mm_
provides a here-and-now window into the fields of psychology, social-
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psychology, sociology, and organizational theory. Those working in
this area believe that the practice of psychiatry, particularly hospital
psychiatry during the PGY-II year, is enhanced exponentially by first-
hand exposure to these fields of inquiry, especially at a time of in-
creased demand for keeping up with the requirements of quality assur-
ance, more complex environmental manipulations, and an explosion
of knowledge and technique in the neurosciences.
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