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Skills Training Groups on a Psychiatric Intensive Care Unit: 
A Guide for Group Leaders 

K e n n e t h  R. We inga rd t ,  Veterans Affairs Palo Alto Health Care System and Stanford University School o f  Medicine 
R o b e r t  A. Zeiss, Veterans Affairs Palo Alto Health Care System 

This paper outlines a structured group intervention for use in a locked acute psychiatric intensive care environment. This interven- 
tion, described in manualized form, draws upon the empirically vatidated psychosocial skills training approach for the rehabilitation 
of individuals with chronic mental illness (cf. Liberman et al., 1993). The first section discusses general principles for conducting 
skills training groups in the acute psychiatric population, including practical strategies for encouraging patients to attend group, 
group structure, rules, and process. The second part of the paper outlines seven specific skills training modules that provide concrete, 
step-by-step instructions for conducting groups on such topics as anger management, communication skills, coping with mental ill- 
ness, and relapse prevention. The reader is invited to critically evaluate, modify, and expand upon the materials presented in order to 
better serve this challenging poputation. 

D RAMATIC CHANCES in health care over the past 10 
years have effected equally dramatic changes in the 

delivery of  psychiatric services. A person with schizophre- 
nia can no longer  routinely receive inpatient t reatment 
for 3 to 6 months  from the same team of providers and 
participate in long-term group and individual therapy. 
This is particularly true in the psychiatric intensive care 
environment.  With an average length of  stay on our  unit  
being approximately 10 days, the focus is necessarily on 
getting patients stabilized on medications and moved to 
an open  ward or  directly back into the communi ty  as 
quickly as possible. 

What  role, then, can a psychologist or  other  mental  
health professional play in such an environment? Con- 
ducting psychosocial skills training groups such as those 
described in this paper  can be one particularly rewarding 
role. This program bears resemblance to more intensive, 
empirically validated social skills training interventions 
(see Benton & Schroeder, 1990; Liberman, Vaccaro, & 
Corrigan, 1995; Liberman et al., 1998). It utilizes many of  
the same core behavioral techniques that define social 
skills training (cf. Benton & Schroeder) including prob- 
lem or  skills specification, didactic instruction, modeling, 
role playing, coaching, and verbal reinforcement.  How- 
ever, due to a short length o f  stay and high levels of  acuity 
in the psychiatric intensive care environment,  the struc- 
ture and content  of  the present program depart  signifi- 
candy from more  traditional skills training programs. 

Because social skills training does not  typically result 
in the reduct ion of  psychotic symptoms, even when deliv- 
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ered in a long-term, intensive modality (e.g., Liberman et 
al., 1998), it would be naive to expect the present pro- 
gram to accomplish that goal. Similarly, it would be unre- 
alistic to expect a skills training intervention delivered in 
the acute psychiatric setting to result in generalized, 
long-term improvement  in social functioning. What  goals 
then might  we realistically expect such a program to ac- 
complish? In our  experience, implementing this pro- 
gram can result in a significant improvement  in the ther- 
apeutic milieu. Many patients enjoy participating in these 
groups and express enthusiasm about  at tending them. 
Thus, these groups can be an important  source of  valida- 
tion and respect for patients, providing them with a rare 
opportuni ty for social interaction while on the ward. 
Nursing staffs support  these groups because topics such 
as anger management  and communica t ion  skills directly 
address some of  the more  c o m m o n  behavioral problems 
on the ward. Social workers are typically supportive of  
these groups because they encourage patients to take ac- 
tive steps to plan for discharge and to prevent readmis- 
sion. Finally, as members  of  a psychology staff, we have 
found these groups rewarding because they allow us to 
apply our  knowledge of  cognitive-behavioral interven- 
tions in a real-world setting with a populat ion that is 
sorely in need  of  help. We firmly believe that any inter- 
vention that provides incremental  gains in understand- 
ing of  an illness and its management  will ultimately bene- 
fit the patient. 

A Word A b o u t  This Populat ion  

This populat ion is a difficult one to work with. The 
majority of  patients are chronically mentally ill with very 
serious disorders such as chronic paranoid schizophre- 
nia, schizoaffective disorder, and bipolar affective disor- 
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der. Fur the rmore ,  many of  the patients have comorb id  
Axis II diagnoses as well as significant histories of  a lcohol  
and  drug  abuse and  dependence .  Finally, psychiatric in- 
tensive care pat ients  are typically on  involuntary civil 
c o m m i t m e n t  for dangerousness  or  grave disability. Many 
pat ients  are at h igh risk for suicide or  assault, and  many 
are quite d isorganized and  have difficulty providing for 
their  own basic needs.  

The re  is an upside,  however. Many chronical ly men-  
tally ill individuals have been  in and  out  of  menta l  institu- 
tions for most  o f  thei r  adul t  lives, and  a un ique  par t  of  
their  cul ture  is that  they have a t t ended  many group  ther- 
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apy sessions. Once  stabilized 
on medicat ions,  pat ients  typi- 
cally know what groups are 
and  how they are expec ted  to 
behave in group.  Some actu- 
ally enjoy group  interact ions,  
and  come to look forward to 
daily meet ings  as a place to 
learn new skills and  discuss 
thei r  problems.  Even pat ients  
who are  still decompensa t ed  
can often behave appropr i -  
ately in g roup  and  par t ic ipate  
to some extent.  

Tha t  be ing  said, it is impor- 
tant  to r e m e m b e r  that  in our  milieu, these skills t ra ining 
groups  are  comple te ly  voluntary. While  pat ients  are of ten 
encouraged  to sample  groups,  they are never  forced to at- 
t end  and  are free to leave once the group  begins.  Some 
patients may even be encouraged  to leave g roup  if they 
are not  able to follow the rules, respect  o the r  patients 
and  staff, and  par t ic ipate  without  compromis ing  the 
safety of  the g roup  envi ronment .  

General Principles 

Getting Patients to Come to Group 
This is one  o f  the most  impor tant ,  unde rapp rec i a t ed  

roles o f  a g roup  leader  in this envi ronment .  In our  expe- 
r ience,  it  is most  effective to "advertise" the group  at ev- 
ery opportuni ty,  to bo th  s ta f fand  patients.  Here  are  some 
of  the strategies that  have proven useful: 

1. Invite individual patients to attend groups. During  
rounds,  tell pat ients  the group 's  topic for that  day and  
how they would benef i t  f rom it. For  pat ients  who respond  
that  they al ready know all abou t  the topic, encourage  
them to come and  he lp  teach the o the r  pat ients  what 
they know. For  pat ients  who are no t  seen in rounds  that  
day, in t roduce  yourself, tell them that  you run  groups  on  
the unit,  and  that  you 'd  like them to come to the next  
one,  le t t ing them know when and  where the group  
meets. 

2. Post the group schedule for the month on the bulletin board 
in a public space. In t roduce  yourself  to new patients  and  
po in t  out  which g roup  topics might  be o f  interest  to them 
on the board .  

3. Inform nursing and psychiatry staff about the group. En- 
gage thei r  he lp  in encourag ing  patients to at tend.  

4. Take advantage of meetings that occur before group. If  a 
communi ty  mee t ing  ends early, d o n ' t  let  the pat ients  
wander  off. Instead, encourage  them to walk with you im- 
mediate ly  to the group  room and  begin  group  r ight  away. 

5. Don't be afraid to wake patients up! Stand by thei r  bed  
and  invite them by name.  Tell them that  you ' re  having a 
group on topic X and  that  you would really like them to 
j o in  the group.  Al though some might  be rude  and  unco- 
operative,  o the r  pat ients  really seem to apprec ia te  the 
personal  invitation. 

6. Try, try again! If  someone  doesn ' t  come to g roup  
one  day, that  doesn ' t  mean  that  they will never be inter- 
ested in a t tending.  As patients become  more  stabilized, 
they may be th inking more  clearly and  dec ide  to take you 
up  on  your  offer. 

7. Call the group topic something that sounds interesting and 
relevant. For  example ,  we don ' t  ask pat ients  to come to a 
group on "Relapse Prevention," we invite them to a 
g roup  on "How to Stay Out  of  the Hospital ."  We've given 
some suggestions for marke tab le  names for  each topic in 
the skill modules  section of  this manual .  

Importance of  Continuity and 
Patient Expectations 

Most pat ients  on the psychiatric intensive care uni t  
lack structure in thei r  lives. Part  of  creat ing a therapeut ic  
env i ronment  on the ward is he lp ing  them to impose  
some structure on thei r  chaotic experiences .  While  crises 
and  "put t ing out  fires" are typically the rule in this envi- 
ronment ,  we strongly encourage  you to make every effort  
to ho ld  group  at the same t ime each day. On  our  unit,  we 
hold  group  at 11:00 every day, immedia te ly  after  rounds.  
Different  members  of  the staff serve as g roup  leader, de- 
pe nd ing  on  their  availability. Regardless of  who leads the 
group,  however, it is always he ld  at the same t ime and  
place. Thus, we can tell new patients  that  "we have group  
every day at 11:00." Before long, cer tain pat ients  will be- 
gin asking you each morn ing  what  the group  topic will be 
for that  day. 

Group Structure 

Along similar lines, for  reasons of  continuity, it is im- 
por t an t  that  groups always have the same structure.  Re- 
view the group  structure at the start  of  each mee t ing  so 
that  new patients know what  to expect  and  a g roup  cub 
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ture is established. We typically start groups with the 
following: 

"Welcome to our  group. We do three things in each 
group. First we introduce ourselves so that we all 
know each others '  names. Next we go through the 
five group rules so that we all know how we are 
expected to behave. The third th ing we do is talk 
about  the topic for today. Today's topic is ." 

Introductions 

"I'11 get started with the introductions.  My name  is 
Ken Weingardt,  and  I 'm  a psychology in te rn  here. 
Let's go a round  the room and everyone should say 
the name  that they would like us to call them." 

Some patients will prefer that you call them by their 
last name,  others by their first, still others by their nick- 
name.  Make an effort to r emember  each of their names 
and  to address them by their preferred name  throughout  
the group. 

The Five Group Rules 

"In this group, we always follow five group rules. Can 
someone get us started by remember ing  one of the 
rules?" If no one jumps  in with one, we usually call on  one 
of the patients who have been  in group a n u m b e r  of 
times and  ask h im if he can r emember  one. As patients 
say the rules, we write them on  the board so that we can 
refer to them if someone starts violating them. It's impor- 
tant  to try to get patients to generate all of the rules them- 
selves. If they get really stuck, help them out. You 
shouldn ' t  spend more  than 5 to 10 minutes  on  the intro- 
ductions and  rules. You've got a lot of  g round  to cover, 
and  our group is typically only 30 minutes  long. 

After someone contributes a rule, we ask them why 
that is an impor tan t  rule to follow. Here's a list of the 
rules and  reasons why they are important .  

1. No cross talk. One person speaks at a time. Reasons: so 
we can hear what someone is saying. Respect. 

2. No profanity, threats, or violence. Reasons: safety, 
respect. 

3. Try to stay until  the group is ov~  Reasons: prevent  dis- 
ruption,  disrespect. 

4. Confidentiality. Reasons: safety. 
5. Stay on the topic. Reason: so that we can get some 

work done.  Here, we usually say that we may have to 
in te r rup t  someone dur ing  the group. We make it 
clear that in te r rupt ing  them doesn ' t  mean  that we 
disrespect them or are no t  interested in what they 
are saying. We're in te r rup t ing  so that we can all stay 
on the topic. With this kind of explanation,  patients 

get much  less irritated when you have to in te r rup t  
them (which can be quite frequent!) .  

If someone violates one of the rules dur ing  group, al- 
ways go back to the list of rules, po in t  out  which one was 
violated, and  explain why it's impor tan t  that everyone ad- 
here to the rules. After intro- 
ductions and  reviewing the 
group rules, it's time to move 
on to the topic of the day. 
We've written a brief  descrip- 
t ion of each of the seven 
group topics that have worked 
well with this populat ion,  as 
well as a list of  the specific ar- 
eas to cover in each of these 
groups and some helpfifl hints. 
Each skill area is described 
later in this paper. Before turn- 
ing to the skills t ra ining mod- 
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ules, however, we turn  our  a t tent ion to the issue of group 
process in  these types of groups. 

Group Process 

Skills Training Groups Are Not Process Groups 
The reader may be familiar with the principles of the 

traditional process-oriented group psychotherapy. Suf- 
fice it to say that working in psychiatric intensive care, this 
type of process group simply does not  work well. Our  pa- 
tients are typically too disorganized, impulsive, or psy- 
chotic to benefi t  from traditional group therapy. Further- 
more,  our  groups are open,  and  our  turnover  is very high 
due to our  extremely short length of stay, so it is unlikely 
that patients will form deep, insightful relationships with 
one another. 

Instead, our  skills t ra ining groups are much  more  like 
classes. In  fact, many patients prefer to call group a class, 
and  we see no reason to correct them. Calling it a class 
may be less stigmatizing to them, and  to be honest,  the 
concrete, specific, didactic nature  of these groups makes 
them seem a lot closer to a traditional classroom than a 
tradit ional group therapy environment .  

You Are the Group Leader, Not the "Facilitator" 
In  traditional group therapy, the group facilitator 

often sits back and  observes interactions among  clients, 
sharing observations on  the process from time to time. 
From experience, we can say that taking this sort of pas- 
sive stance with this pat ient  populat ion is a recipe for di- 
saster! A much more effective role is to think of yourself 
as the group leader, or teacher, if you prefer. Remain 
s tanding throughout  the session. Make liberal use of the 
whiteboard and markers to guide the discussion. Feel 
free to in te r rupt  a pat ient  and  br ing  the session back on  
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topic when necessary. It 's okay to be the author i ty  figure, 
to mainta in  cont ro l  of  the conversation,  to invite partici- 
pa t ion  f rom some group  members ,  and  to ask o the r  
members  to ho ld  a thought  or  c o m m e n t  for  a little while. 
This is no t  to say that  you should  be autocratic.  It's also 
impor t an t  to r e m e m b e r  to use your  therapy skills. Tem- 
pe r  your  directiveness with empathy. Allow patients to 
speak their  piece,  but  only so long as they are address ing 
the topic at  hand.  The  best  way to descr ibe this role is 
par t  therapist ,  par t  teacher, and  par t  traffic cop. 

For  reasons of  safety and  support ,  we of ten have more  
than one  staff m e m b e r  p resen t  dur ing  the group.  How- 
ever, each g roup  has only one  leader. The  leader  remains  
standing,  while the o the r  staff m e m b e r  sits in the circle 
with the  group,  makes contr ibut ions,  and  helps to redi- 
rect  and  manage  the more  difficult patients.  This makes 
the group  structure very concre te  and  unambiguous ,  
which is helpful  for  the more  disorganized patients.  If  a 
pa t ien t  must  be asked to leave the room because of  diffi- 
culty following the g roup  rules, the second staff m e m b e r  
is available to escort  the pa t ien t  out  of  the group,  briefly 
discuss the request  to leave, and  notify nurs ing staff. 

Engaging Patients in the Process 
Just  as be ing  too passive with this popu la t ion  can lead 

to t rouble,  be ing  too didact ic  can cause p rob lems  as well. 
If  you s tand at  the f ront  of  the room and lecture at the pa- 
tients, you ' re  in for  trouble.  O u r  pat ients '  a t tent ion spans 
are too short, and  they are simply too impulsive to jus t  sit 
there  and  listen to you. You've got  to f ind some way to en- 
gage t h e m - - a n d  keep  them e n g a g e d - - f o r  the whole ses- 
sion. Here  are some suggestions: 

Questions, questions, questions. While it may seem odd  
to th ink abou t  using the Socratic m e t h o d  with psychiatric 
patients,  a variant  o f  the Socratic m e t h o d  can actually be 
remarkably  effective. A good  genera l  strategy that  you 
will see th roughou t  the skills t ra ining modules  is to ask 
patients  to genera te  lists and  then  pu t  those lists up  on  
the board .  Ask quest ions like, "What does it feel like to be 
angry?" "How do you know when you need  to go see the 
doctor?" "What makes a re la t ionship  a good  one?" "How 
do you avoid using drugs and  alcohol?" " w h a t  does 'cop- 
ing '  mean?" Solicit i npu t  f rom the pat ients  and  write it 
down. Patients really like to see thei r  contr ibut ions  up  on 
the board .  It re inforces par t ic ipat ion and validates their  
contr ibut ions.  

Call on patients by name. Similar  to get t ing patients to 
come to group,  get t ing pat ients  to par t ic ipate  is often 
much  easier if you give them a personal  invitation. Some 
patients  may be too shy or  too disorganized to initiate a 
con t r ibu t ion  on their  own, but  will be happy  to contrib-  
ute if asked. Be p r e p a r e d  to repea t  the quest ion (often 
several times) until the patient responds. We've often found 
it useful to call on those pat ients  whose a t tent ion is start- 

ing to drift, fall ing asleep, or  staring at someth ing  e l s e - -  
calling them by name  and  asking them a quest ion directly 
can get  them to engage with the group  topic once again. 
(Elementary  school teachers seem to have discovered this 
technique  a long t ime ago.) 

Be concrete and specific. Do your  best  to avoid j a r g o n  
and  "50-cent words." Keep your  vocabulary a imed  at  an 
aud ience  that  typically has less than a high school educa- 
tion. When  talking abou t  abstract  concepts,  always tie 
them back into concre te  examples  (preferably ones that  
the pat ients  genera te  themselves).  Many examples  of  
how to be concre te  and  specific can be found  th roughou t  
the descr ipt ions of  the skills t ra ining modules .  

Enlist higher-functioning patients as allies. Although the 
majori ty of  pat ients  on a psychiatric intensive care uni t  
have serious thought  disorders,  there  are usually a few pa- 
tients who are less d is turbed  and  are mot ivated to come 
to group.  It can be enormous ly  helpful  to identify these 
pat ients  and  let  them know that  you value thei r  atten- 
dance and  assistance. H ighe r  funct ioning  pat ients  are 
often good  at encourag ing  o the r  pat ients  to come to 
group,  red i rec t ing  disruptive pat ients  while in group,  
and  providing good  mode l ing  of  g roup  behavior  for  
o ther  patients.  In  turn, these pat ients  typically feel very 
val idated by shar ing thei r  knowledge with others  and  
knowing that  you genuinely  apprec ia te  thei r  help.  

Get patients talking to each other.. Patients struggle with 
similar stressors, challenges,  and  problems.  They also 
often share similar goals: to live independent ly ,  to stay 
out  of  the hospital ,  to stay clean and  sober. As pat ients  in 
group typically have varying degrees  o f  success in dea l ing  
with life p rob lems  and  achieving goals, those who have 
had  some degree  of  success can be encouraged  to give 
advice to those who have not. H ighe r  funct ioning  pa- 
tients are also typically much  more  receptive to feedback  
f rom o the r  h igher  funct ioning  patients.  

Don't take yourself too seriously. H u m o r  can be very en- 
gaging. Th ink  back on  your  own exper iences  in semi- 
nars, workshops, or  groups.  You were probably  more  en- 
gaged by speakers who were dynamic and  flexible, ra ther  
than r i g i d - - t h o s e  who could  work with whatever mate- 
rial the g roup  b rough t  u p - - t h o s e  who were able to laugh 
at themselves when they misspel led someth ing  or  mo- 
mentar i ly  forgot  what they were talking about.  Keeping  
the energy level h igh and  the m o o d  o f  the group  light- 
hear ted  ensures that  your  groups  will be less th rea ten ing  
than t radi t ional  groups.  This, in turn,  ensures that  pa- 
tients wilt be open  to par t ic ipat ing  actively in your  groups  
and that  they will look forward to coming  back to g roup  
each day. 

Dealing With "Difficult" Patients 
O u r  discussion of  g roup  process would no t  be com- 

plete  without  acknowledging that  some of  our  pat ients  
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can be  very ha rd  to work with in the group  setting. We' l l  
discuss three  genera l  classes of  pat ients  that  can pose 
p rob lems  for  you as the g roup  leader  and  suggest some 
ways of  dea l ing  with them. 

Floridly psychoticpatients. Some patients  on the uni t  
will be floridly psychotic; they will be exper ienc ing  audi- 
tory hal lucinat ions,  delusions of  g r a n d e u r  o r  persecu- 
tion, ideas of  reference,  and  loose thought  processes. 
W h e n  patients are part icular ly psychotic and  disorga- 
nized, the best  solut ion usually is to avoid inviting them 
to group.  Sometimes,  however, they will see the group  be- 
g inning  and  want to j o in  in. O u r  policy has typically been  
to let  in any pa t ien t  who wants to come.  We make special 
efforts to review the group  rules with the disorganized pa- 
t ient  and  try to make sure that  they unde r s t and  that  if 
they fail to ab ide  by them, they may be asked to leave the  
room.  These  disorganized pat ients  may then  e i ther  sit 
quietly and  observe the  group,  mut te r  to themselves, try 
to contr ibute ,  or  be loud  and  disruptive. I f  they try to 
contr ibute ,  we usually listen closely to hea r  if  there  is any- 
th ing relevant  to the group  topic in what  they are saying. 
Remarkably, there  often is. I f  that  is the case, we'l l  pu t  
thei r  con t r ibu t ion  on  the b o a r d  and  move on. Fortu- 
nately, many disorganized psychotic pat ients  who are dis- 
ruptive t end  to get  up  and  leave the group.  The  best  strat- 
egy then  is to simply no t  let  t hem back in the room.  It  
may be a good  idea  to keep  floridly psychotic pat ients  out  
of  the g roup  unti l  you feel somewhat  comfor table  lead- 
ing these kinds o f  groups.  

Acutely manic patients. Patients with b ipo la r  affective 
d i sorder  who are in an acute manic  phase  can be the  
most  difficult pat ients  for the g roup  leader. They tend  to 
domina te  the discussion and  can be difficult to in te r rup t  
or  stop. They invariably are aware that  the g roup  is going 
on  and  want  to be a par t  of  it. They are of ten unable  to sit 
still for the half-hour group.  Like the d isorganized pa- 
t ient  with schizophrenia ,  we typically allow them into 
group,  bu t  take extra  care to make sure that  they are 
aware of  the rules and  the consequences  for violating 
them. If  they are disruptive, we address them by name,  
and  impress upon  them that  o ther  patients in the group 
need  to have a chance to speak, and  that  we 're  willing to 
talk with them one-on-one after the group is over. Manic 
patients typically want to en ter  and  exit  the room repeat-  
edly. Again, your  best  be t  is to let  them out  and  not  return.  

Hostile patients. Floridly psychotic or  acutely manic  pa- 
tients can sometimes be quite hostile. Those patients who 
respond  to your  invitation to a t tend  group  in an openly  
hostile m a n n e r  are probably  best  left alone. Those who 
previously manifes ted hostility in g roup  are best  spoken to 
in a soft, calm voice and r e m i n d e d  of  the rule prohib i t ing  
threats, violence and profanity. Verbal escalation can be a 
precursor  to physical assault and  should be taken very seri- 
ously. Patients who are escalating can be r eminded  that  

these groups are entirely voluntary and that  they are free 
to leave the group  at any time. I f  you feel unsafe in the 
room with the patient,  do  no t  hesitate to leave the room 
and  inform nurs ing staff about  what is going on. Finally, 
make  sure that  you know where the panic  bu t ton  is in the 
room.  You never know when you might  need  to use it. 

Discussion 

This pape r  outl ines a novel g roup  in tervent ion for  use 
in a locked,  short- term psychiatric hospital  setting. Based 
on  empirical ly val idated psychosocial  skills t ra ining ap- 
proaches ,  the intervent ions descr ibed  can enhance  pa- 
tients '  unde r s t and ing  of  their  illnesses, as well as thei r  
skills in manag ing  them. Imp le me n t ing  these groups  on  
our  uni t  has con t r ibu ted  to our  therapeut ic  mi l ieu  by 
providing pat ients  with much  n e e d e d  social in teract ion,  
validation,  and  respect.  This skills t ra ining curr icu lum 
has proven useful because  it directly addresses many  of  
the behavioral  p rob lems  that  are of ten exhib i ted  in the 
acute psychiatric environment .  

Because gett ing pat ients  to a t tend  group  in this envi- 
r o n m e n t  can be a chal lenge,  we first descr ibed  a n u m b e r  
of  di f ferent  strategies that  a g roup  l eader  might  use to en- 
sure good  a t tendance.  We next  emphas ized  the impor-  
tance of  cont inui ty  and  pa t ien t  expectat ions,  as well as 
the impor tance  of  a consis tent  g roup  structure within 
each session. We then  tu rned  to a discussion of  g roup  
process, descr ibing the difference between skills t ra in ing 
groups  and  t radi t ional  process-or iented group  psycho- 
therapy, the  role of  g roup  leader  in this type of  interven- 
tion, and  strategies that  have proven useful in he lp ing  pa- 
tients to engage  in these groups. We ident i f ied  three  
categories of  difficult pat ients  that  are e n c o u n t e r e d  when 
runn ing  groups,  and  we discussed how to address  the 
chal lenges that  they present .  Finally, we ou t l ined  seven 
different  skills t raining modules,  each of  which is in t ended  
to provide the r eade r  with concrete ,  specific instruct ions 
for  conduc t ing  groups on topics such as anger  manage-  
ment ,  communica t ion  skills, coping  with menta l  illness, 
and  relapse prevent ion.  

We hope  that  by shar ing our  exper iences  of  l ead ing  
groups in this setting, we have given you some ideas 
about  how you might  comfortably and  product ively work 
with this popu la t ion  in the acute setting. If  length  of  stay 
were longer,  these groups  would undoub ted ly  be more  
effective in teaching skills that  might  general ize to im- 
proving our  pat ients '  social funct ioning.  Each of  these 
topics could  easily be  e x p a n d e d  to fill weeks of  g roup  
t ime (e.g., L ibe rman ' s  g roup  at  UCLA holds ou tpa t i en t  
skills t ra ining groups with schizophrenics  12 hours  a 
week for  6 months) .  Our  reality, however, is an average 
length  o f  stay of  abou t  10 days; the  mater ia l  descr ibed  in 
these pages at tempts  to enhance  the therapeut ic  mi l ieu  
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SKILLS TRAINING MODULES 

In each of  these modules,  tasks, statements, or questions intended for the group leader are printed in plain text. 
Items in italics represent responses that are likely to be obtained from group members.  

A n g e r  M a n a g e m e n t  
"What to do when you get angry" 

1. In t roduct ions  

2. Review group rules 

3. Ask group members  "What does it feel like when 
you ' re  angry?" Put list up  on the board. Likely re- 
sponses include: 

My heart beats faster 
I breathe more quickly 
I get sweaty 
I feel like lashing out 
I feel my gut tighten up 
I feel my muscles tense up 

4. In t roduce  exercise by tell ing group that there  are 
different  ways of  handl ing  anger;  some are good be- 
cause they lead to positive consequences,  and some are 
bad because they lead to negative consequences.  

5. Put two columns up on the board  labeled "good" 
and "bad." 

6. "What are some of  the bad ways that you can han- 
dle anger?" 

Yelling and screaming 
Hitting 
Killing 
Fighting 
Throwing things 
Breaking things 
Drinking alcohol/using drugs 

"Why are these bad?" Because they lead to negative 
consequences.  

"What are some negative consequences  that might  
happen?"  

Jail 
Get hurt 
End up back in hospital 

7. "What are some good ways of  handl ing  anger?" 
Again, ask the patients to genera te  the list, and put  their  
responses up on the board. 

Exercise 
Walking 
Swimming 
Running 

Talking about it 
With someone who understands 
With someone you trust 
With the person that you're angry at using "I feel" 

statements 
Praying 

Some good  ways to express anger  on the ward are: 

Tell staff that you're feeling angry 
Take a PRN 
Walk away from the situation 
Spend some time by yourself to cool down 

8. What  are some good ways of  prevent ing anger? 

Have a sense of humor 
Try to understand where the other person is coming from 

(empathy, walking a mile in their moccasins, etc.) 
Try to take responsibility for your own emotions--don 't 

let other people control them 
Count to 10 
Take deep breaths 
Walk away 

G o a l s  

"How to reach your personal goals" 

This group is designed to help  patients learn how to 
identify the smaller steps requi red  for them to achieve 
their  personal  goals. When  inviting them to this group,  
tell them that you' l l  be talking about  what goals they 
would like to accomplish once  they get  out  of  the hospi- 
tal, and that the o ther  patients will help  them figure out  
how to do it. 

1. In t roduct ions  

2. Review group rules 

3. Ask each group m e m b e r  to identify a goal that  he  
would like to achieve once  he  gets out  of  the hospital. 
Most patients will be able to come up with someth ing  
concre te  and specific to work with. Good  examples 
include: 

Independent living 
Getting a job 
Getting a driver's license 
Visiting with family 
Going back to school 
Applying for social security 

It's impor tan t  that  each goal come  f rom the pat ient  
himself. You may need  to do some probing  to find one  
that 's appropr ia te  to work with. 

4. For  each patient,  write his name  on  the board,  
and on the o the r  side of  the board,  write the goal that  
he  has given you. You'll  end  up with someth ing  like 
this: 
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Here (in Hospital) Goal 
Bob Get an apartment  
Max Find a job  
Robin Go back to school 
Dan Start dating 
Richard File for Social Security 

Then, for each patient, you can work backwards 
from his goal and identify all of the subgoals or small 
steps that he needs to accomplish to get from here (on 
the ward) to there (in an apartment, job, etc.). 

This can be a great exercise for getting patients talk- 
ing to each other. For example, you might ask patients 
"what steps does Bob need to take to get from here to 
living in his own apartment?" Group members might 
then volunteer that to get an apartment, one has to find 
out how much money one can spend per month, make 
sure that they have first and last month's rent and de- 
posit, figure out what neighborhood they want to live in, 
get the classified ads, make telephone calls, and so on. 

Group members usually make good contributions, 
which you can list sequentially on each person's "time- 
line" on the board. Try to pace the group so that you 
don' t  run out of time before you get a chance to work 
with each member's goal. 

Communication 
"How to get what you want from other people" 

This module helps patients to identify the elements 
of effective communication. A good way to "market" 
this topic when inviting patients to group is to describe 
the group as "How to get what you want from other 
people" or something along those lines. 

1. Introductions 

2. Review group rules 

3. Get things rolling by asking patients what com- 
munication means. Generate a list of relevant responses 
up on the white board. Responses might include: 

Talking 
Sending messages 
Listening 
Getting your point across 
Asking questions 

4. Point out that communication has three parts: 
sender, receiver, and message. 

5. What are the different ways of sending a message? 
Discuss verbal vs. nonverbal ("body language," eye con- 
tact, etc.). 

6. When is communication effective? 

When we're listening to the other person 
When we don't get loud or hostile 
When we try to understand "where the other person is 

coming from" 

When our message is clear and direct 
When we are polite 
14#ten we follow the group rules (one at a time, no pro- 

fanity, threats or violence, stay on the topic)--point 
out that group rules are good rules to follow outside 

group 

7. Use interaction with staff as an example of effec- 
tive communication. 

• How to ask a nurse for something that you want or 
need 

• How not to ask a nurse for something 

8. Consider role-playing if group interacts well. 

Drugs and Alcohol 
"Reasons to use and not to use" 

Many psychiatric patients struggle with substance 
abuse. This group is intended to help patients focus on 
why it is important to remain clean and sober outside of 
the hospital and to give them some pragmatic sugges- 
tions that might help them. 

1. Introductions 

2. Review group rules 

3. As a way of really getting patients engaged on the 
topic, consider beginning the group by asking patients 
what they like about using alcohol or drugs: What's 
good about them? Why do they use them? Typical re- 
sponses might include: 

Makes me feel more relaxed 
Makes it easier for me to have sex 
Makes me feel powerful 
Makes my body feel good 
Makes me forget my problems 

4. Now that you've got everyone's attention, ask 
them to list some of the bad things that have happened 
to them when they have been using alcohol or drugs. 
Typical responses are: 

I lost all of my money 
I ended up in jail 
I got addicted and couldn't stop 
I had to go back to the hospital 
I lost my apartment 
My girl~end left me 

5. The "Decisional Balance": typically the list of neg- 
ative consequences of drinking or using is far longer 
than the list of positive effects. You can frame the pros 
and cons of continuing to use as a balance--while using 
has some attractive aspects, the negative consequences 
really make it a good idea to stay clean and sober. 

6. How to stay clean and sober: Many patients will 
have had some substance abuse treatment experience, 
so it should be fairly easy to help the group generate a 
list of useful strategies. A typical list might be: 
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• Avoid certain people: e.g., the so-called friends who 
only seem to show up at the first of  the month ,  
when most  of  our  patients get  their  disability 
checks. 

• Avoid certain places. Everyone has their  "slippery" 
places where they're most likely to use----could be a 
bar, a park, a downtown area, friend's house, etc. 

• Get help. Emphasize that no one  can really stay clean 
and sober on his or  he r  own. Run through a list of  
resources that are available: self-help groups (AA, 
CA, NA), and t reatment  available through your fa- 
cility and o ther  facilities in the community. 

• A relapse isn't the end of the world. Many peop le  
think that  i f  they slip up and have a dr ink or  
smoke that  they migh t  as well jus t  give up and 
keep on  using. A slip is a mistake that  you can 
learn f r o m - - d o n ' t  give up on your  sobriety be- 
cause o f  it. 

Relationships 
"How to make new friends" 

Patients often lack the basic knowledge and skills 
necessary to initiate and maintain  social relationships. 
They often express interest  in dat ing or  making friends, 
but  have little idea  how to go about  doing  that. This 
modu le  is in t ended  to he lp  them begin to overcome 
these deficits. 

1. In t roduct ions  

2. Review group rules 

3. Ask patients what "relationship" means  to them. 
Most will come  up with romant ic  relationships, but  chal- 
lenge them to think of  o ther  kinds of  relationships that 
people  can have. A tylaical list might  also include: 

Friendship 
Teacher-student 
Doctor-patient 
Neighbor 
Roommate 

4. After  making sure that all of  the members  under-  
stand what relat ionship means,  in the b roader  sense, 
ask them to come  up with a list of  things that make rela- 
tionships good. A typical list: 

Communication 
Trust 
Understanding 
Listening 
Respect 

5. Make it concre te  by doing  some more  specific 
social skills training. For  example,  how to initiate a 
conversation: 

Make eye contact 
Maintain appropriate personal distance 
Ask another person about themselves 

Identify a common interest 
Listen and respond 

6. Consider  mode l ing  a n d / o r  role-playing if  the 
group interacts well. 

Coping With Mental i l lness 
The  majority of  patients on the psychiatric intensive 

care uni t  are chronically mental ly i11. They have suf- 
fered a l ifetime of  terrifying symptoms, medicat ion  side 
effects, insti tutionalization and stigmatization. This 
group addresses techniques  that can be used to help  
them cope with the difficult aspects of  menta l  illness in 
a very direct  and up-front  manner .  

1. Int roduct ions  

2. Review group rules 

3. Ask patients what "mental  illness" means  to them. 

Some migh t  find this defini t ional  exercise heavy- 
handed  or  insensitive. Others  might  think that it would 
mee t  with m u c h  resistance by patients who don ' t  con- 
sider themselves to be "mentally ill." To the contrary, we 
have found  patients '  responses to this quest ion remark- 
ably insightful and powerful.  Notice that this exercise 
does no t  require  patients to label themselves as men-  
tally ill, only to discuss what menta l  illness means  to 
them. Here  are some typical responses f rom our  
patients: 

A different way of thinking 
A chemical imbalance in the brain 
Hearing things that other people can't hear 
Feeling nervous 
Feeling like everyone is out to get you 
Can't sleep 
People treat you differently 
Needing to take medication 

4. Ask patients to define "coping." Again, you' l l  
often be surprised by the degree  of  insight that patients 
have into what coping means. Typical responses include: 

Dealing with it 
Adapting 
Adjusting 
Doing things differently 

5. Finally, ask patients to genera te  a list of  things 
that  they can do to cope with their  illness. Typical re- 
sponses include: 

Exercise 
Taking medication 
Going to school 
Lea~wing more about their illness and their medications 
Educating others about their illness (family, society) 
Avoiding alcohol and drugs 
Asking for help when they need it (from doctors, family, 

friends) 
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In our experience, this exercise can take widely dif- 
ferent paths. Some groups will focus on more superfi- 
cial aspects of managing mental illness, while others will 
delve into heartfelt and poignant discussions of the 
pain of mental illness, touching upon the loneliness, 
stigma, and rejection that they have suffered. 

Relapse  Prevention 
"How to stay out of the hospital" 

This group is focused on helping clients to identify 
the early-warning signs of decompensation and useful 
strategies that they can employ to help prevent a full- 
blown relapse and consequent rehospitalization. When 
you invite patients to a class on things they can do to 
stay out of the hospital, you're almost guaranteed a 
good turnout. 

1. Introductions 

2. Review group rules 

3. Ask patients how they know when things are start- 
ing to go wrong for them. What are the early-warning 
signs that they are headed back to the hospital? It's im- 
portant to emphasize that each person's early-warning 
signs are different. Therefore, we encourage each pa- 
tient to make a unique list of things to watch out for. Al- 
though it is best to make a list for each patient, if you 
have a big group, or are running  out of time, you can 
make one big list. Here are some examples: 

EARLY WARNING SIGNS 

Roherto 
Staying up all night 

Not eating 
Spending too much money 
Using methamphetamine 

Thinking that other people want to kill me 

Max 
Hearing voices 

Sleeping too much 
Feeling hopeless 

Wife notices something wrong 

Robin 
Feeling really good 

Stopping medication 
Fighting with roommates 

Not going to appointments 

Next, ask patients to make a list of things that they 
can do the next time they find themselves experiencing 
these warning signs so that they might be able to pre- 
vent rehospitalization. Here's a list of popular relapse- 
prevention strategies: 

• Call your outpatient doctor. Describe the symptoms 
you are experiencing, and ask for an appointment 
so that your medications can be reevaluated. 

• Talk to someone that you trust. This could be some- 
one different for each patient. It could be a case 
manager, a board and care operator, a spouse, a 
counselor, or the patient's parents. Encourage pa- 
tients to listen to what they say; other people often 
have a different perspective on our problems that 
we are not able to see in ourselves. 

• Don't stop takingyour medication. Many patients start 
feeling so good that they think that they no longer 
need to take medication. Ask your group how 
many people this has happened to (many hands 
usually go up). Then ask them what h a p p e n e d - -  
usually negative consequences: jail, rehospitaliza- 
Lion, etc. 

• Take care of yourself. Make sure that you eat right 
and get enough sleep. 

• Don't use drugs or alcohol. Although drinking or us- 
ing drugs may seem like a good thing to do when 
you're not feeling well, they typically lead to more 
negative consequences; it may work well in the 
short-term, but makes things worse in the long run. 

Each group will come up with other, idiosyncratic 
relapse-prevention strategies that you will have to evalu- 
ate for their own merit. Patients who are delusional will 
often come up with some interesting ones. Ask other 
patients if they think that the more outlandish strategies 
will work- - i f  not, ask them to give the delusional pa- 
tient some suggestions about strategies that might work 
better. 

and  help patients learn all that they can within that time 
frame. Some patients (typically the higher  funct ioning  
ones) have indicated that they have gotten a t remendous  
amoun t  out  of these groups. Other  patients (typically the 
severely disturbed ones) probably retain very little of the 
information.  However, in our  experience, almost all of 
the patients who at tend these groups get something ex- 
tremely impor tant  out  of them: a sense of validation and  
respect, something that is often lacking in the psychiatric 
intensive care environment .  

One  of us (KRW) initially drafted this manua l  while 
on internship at the VA Palo Alto Health Care System. 
Early drafts proved quite useful in or ient ing subsequent  
interns and  other  trainees in how to work with groups in 
the locked, acute psychiatric envi ronment .  As each new 
intern,  trainee, or staff person has gained experience 
r u n n i n g  these groups, he or she has typically seen the 
present  curr iculum as a starting point  from which they 
have added new group topics and  modified existing ones. 

O n  a related note, we 'd like to leave the reader with a 
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h u m b l e  reques t .  All too  of ten ,  psychologists  deve lop  an 

i n t e rven t ion ,  a therapy,  o r  a m a n u a l i z e d  t r e a t m e n t  pro to-  

col  tha t  b e c o m e s  a static ent i ty  with a life o f  its own. It  is 

l abe led  with a ca tchy ac ronym,  is empir ica l ly  va l ida ted  in 

cl inical  trials, a n d  is v igorously  d e f e n d e d  against  criti- 

cism. In  contrast ,  the  r e a d e r  is invi ted  to t rea t  the  p r e s e n t  

p a p e r  a n d  the  p r o g r a m  it descr ibes  as a work  in progress .  

We invi te  you  to a l ter  it a n d  adap t  it to your  specific treat- 

m e n t  sett ing.  D e v e l o p  skills t r a in ing  m o d u l e s  on  differ- 

e n t  topics. C h a n g e  the  m o d u l e s  to fit your  own prefer-  

ences  a n d  needs .  T h i n k  critically. E x p a n d  u p o n  the  

mater ia l ,  mod i fy  it, o r  start  over, i f  you  prefer .  So l o n g  as 

your  focus  is on  i m p r o v i n g  the  p rov is ion  o f  psychologica l  

services to a p o p u l a t i o n  tha t  is sorely in n e e d  o f  them,  

you do  so with o u r  bless ing a n d  e n c o u r a g e m e n t .  Finally, 

we invite you to share  your  e x p e r i e n c e s  d e v e l o p i n g  a n d  

r u n n i n g  these  types o f  g roups  with us e i t he r  formal ly  o r  

in fo rmal ly  so tha t  we can  c o n t i n u e  to improve  the  quali ty 

o f  services tha t  we p rov ide  to o u r  own pat ients .  
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