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Abstract 

Case conceptualization is critical for successful counseling, allowing the therapist to 

make intentional interventions. Despite the importance of case conceptualization, little 

research has been conducted in group counseling. In the present study 12 master group 

therapists who are Board Certified by the American Board of Professional Psychology 

participated in a semi-structured telephone interview about case conceptualization in 

group counseling. Participant ages ranged from 43-89 years old (Mean=68.26 years, 

Median =70 years). Four major research questions were examined: (1) What constitutes 

conceptualization of group counseling?  (2) What process or strategies do master group 

therapists use in conceptualizing group counseling? (3) How do master group therapists 

conceptualize the multiple levels of relationship in group counseling? (4) What are the 

similarities and differences in conceptualization between individual counseling and group 

counseling? The interviews were analyzed by a research team of three researchers, 

employing a modified version of Consensual Qualitative Research (CQR; Hill, et al, 

1997; Hill et al., 2005). Four Domains and 19 Categories were extracted from data. From 

the data, four domains emerged: Group Functioning, Individual Functioning, Integration 

of Multiple Interaction Levels, and Conceptualization Process/Strategies. The current 

study found master group therapists in this study conceptualized group counseling 

focusing on group functioning and individual functioning. Their conceptualization was 

highly integrative, emphasizing the relations among the three interaction levels (the 

individual, interpersonal, and group-as-a-whole level). Master group therapists also 

emphasized openness in perceiving data, the skill to keep track of what is happening in 
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the group, and the ability to use themselves in the conceptualization process. Major 

findings, study strengths and limitations, and implications are discussed. 

 

Keywords: Group counseling, Group psychotherapy, Master therapists, case 

conceptualization.   
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 Chapter 1 

Introduction 

Conceptualization skill is vital to effective counseling. Good conceptualization 

does not necessarily guarantee good therapy outcome as there are other mediating factors 

such as intervention skill and personalization skill (Bernard, 1997). However, without 

understanding the client’s problems, the therapist cannot make plans or intervene with 

rationale. This lack of intentionality can be problematic for clinicians who deal with the 

accountability for managed care requirements (Sim, Gwee, & Bateman, 2005; Sperry, 

2005; Teyber, 2004). One distinction between professional therapists and lay helpers is 

whether their interventions are based on scientific and professional knowledge. For these 

reasons, conceptualization skill is mentioned frequently as one of the core competence 

areas in the literature of counselor development and supervision (Bernard, 1997; 

Holloway, 1987; Stoltenberg et al, 1984).  

Given the complexity of group psychotherapy, conceptualization skill is crucial 

for group therapists as well (Brown, Spenser, & Dlin, 1990).The complexity of group 

work stems from the basic attribute of group therapy, which is having multiple 

participants. Group therapists need to not only pay attention to individual members in the 

group but also understand interpersonal relationships in group as well as the whole group 

dynamics created by a group of people. These multiple levels of interactions can be 

overwhelming particularly for novice group therapists with limited conceptual capacities. 

Novice group therapists who don’t understand the meanings of group events may feel 

perplexed and confused. They may become paralyzed and fail to intervene while letting 

destructive group dynamics take over the group (Motherwell & Shay, 2005).  
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Like many other psychological concepts, conceptualization has been discussed 

mainly within individual treatment. Group researchers advise others to be cautious to 

consider the different context and unique challenges of group psychotherapy when one 

applies concepts originated from individual therapy into group therapy (Donigian & 

Hulse-Killacky, 1999). When we look at conceptualization in group therapy, an issue 

occurs. There is no clear definition of “conceptualization”. When we say 

conceptualization or case conceptualization in individual treatment, therapists have a 

shared understanding of what it refers to. For instance, Eells (2007) defines case 

conceptualization/formulation as a “hypothesis about the causes, precipitants, and 

maintaining influences of a person’s psychological, interpersonal, and behavioral 

problems (p. 4).” Consistent with Eells’s definition, typically psychotherapists think of 

case conceptualization as inferences about the client’s problems, functioning, and 

contributing factors to the client’s problems and functioning. .In other words, in 

individual therapy, the case refers to a client. However, when we use the term case 

conceptualization in group treatment, a question arises: “What is the case?”Is the case the 

individual members or the group? Theoretically, the case is the group. However, in a 

practical perspective, viewing the group as the case is conflicting with the essential goal 

of group therapy, which is group members’ change, growth, and/or improvement. Thus, 

we should be cognizant of the potential confusion regarding the use of the term 

“conceptualization” in group counseling, affected by the way in which the term is used in 

individual counseling.  

Despite the confusion around the definition of conceptualization, applying the 

concept to group therapy has great value. Using the concept “conceptualization” or “case 
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conceptualization” in group counseling will increase group psychologists’ attention to the 

phenomenon that the concept refers to and as a result, it will clarify common attributes of 

case conceptualization.  

Reviewing individual counseling literature reveals several important and 

interrelated characteristics of case conceptualization. First, case conceptualization utilizes 

selected and core information, rather than using all the available information so that the 

therapist can discern what is essential information and what is not, and thus can use more 

effective interventions (Bernard, 1997; Sim et al. 2005). Second, case conceptualization 

is an inferential explanation for factual information. Therapists find themes and patterns 

though their inferences. Thus, conceptualization is different from a case note that tends to 

focus on factual information or description. Third, conceptualization is a clinician’s 

perspective, rather than the client’s. Of course, clients contribute to developing 

conceptualization by offering their view and confirming or disconfirming the therapist’s 

view, but conceptualization is mainly based on the therapist’s professional knowledge. 

Fourth, conceptualization is case-specific. Theory plays a major role in developing 

conceptualization by guiding the inferential process, yet theory itself is not 

conceptualization. Conceptualization can be viewed as an application of theoretical 

knowledge into a specific case. In that sense, conceptualization has both general and 

specific qualities. Taken together, group conceptualization can be viewed as an 

inferential process in which the group therapist finds meanings and patterns derived from 

selected information.  

Given the lack of a definition of case conceptualization in group counseling, as 

well as the limit of applying the definition of case conceptualization in individual 
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counseling to group work, the current research proposes a framework of problem-solving 

to understand the common aspects of case conceptualization across different modes of 

therapy. Counseling can be viewed as a problem solving process, the goal of which is to 

help clients solve their complex problems (Robinson & Halliday, 1987). In order to solve 

a problem, the solver should recognize and define a problem first. This is a critical initial 

step as it determines what solutions and actions should be taken (Chi et al., 1982; Glover 

& Burning, 1990; Hayes, 1981). Hayes (1987) describes the process for the problem 

solver to define a problem by using the term “internal representation” of a problem. The 

internal representation refers to the objects and relations created internally by the problem 

solver, corresponding to the objects and relations in the external problem. In counseling 

this internal representation is equivalent to conceptualization. While conceptualization as 

an outcome refers to the internal representation of a problem or a hypothesis, 

conceptualization as a process include a series of activities such as selecting client data, 

reasoning the problem, developing and testing hypotheses.  

Purpose of the Study 

The purpose of this study is to explore case conceptualization in group 

counseling. Specifically, this study will investigate what conceptual and procedural 

knowledge is used by master group therapists. Individual literature shows that training in 

case conceptualization is focused on two main areas: content and process knowledge. 

Most conceptualization models mention what content knowledge or client information is 

needed in case conceptualization. Training models also emphasize the process in which 

therapists develop conceptualization skills. Eells, Kendjelic, and Lucas (1998) developed 

the Case Formulation Content Coding Method (CFCCM, 1998) based on a review of a 
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number of individual counseling conceptualization models. The CFCCM consists of four 

subcategories: (1) symptoms and problems, (2) precipitating stressors or events, (3) 

predisposing life events or stressors, and (4) an inferred mechanism that links the 

preceding categories. These selected subcategories inform of critical content areas in case 

conceptualization. The authors placed an emphasis on the subcategory of an inferred 

mechanism, stating “This factor, the most important, represents an attempt to link 

together and explain information in the preceding three categories. The inferred 

mechanism is the clinician’s hypothesis of the cause of the person’s current difficulties. 

There are three major categories under inferred mechanism: psychological, biological, 

and sociocultural (p. 147).”  

Eells et al. (1998) also provide a description of conceptualization process. They 

state, “[The case formulation is] compartmentalized into preset components that are 

addressed individually in the formulation process and then assembled into a 

comprehensive formulation (p. 145).” As their training model was made for training 

novice therapists, the conceptualization process appears to be highly structured and 

simplified. However, their description of formulation process underscores some 

important aspects of the conceptualization process. For instance, it shows that using 

preset components is a kind of a strategy for therapists to use to develop 

conceptualization. By addressing each of the preset components, therapists can cover 

essential content areas. In addition, the development of preset components itself reflects a 

structure of conceptualization. Although Eells et al. mention the process aspect of 

developing conceptualization and addressing each component individually and then 
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assemble them into a comprehensive formulation, the CFCCM focused heavily on the 

content aspect.  

Brown, Spenser, and Dlin (1990) developed a group formulation model as a 

teaching aid for their students who looked for “more precise guidance on how to manage 

the process of formulation (p. 69)”. Their group formulation format seems to be highly 

relevant to the current study in that it addresses both content and process in 

conceptualizing groups. Brown et al.’s group formulation format consists of six 

components: (a) Perception, (b) Affect, (c) Cognition, (d) Validation, (e) Intervention, 

and (f) Evaluation. The Perception component contains data or information that the 

authors view as essential. For instance, it includes nonverbal behavior, communication 

patterns, roles, content, themes, unconscious mechanisms, and group working or avoiding 

its task. The Affect component is about how the group therapist feels, including 

emotional climate within the group. The authors state that the Cognition component is the 

most essential component as it is about the development of a hypothesis and integration 

of collected data. The format presents questions to help group therapist develop group 

formulations. For instance, group therapists can ask “what is assisting or interfering with 

the group’s primary task or purpose?” or “Why are particular members exhibiting certain 

roles? What functions are those roles serving for the group-as-whole?” It is notable that 

the authors include the validation, intervention, and evaluation in the conceptualization 

process, which seems to allow seeing conceptualization as a broader context of the 

counseling process. Although Brown et al.’s group formulation format is an excellent 

conceptualization tool, the format was developed based on the authors’ experience and 

their theoretical orientation. They state, “In the development of our perspective on 
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formulation, we were influenced primarily by the theoretical perspective associated with 

the Tavistock model, particularly with its focus on the concepts of group-as-a-whole, 

unconscious mechanisms, authority, boundaries, and projection (Bion, 1961)” (p. 74). 

Case conceptualization of group therapists with different theoretical orientations may 

differ.  

Consistent with Eells et al’s approach and Brown et al’s model, the current study 

investigates the conceptual and procedural knowledge of group counseling case 

conceptualization. Furthermore, the current study will expand upon Eells et al. and 

Brown et al.’s model by investigating how multiple interaction levels in group counseling 

are conceptualized. One of the unique characteristics of group counseling, compared to 

individual counseling, is the presence of the multiple interaction levels. There are many 

ways to conceptualize these multiple relationships, yet the most commonly used 

framework seems to be the use of the three levels: individual, interpersonal, and group as 

a whole (Beck & Lewis, 2000; Kline, 2003; Karterud& Stone, 2003; Rubel & Okech, 

2006; Rutan & Stone, 2007). Beck and Lewis used the three levels in analyzing nine 

different group process measures. Kline (2003) presents different types of interventions 

for each level. Rubel and Okech (2003) drew significant attention to the role of the 

multiple interaction or relationship levels in conceptualization by presenting the 

Supervision of Group Work Model (SGW). Rubel and Okech expanded Bernard’s 

discrimination model into group counseling by adding this additional dimension of the 

three group interaction levels. The current study investigates how these multiple levels 

are integrated in conceptualization.  
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As a way to ensure reliability, the current study uses the sample of master group 

therapists. Given the exploratory and preliminary nature of this study, the current 

research is based upon a premise that master group therapists’ conceptualization is 

effective, accurate, and reliable. Case conceptualization can be explored by examining 

master therapists’ knowledge structure, more specifically schema. Cognitive 

psychologists explain the process of expertise development by using the concept schema 

as organized knowledge patterns. With increased experience, therapists accumulate 

numerous schemata in their memory and make more effective inferences for problem-

solving.  

Chi, Lesgold, and Glaswer (1982) describe the differences between novices and 

experts as follows:  

“The knowledge of novices is organized around the 

literal objects explicitly given in a problem statement. 

Experts' knowledge, on the other hand, is organized around 

principles and abstractions. And these principles are not 

apparent in the problem statement but derive from 

knowledge of the subject matter. In addition, the 

knowledge of experts includes knowledge about the 

application of what they know. For the expert, these aspects 

of knowledge comprise tightly connected schema. The 

novice's schema, on the other hand, may contain sufficient 

information about a problem situation but lack knowledge 

of related principles and their application (p. 98-99).”  

 

When applying this description to conceptualization of group counseling, it is 

expected novice therapists’ conceptualization tends to be concrete, consisting of specific 

group information. On the other hand, master group therapists’ conceptualization is likely 

to be more general and abstract, constructed with principles and abstractions. Acquisition 

of knowledge and knowing how to apply one’s knowledge takes time. However, learning 
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of master therapists’ schema and generalized principles will be valuable and can be used 

as “preset components” for novice group therapists (Eells et al., 1998).  

In sum, the current study will investigate four research questions.  

1. What constitutes conceptualization of group counseling?  

2. What process or strategies do master group therapists use in 

conceptualizing group counseling?  

3. How do master group therapists conceptualize the multiple levels of 

relationship in group counseling?   

4. What are the similarities and differences in conceptualization between 

individual counseling and group counseling?  

Significance of the Study 

The current study will provide a sound tool to organize complex information of 

group counseling, which in turn allows group therapists to utilize other skills (e.g., 

empathy) more effectively. Also, this study will help us better understand master group 

therapists’ knowledge structure and utilize the findings for novice group therapist 

training. Third, this study will increase attention to the topic of conceptualization of 

group counseling. Conceptualization in counseling refers to therapist’s mental activity to 

make sense of core issues of counseling and to infer meanings from descriptive 

information. This study will provide a way to organize information in group counseling 

toward the direction of enhancing group members’ change and improvement.  

Definition of Terms 

Case Conceptualization. As mentioned earlier, this research employs a 

framework of problem-solving to define case conceptualization in group counseling. 
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Thus, case conceptualization is defined as the process of identifying and defining 

problems as well as constructing causal explanations for the problems in group. Case 

conceptualization is used interchangeably with conceptualization in this research.  

Multiple Interaction Levels. The individual level refers to data, including 

behaviors, feelings, attitudes, and personal history, that is related to an individual group 

member. A group member’s relationship problem with her father is considered as 

individual level, although the problem is interpersonal in nature. The interpersonal level 

is used to describe data related to interpersonal interactions between group members. The 

group-as-a-whole level was used to refer to information involving the whole group 

dynamics or group force.  
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CHAPTER 2 

Literature Review 

Case Conceptualization 

Conceptual clarity of the meaning of case conceptualization is critical.  A 

definition by Loganbill and Stoltenberg (1983) is one of the most widely used definitions 

of case conceptualization in the literature.  Loganbill and Stoltenberg define case 

conceptualization as, “The integration of cognitive, behavioral, emotional, and 

interpersonal aspects of the client, which can be synthesized into a comprehensive 

understanding of his or her current functioning” (p. 235). In their definition, case 

conceptualization is directed toward an understanding of the “client” and the attributes of 

conceptualization process to integrate and synthesize the client’s information are 

emphasized. In addition, Loganbill and Stoltenberg’s definition underlines case 

conceptualization in relation to setting treatment goals and plans.   

Eells (2007) used the term “case formulation”, defining it as “a hypothesis about 

the causes, precipitants, and maintaining influences of a person’s psychological, 

interpersonal, and behavioral problems”.  Eells’ definition is consistent with Loganbill 

and Stoltenberg in terms of its emphasis on considering various aspects of information.  

Eells, Kendjelic, and Lucas (1998) proposed three common attributes that 

characterize case conceptualization. First, case conceptualization emphasizes the levels of 

inference supported by client data, such as a client’s statements in therapy. Second, case 

conceptualization is based largely on the clinician’s professional judgment rather than the 

patient’s self-report. In other word, case conceptualization relies on the therapist’s 

inferences through reasoning, not simply on a collection of the client’s data. Last, case 
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conceptualization is comprised of several categories, which together make a holistic view 

of a client or client’s problems. These categories vary by different case conceptualization 

models or theoretical orientation. 

A number of researchers defined case conceptualization by focusing on its goals 

or functions as well. For example, Jose and Goldfried (2008) define case 

conceptualization as “the link that ties together the clinical assessment and intervention 

phases of therapy”. They further elaborate the goal of case conceptualization as 

identifying variables that maintain the clinical problems and should be the focus of the 

intervention. According to his examples, identifying core problems, such as “withdrawal 

from a significant other” is the main goal of case conceptualization.  

Michael and Steven (1995) did not provide an explicit definition of case 

conceptualization, but described their view of case conceptualization as “the task of 

selecting and processing relevant clinical data to arrive at a working model of their 

clients.” Michael and Steven’s conceptualization model highlights a couple important 

aspects of case conceptualization process. First, it emphasizes that the selection of critical 

information is an important process of case conceptualization. Also, it stresses that case 

conceptualization is an individualized explanation of a particular client, which is 

differentiated from general psychotherapy theories. Michael and Steven suggest 14 

components that case conceptualization should contain, sequenced from observational to 

inferential as follows: background data, presenting concerns, verbal content, verbal style, 

nonverbal behavior, client's emotional experience, counselor's experience of the client, 

client-counselor interaction, test data and supporting materials, diagnosis, inferences and 

assumptions, goals of treatment, interventions, and evaluation of outcomes.  
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Biggs (1988) is another example of defining case conceptualization by its goals. 

He proposed three tasks of case conceptualization: (a) identifying observable and 

inferential clinical evidence, (b) articulating dimensions of the counseling relationship, 

(c) describing assumptions about presenting concerns, personality, and treatment. Biggs’ 

approach is similar to other approaches that emphasize the inferential nature of 

conceptualization processes. His approach is distinguished from many other 

conceptualization models in how it incorporate influences of the counseling relationship 

beyond the client’s problem or functioning. 

Examining similar terms can help clarify the concept of case conceptualization. 

Case formulation, case conceptualization, and hypothesis-formation are found to be used 

interchangeably in the literature. For instance, Sperry uses the two terms interchangeably 

in his articles and books without making a distinction (1992, 2005a, 2005b).  Holloway 

(1978) viewed hypothesis formation as “a decision-making process that involves 

interpreting behavior, formulating problem statements, and designing appropriate 

interventions” (p. 97), which is very close to the definition of case conceptualization.  

Differences can be noted as well. First, the use of the term, case conceptualization 

or case formulation, is different than conceptualization skill. Case conceptualization is 

used to refer to an explanation of a client and the client’s problem (Chadwick, Williams, 

& Mackenzie, 2003; Eells, Kendjelic, & Lucas, 1988; Ivey, 2006; Biggs, 1988; 

Loganbill& Stoltenberg, 1983; Ladany, Marotta, & Muse-Burke; 2001), emphasizing the 

object to be conceptualized. On the other hand, conceptualization skill is used to refer to 

the therapist’s general cognitive skill required to make sense of the data in session 

(Bernard, 1997, 1979; Stoltenberg, McNeill, & Delworth, 1998).  



 

 14 

With regard to differences between hypothesis-formulation and case 

conceptualization, case conceptualization stresses integration and comprehensiveness, 

whereas hypothesis-formation underlines the final outcome of a hypothesis, focusing on a 

causal explanation of the client’s problem. Yet, both terms emphasize the continuous 

nature of conceptualization process. Meier (2003) states that initial thoughts and 

impressions of a client should be viewed as a hypothesis to be tested and modified as 

counseling proceeds. A description of case formulation by Persons and Tompkins (2007) 

suggests formulating a hypothesis is a part of clinical work that uses an empirical 

hypothesis-testing approach. The authors state that empirical hypothesis-testing is 

comprised of assessment, formulation, and intervention and formulation refers to a 

hypothesis about the causes of the patient’s disorders and problems. 

Models of case conceptualization 

Reflecting the critical position of case conceptualization in counseling, numerous 

models have been proposed, particularly in the individual counseling literature. These 

models can be differentiated for various dimensions. 

Theory-based versus pan-theoretical. A dominant approach of case 

conceptualization is a theory-based approach, in which case conceptualization is 

conducted by applying psychotherapy theories to explaining a client and client problems. 

In theory-based case conceptualization, a client is analyzed by using a particular theory 

(Eells, 2007). For instance, the psychoanalysis approach formulates a client by using 

personality attributes, such as ego functions, affects, drives, defenses, object-relationship, 

or self-regulated functioning (Messer &Wolitzky, 2007). In a cognitive behavioral 

approach, information about how a client develops schemas, how a client learns the 
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dysfunctional behaviors or failed to learn the functional ones, and how the client 

developed emotional regulation is collected and analyzed (Person & Tompkins, 2007). A 

theory-based case conceptualization approach is commonly used in graduate training 

courses (Osborn, Dean, &Petruzzi, 2004). Students are asked to develop a case 

conceptualization by using one or two counseling theories. Through this process, students 

learn how to apply theoretical knowledge to practice.  

The theory-based approach is effective in providing a deep level rationale of 

clients’ behaviors or problems. However, this approach places an emphasis on explaining 

theory, not case conceptualization itself. Also, it is difficult to compare the effectiveness 

of different case conceptualizations under the theory-based approach because each theory 

has different assumptions about causes of psychological problems or change mechanism 

(Eells, Kendjelic, & Lucas, 1998; Baer, 2004). Pantheoretical models were suggested as 

an alternative. These models address what elements are critical in general case 

conceptualization, or what steps are needed to construct a case conceptualization (Eells, 

Kendjelic, & Lucas, 1998; Jose & Goldfried, 2008). For instance, Eells et al. (1998) 

developed a generic case conceptualization model, called Case Formulation Content 

Coding Method (CFCCM). The authors reviewed various case conceptualization models 

and argued that most methods contain the following four subcategories: (1) symptoms 

and problems, (2) precipitating stressors or events, (3) predisposing life events or 

stressors, and (4) a mechanism that links the preceding categories together and offers an 

explanation of the precipitants and maintaining influences of the individual’s problems. 

The generic model of psychotherapy by Orlinksy and Howard (1987) is another example 

of a pantheoretical approach. According to the generic model, therapeutic change occurs 
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through six universal processes: therapeutic contract, therapeutic operations, therapeutic 

bond, self-relatedness, in-session impacts, and temporal pattern.  

Clinician’s judgment-based versus collaborative. Traditionally, case 

conceptualization was considered to be based on the clinician’s professional judgment 

(Kendjelic & Eells, 2007). However, with increased awareness of the value of 

collaborative work in counseling, recent models include clients in the process of case 

conceptualization (Cadwick, William, & Mackenzie, 2002; Kuyken, Padesky, & Dudley, 

2009). For instance, in a study conducted by Chadwick et al. (2002) that examines the 

impact of case formulation in CBT for psychosis, participants were asked to make 

changes to the first formation made by a therapist, which reflects a collaborative nature in 

the process of case formulation.  

There-and-then versus here-and-now. Conventional case conceptualization 

models make inferences and integrations of there-and-then data, indicated by the 

emphasis on the use of assessment, clients’ past history, or symptom descriptions. In 

comparison, some newer approaches seem to be more inclusive of counseling process for 

case conceptualization. For instance, according to the case formulation guidelines 

suggested by the Interpersonal Process Approach (Teyber, 2004), formulation of the 

problems, treatment focus, developmental context, therapeutic process, goals and 

interventions, as well as impediments to change should be taken into account in case 

formulation.  Biggs (1988)’s case presentation model is another example of using a 

broader view of case conceptualization. Biggs included “discussion on major dimensions 

of the counseling relationships” as one of the three major tasks in case conceptualization.  
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Individualized versus manualized. Medical and behavioral models of human 

behaviors led to manualizing treatment procedures. In manualized treatment procedures, 

treatment plans and interventions are determined by symptoms, and little consideration is 

given to inferences, or explanation on why a client has a certain problem. Sperry (2005) 

uses a term, “symptom-focused conceptualizations” to refer to this approach. The 

manualized approach is illustrated by psychotherapy treatment planners (Jongsman & 

Datillo, 2000; Jongsman & Peterson, 1999). The symptom-focused conceptualization 

highlights symptoms or dysfunctions and their relation to treatment goals and plans. 

However, Sperry claims that the manualized conceptualization approach tends to 

overlook the what, how, and why questions of a client’s problems and this can endanger 

accountability and positive treatment outcomes.  

Effectiveness of case conceptualization 

Criteria for judging case conceptualization quality. One question to ask is 

“How is having a good case conceptualization beneficial for counseling?” To answer this 

question, we need to first understand what makes a good case conceptualization. Four 

empirical studies were reviewed to examine the criteria used to assess the quality of case 

conceptualization (Baer, 2004; Eells et al, 1998; Hollway&Walleat, 1980).  

The Clinical Assessment Questionnaire (CAQ) developed by Hollway and 

Walleat (1980) appears to be the first attempt to measure clinical hypothesis formation. 

The CAQ consists of seven categories: (1) elements in understanding the client, (2) time 

frames used in understanding the client, (2) categories of information used to support 

conclusions, (4) number of instances used to support conclusions, (5) categories of 

information sought, (6) number of divergent questions asked, (7) overall quality. The first 
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six categories were scored for the presence or the absence of the categories and the 

overall quality was scored using a scale of one to three. Although the CAQ enabled many 

researchers to examine the relationships of hypothesis formation ability and relevant 

variables early on, its limitations have been addressed as well. For instance, Robinson 

and Halliday (1988) noted the CAQ does not assess the relevance of the content 

categories to the counselor’s own hypotheses and the accuracy of the hypotheses 

themselves. Also, the definition of each category is somewhat unclear (e.g., elements in 

understanding the client), which seems to limit the reliability of this criteria.  

Based on a comprehensive review of the existing literature, Eells, Kendjelic, and 

Lucas (1998) developed the Case Formulation Content Coding Method (CFCCM). The 

CFCCM contains a wide range of content areas. In addition to whether or not each of the 

content categories is present, case conceptualization quality is evaluated for complexity, 

precision of language, and the degree of inference on a five-point scale. This study has 

empirical reliability evidence. However, the validity is limited because of lack of 

evidence that the content areas in case conceptualization are actually related to treatment 

outcomes. This raises an important and central question about case conceptualization, 

“Does the quality of case conceptualization directly relate to the outcome?” This question 

will be discussed further in the next section.  

While the previous two criteria place an emphasis on the presence or absence of 

certain content areas, Baer (2004) focuses on assessing the characteristics of overall 

quality.  Baer developed the Case Formulation Quality Rating Manual (CFQRM) as part 

of her dissertation thesis to see the relationship between the quality of case 

conceptualization and treatment response. The four dimensions are comprehensiveness, 
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coherence, complexity, and specificity. Comprehensiveness assesses the presence and 

quality of specific content, including problems and symptoms, etiological factors, and an 

explanatory mechanism or hypothesis. Coherence refers to the presence and the quality of 

the explanatory mechanisms/inference that accounts for problems and etiological factors. 

Complexity refers to the degree to which case conceptualization explains multiple facets 

of the client’s problems or functioning in an integrative way. Specificity refers to a 

uniquely individualized formulation, with a clearly identified target, written in precise, 

clear language. The Case Formulation Ratings (CFQ) showed a high degree of interrater 

reliability. The overall CFQ revealed reliability of .86 and individual dimensions 

reliabilities ranged from .59 to .76. The CFQRM is one of the rare case conceptualization 

methods for which there is validity data. Complexity and Coherence were found to be 

significant in the prediction of treatment outcomes while the dimensions of 

comprehensiveness were not. Criterion of the quality of case conceptualization used by 

different studies is presented in Table 1.  

A study by Lee and Tracy (2008) examined the impact of taking multicultural 

counseling courses on students’ multicultural conceptualization skill using the following 

constructs s to assess the quality of case conceptualization: (1) general differentiation, (2) 

multicultural differentiation, (3) integration, and (4) expertness. Each of these four 

constructs was defined as (1) the number of different ideas in the case conceptualization 

and treatment planning sections, (2) the number of ideas that involve cultural factors, (3) 

the overall cohesion, and (4) a match between the ideas of the participants and those of 

experts in the field, respectively.   
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Table 1 

Criterion of the Quality of Case Conceptualization  

Holloway &Walleat (1980)  
Eells, Kendjelic,  
& Lucas (1988)  

Baer (2004)  

Elements in understanding the 
client  

Symptoms  & problems  Comprehensiveness  

Time frames used in 

understanding the client  
Precipitating stressors or events  Coherence  

Categories of information used to 

support conclusion  
Predisposing life events or 

stressors  
Complexity  

Number of instances used to 
support conclusions  

Explanatory mechanism  Specificity  

Categories of information sought  Complexity    

Number of divergent questions  Precision of language    

Overall quality  Degree of inference    

 

Case conceptualization and treatment outcomes. Do better case 

conceptualizations result in better outcomes? If counselors have a good sense of the 

client’ problems and the meaning of the client’s behaviors, they may feel more 

comfortable to be themselves, which will allow them to be more empathetic and present 

with clients. This will help establish a good working alliance. Also, with a good case 

conceptualization, counselors have a better idea of where the session is going and can 

provide more intentional interventions toward achieving counseling goals. Although 

many researchers and practitioners support the values of case conceptualization as 

mentioned above, there are few studies that empirically test the outcomes. Exceptions are 
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studies by Morran (1986), Morran, Kurpius, Brack, and Rozecki (1994), Chadwick, 

Williams and Mackenzie (2003), and Baer (2004). These studies will be presented now.  

An analogue study conducted by Morran (1986) found a significant relationship 

of clinical hypothesis scores to counselor performance and clients’ satisfaction. The study 

simulated 20 five minute counseling interview sessions by using four voluntary female 

students as clients and 40counselor trainees or counseling practitioners as counselors. 

Upon interviewing a voluntary client, the counselor was asked to complete scales that 

measure the number of task facilitative self-talks, the number of task-distractive self-

talks, as well as the quality of clinical hypothesis regarding the client. In a separate room 

clients rated their level of satisfaction by answering questions, such as whether they felt 

understood, whether they would recommend the counselor to a friend, and whether they 

viewed the counselor as highly skilled.  

Two separate multiple regression analyses were conducted. Counselor 

performance and client satisfaction served as two separate criterion variables. Task 

distractive self-talk, task facilitative self-talk, clinical hypothesis scores, counselor sex, 

counselor education, and counselor experience were predictor variables. Only clinical 

hypothesis ratings and counselor’s gender were significant variables for counselor 

performance. As for client satisfaction, clinical hypothesis ratings were the only 

significant variable.  

This study by Morran (1980) has value by providing empirical evidence that case 

conceptualization is important. For instance, the quality of clinical hypothesis was 

significantly associated with the outcome variables while the number of task distractive 

self-talk and task facilitative self-talk were not. These results suggest that the quality of 



 

 22 

counselors’ thoughts, not the frequency of thoughts, is important in case 

conceptualization.  

However, limitations need to be addressed. First, in this analogue study, each of 

the four clients met with seven to thirteen counselors. Although the study attempted to 

closely simulate a counseling session by using voluntary clients and actual counseling 

issues, the voluntary clients’ experience could have been changed as they met more 

counselors. For instance, a client may have been more genuine when interacting with the 

first few counselors, whereas he or she may have assumed more of an evaluative attitude 

with later counselors. In addition, presenting issues by voluntary clients for a single 

interview session can be different than those of real clients who often have multiple 

sessions. The cases presented by the voluntary clients are likely to be simpler than real 

counseling cases. It is surprising that the experience variable did not significantly predict 

counselor performance and client satisfaction, because counselor performance is often 

strongly related to experience level. This may have been due to the low complexity of the 

cases presented by the voluntary clients. Possibly, the effect of experience on case 

conceptualization ability only emerges when the case is complicated enough to require 

more knowledge. For example, perhaps a routine landing of an airplane may not differ by 

experience level. However, a complex, high stress landing may be distinguished by pilot 

skill.  

Morran’s research team conducted a subsequent study to assess the effect of the 

counselors’ clinical hypothesis skill by using a different dependent measure: counselor 

effectiveness (Morran, Kurpius, Brack, &Rozecki, 1994). Instead of voluntary clients and 

counselors with a wide range of experience, this study used pre-practicum students both 
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as clients and counselors. In this study, students were assigned to counsel a classmate for 

four 4-minute sessions. After two sessions as a counselor, students completed a Clinical 

Hypothesis Exercise Form (CHEF). Compared to the previous study which used an 

overall score for clinical hypothesis (Morran, 1986), this study used the scores of seven 

subscales separately to see differential relationships of each of the subscales to counselor 

effectiveness. The seven subscales are the number of hypothesis units, the presence or 

absence of hypothesis dimensions, the number of support units, the presence or absence 

of support statements dimensions, overall quality, the number of questions, and the 

number of new domain questions. Also, after two sessions as a client, the students filled 

out the Counselor Rating Form-Short version (CRFS).  

Several multiple regression analyses were performed for each of the four criterion 

variables of the CRFS (Expertness, Trustworthiness, Attractiveness, and the total scores). 

It was found that hypothesis dimensions, support units, the number of questions, and the 

overall quality variable were significant, while hypothesis unit, supportive dimensions, 

and new domain questions were not. The significant results can be interpreted as follows: 

counselors who formulate better case conceptualization (overall quality) are more 

effective. Specifically, counselors who formulate more comprehensive and 

multidimensional model (hypothesis dimensions) are more effective. Also, those who 

make multiple observations to validate the hypothesis (support units) and/or identify 

multiple avenues for testing the accuracy the hypothesis (the number of questions) are 

more effective.  

It is notable that while the presence or absence of hypothesis dimensions variable 

was significantly associated with counselor effectiveness ratings, the number of 
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hypotheses units was not. Similar to the previous study by Morran (1980), these results 

highlight the importance of the quality of case conceptualization, rather than the 

frequency of thoughts. There was a criticism by Robinson and Halliday (1988) about 

using the criteria suggested by Hollway and Walleat (1980) to evaluate counselors’ level 

of case conceptualization skills, particularly with regard to the use of the number of 

thoughts or the presence or absence of elements of case conceptualization as measures of 

a good case conceptualization. The findings from the Morran et al. study provide partial 

justification for using the criteria.  

There are some limitations in this study. First, the construct validity of the clinical 

hypothesis measures is questionable. Although the study intended to evaluate “a broad 

spectrum of observations, inferences, or both and the ability to integrate these data into a 

comprehensive and multidimensional conceptualization of clients” (p. 72), the measures 

used in this study did not accurately represent their intention. The poor construct validity 

caused difficulty in interpreting the study findings, which in turn limited the study’s 

implication. Also, the use of pre-practicum students as a client and a counselor limits the 

validity of the study findings. Although the researcher tried to randomly match students, 

other possible factors like personal relationship among students or class atmosphere 

could have confounded the result. Despite these limitations, the two studies by 

Morran(1986) and Morran et al. (1994) are important because they provide empirical 

connection between counselors’ skill of case conceptualization and counselor 

performance.  

The two studies from Morran examined somewhat simple relationships, 

hypothesizing that good case conceptualization is associated with better client 
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satisfaction, better counselor performance, and counselor effectiveness. Other studies 

were more complex. Chadwick, Williams, and Mackenzie (2003) advanced outcome 

research on case conceptualization by using real clients and real counselors as well as 

considering a critical process variable. 

Chadwick et al. (2003) investigated a direct treatment effect of case 

conceptualization in relation to helping alliance and clients’ symptom decrease in 

cognitive behavior therapy. Thirteen psychotic participants participated in an 

experimental condition that consisted of two sessions of baseline (T1, T2), followed by 

two sessions of case formulation (T3, T4). The baseline phase consisted of information 

gathering to develop the case formulation. There was no treatment component related to 

case formulation during the baseline phase. During the case formulation phase, one of 

two therapists worked with a patient to explore and develop an individualized case 

formulation using a developmental diagram. The diagram illustrated factors that caused 

and maintained patients’ problems, rules of living, core beliefs, and key informative 

experience. Based on the diagram, a letter that included identified case formulation and a 

treatment plan was sent to patients. From each session, the patients were asked to 

complete the Helping Alliance Questionnaire (HAQ, Alexander & Luborsky, 1986, as 

cited in Chadwick et al, 2003) and the Hospital Anxiety and Depression Scales (HADS; 

Zigmond & Snaith, 1983, as cited in Chadwick et al. 2003). The two therapists also filled 

out a therapist version of the alliance measure.  

Overall, the study failed to find evidence that case formulation is associated with 

helping alliance or decrease in symptoms of anxiety and depression. Specifically, there 

was no significant change in either the patients’ ratings on helping alliance or the 
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patients’ anxiety and depression scores over time. However, for therapists, there was a 

significant increase in their evaluation of helping alliance. 

In addition to quantitative data results, findings from the semi-structured research 

interview are informative. Eleven out of thirteen patients agreed to participate in the 

research interview. Clients’ reactions were mixed. In the research interview, nine clients 

reported enhanced understanding of their problems and six responded with positive 

emotional reactions to the case formulation. Yet, six clients also reported negative 

emotional responses such as “saddening, upsetting, and worrying.” It appears that the 

same people expressed both positive and negative reactions. In contrast, therapists’ 

reactions were more consistent. Along with increased perception of the helping alliance, 

therapists reported increases in optimism about therapy and understanding of clients’ 

problems. How do we understand these contradicting results? Perhaps, knowing one’s 

own case formulation was an alarming or overwhelming experience for clients, while 

having clients approve the case formulation was validating for therapists.  

Case formulation is considered as a core component in cognitive behavior 

therapy. This is the rationale in this study for the attempt to integrate case 

conceptualization in the treatment process and evaluate its effect on client symptoms. 

Although the study showed mixed results, it also contributes to our understating on how 

case conceptualization works in therapy. It appears that the effect of case 

conceptualization is hard to measure directly in clients’ improvement, at least in a short-

term perspective. However, the significant association between case conceptualization 

and therapist-ratings of the helping alliance suggests a mediating model of case 

conceptualization. That is, a therapist’s perception of increased helping alliance, 
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optimism, and confidence, can positively affect the process of treatment, which in turn, 

can bring a positive effect to clients.  

The study by Chadwick et al. (2003) would be improved by addressing several 

limitations. First, although this study used longitudinal data, it was based on a very short 

term period of four consecutive weekly sessions. It may take much more time for the 

effect of case conceptualization to be noticeable. Also, some clients expressed negative 

reactions to being made aware of their own case conceptualization. However, this does 

not necessarily mean that case conceptualization is ineffective. Although the information 

or the process of constructing a case conceptualization was helpful in some ways, it is 

possible that the patients felt negative for some other reasons, such as the impersonal 

nature of a letter that describes their problems. Possibly, clients’ reaction would be 

different if the case conceptualization was given in a different way. This would consistent 

with the research findings that providing interpretations directly to clients in therapy can 

cause negative client reactions (Clark, 1995; Silberschatz, Fretter, & Curtis, 1986). 

Most empirical studies of case conceptualization focus on counselor variables, 

with an assumption that the quality of case conceptualization is mainly accounted for by 

counselor characteristics, such as counselors’ experience, training, and theoretical 

orientation. However, a study by Baer (2004) expanded the scope of case 

conceptualization research by taking client variables into account. Baer’s research 

questions can be viewed in three broad aspects; (1) whether the quality of case 

conceptualization is affected by client’ characteristics, specifically intake distress level 

and comorbidity status, (2) whether the quality of case conceptualization is related to 
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treatment response, and (3) do intake distress level and co-morbidity status mediate the 

relationship between case conceptualization and treatment response.  

In the Baer (2004) study, treatment records for a sample of 81 patients were 

derived from a larger data set originally collected for a study of psychotherapy process 

and therapeutic effectiveness. A total of 58 therapists were included in the selected data. 

The therapists were required to develop case formations prior to the seventh sessions as 

part of a comprehensive formal psychiatric assessment. In the study, independent 

variables were case formulation quality (CFQ), average scores on the four dimensions 

developed by the investigator as mentioned earlier (comprehensiveness, coherence, 

complexity, and specificity), intake distress scores, and comorbidity status. Dependent 

variables to measure treatment outcomes include Rate of Change (ROC), which refers to 

expected change per session, achievement of Reliable and Clinically Significant 

Improvement (RCSI), and Global Assessment Scale (GAS). Both the ROC and GAS 

measure the levels of clients’ distress. ROC is a measure of client’s ratings while GAS is 

therapist’s ratings 

Multiple stepwise regression analyses revealed several interesting results. First, 

with regard to the association between client characteristics and CFQ, intake distress was 

positively associated with CFQ whereas comorbidity did not show any significant 

relationship. However, GA—as a therapist’ rating for client problem—and functioning 

was negatively associated with CFQ. Further analysis on the four dimension of CFQ 

indicated that the significant relationship between intake distress and CFQ was mainly 

explained by comprehensiveness, not the overall quality of the formulation. This suggests 

more distressed people present more issues, which in turn affected the 



 

 29 

comprehensiveness. Also, the negative relationship between GAS and CFQ was largely 

due to the dimensions of coherence and complexity. The investigator’s interpretation of 

these results was that those who were perceived to be poorly functioning needed basic 

straightforward treatment. In this situation, case formulation does not require a high level 

of inference and in-depth analysis. This result suggests that the effects of different 

components of case conceptualization vary depending on the severity of client problems.  

Second, the relationship between CFQ and treatment response was partially supported by 

a significant association between CFQ and ROC. Specifically, outcomes when there were 

high quality formulations exceeded those with low quality case formulation by about 

session eight. However, the strength of the statistical relationship was very weak. Last, 

with respect to moderating effects of intake distress and comorbidity on the relationship 

between CFQ and treatment response, a significant moderating effect of comorbidity on 

the relationship between case formulation and ROC was found, indicating higher 

comorbidity status increased the strength of association between CFQ and ROC.  

However, a moderating effect of intake distress was not supported. Additionally, 

supplementary analyses for each of the four dimension of CFQ indicated that only 

complexity and coherence were significant predictors of positive treatment response.  

This study contributes to understanding how case conceptualization operates in therapy. 

First, the study provides evidence that case conceptualization is not completely 

determined by counselors’ skills, but is affected by an interplay of client variables and 

counselor variables. This finding raises a question about studies that do not control client 

variables. This study found that the quality of case conceptualization makes a significant 

difference in treatment response only with clients of high comorbidity. Many previous 
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studies used a voluntary client, a single interview session, or simulated counseling 

designed by researchers, which are likely to be less complicated cases. Thus, in those 

studies, the effects of case conceptualization may not have been found due to the low 

complexity of client problems. Examining a relatively long-term effect is another 

contribution of this study, which is contrasted with Chad et al.’s study.   

Limitations of the Baer (2004) study need to be noted. A primary limitation 

concerns the validity of outcome measures as pointed out by the investigator. The 

predicted rate of change (ROC) over 27 sessions was the slope of a logarithmic 

regression function, derived from interpolated scores. The researcher chose this method 

because the assessment periods and duration of therapy varied among patients. Although 

the assessments were obtained from at least four individual assessments from different 

phases of therapy, it is possible that actual improvement scores are different than these 

statistically interpolated scores.  Also, with regard to the RCSI, in order to be considered 

as reliably and clinically improved, the patients’ Mental Health Index scores need to have 

increased five points, and be greater than 60 respectively. However, only one third of the 

patients achieved both reliable and clinical improvement and this affected the statistical 

power of this study. A summary of research on the effect of case conceptualization on 

therapy outcome is presented in Table 2.  
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Table 2 

 Summary of Research on the Effect of Case Conceptualization on Therapy Outcome 

Study  Method Participants  Significant Results Limitations 

Morran (1986) Simulated 25 

minute counseling 

interview; A 
clinical hypothesis 

form 

Four voluntary 

clients; 40 

counselor trainees 
or counseling 

practitioners  

 Sig. association of clinical hypothesis score 

and counselor’s gender to counselor 

performance 
 Sig. association of clinical hypothesis score  

to client’s satisfaction  
 Numbers of distractive or facilitative self-

talk insig.  

 Use of voluntary clients 

Morran, Kurpius, 

Brack, &Rozecki 

(1984) 

4 simulated 

sessions with 

classmates; A 
Clinical Hypothesis 

Exercise Form 

27(4 males, 23 

females) 

Prepracticum 
students both as 

clients and 

counselors  

 Overall, sig. association of clinical 

hypothesis subscales(Presence or absence of 

hypothesis dimensions, number of support 
units, number of questions, overall quality) 

to counselor effectiveness  

 Little implication of the 

study findings.  
 Use of pre-practicum 

students  
 Poor construct validity of the 

clinical hypothesis measures 
Chadwick, 

Williams, & 

Mackenzie (2003) 

4 consecutive 

weekly sessions 

with CBT; 

diagrams and letters  

13 psychotic 

patients, 2 

therapists 

 Insig. for clients’ anxiety, depression, and 

clients’ ratings of helping alliance  
 Sig. for therapists’ ratings of helping 

alliance 
 Mixed reactions for case formulation in the 

research interview  

 Limited to a short-term effect  
 Confounding effect of 

treatment procedures (eg. 

impersonal letter) 

Baer (2004)  The archival data 81 patients and 58 
psychodynamic 

oriented therapists  

 Sig. relationship between intake distress and 
case formulation quality(CFQ) 

 Weak relationship between CFQ and 

treatment response 
 Moderating effect of comorbidity on the 

relationship between CFQ (particularly 

Complexity & Coherence) and treatment 

response 

 Use of interpolated scores as 
one of the treatment response 

measures (ROC) 
 Low statistical power in one 

of the treatment response 
measures (RCSI) 
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Differences in cognitive processes and strategies by experience level 

A considerable amount of research has been conducted on differences in cognitive 

processes and strategies by levels of counseling experience. “How does counselor experience 

affect case conceptualization?” Do counselors with more experience formulate a better case 

conceptualization? If so, how do experienced counselors’ case conceptualizations differ than 

those of novice counselors? The research reviewed in this section attempts to answer these 

questions.  

Martin, Slemon, Hebert, Hallerg, and Cummings (1989) compared novice and 

experienced counselors’ counseling conceptualization by using a Cognitive Mapping Task 

(CMT). The CMT asked counselors to free associate thoughts of the general counseling 

process and specific problems of their client by using the questions, “Generally speaking, 

what happens to help clients change during counseling?” and “What are the most important 

things to consider with respect to the client’s problems?” respectively. Then, the counselor 

participants were asked to arrange the associations into a conceptual map. The CMTs were 

analyzed for the following measures: (a) Conceptual Integration, assessed by the number of 

connecting lines between concepts divided by total number of concepts (b) Extent, assessed 

by the number of concepts (c) Number of Clusters, assessed by the number of super-ordinate 

groups of concepts.  

A three-way multivariate analysis of variance (2 experience level x 2 generality of 

conceptualization probe x 3 time points) revealed a significant interaction effect between 

counselor experience and generality of conceptual task with regard to Extent (p=.008). 

Experienced counselors presented more extensive concepts for general counseling process 

and slightly less for specific counseling problems. The interaction effect was interpreted as 

experienced counselors having more domain-specific, generalized knowledge. Experienced 

counselors could conceptualize a specific case more parsimoniously but showed more diverse 
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perspectives when it came to the general counseling process because they had good 

knowledge base. In contrast, novice counselors needed more client-specific details due to a 

lack of a well-developed schema for the specific counseling case.  

Martin et al.’s (1989) study appears to be the first attempt to apply a schema theory to 

understand differences in experienced and novice counselors’ cognitive processing. However, 

there are several limitations. First, the study failed to control the client effect. Novice 

counselors more likely worked with clients who are easier to conceptualize than experienced 

counselors, considering that the participants were recruited from university counseling 

centers. Also, the CMT method may have confined participants’ responses, indicated by a 

high correlation between integration (number of links between concepts) and extent (number 

of concepts) in both counselor groups. Last, the study considered quantitative attributes only. 

Despite no difference in the numbers of concepts or links, the qualities of concepts can be 

differentiated by counselors’ experience. This problem was addressed by the same research 

team in the following study.  

Cummings and Hallberg (1990) selected two novice and two experienced counselors 

from the previous study, who were judged to represent experienced and novice counselors, 

with a purpose of conducting an in-depth qualitative analysis for the Cognitive Mapping 

Tasks (CMTs). The qualitative data analysis yielded significant differences for three aspects 

as follows: (a) consistency, defined by the proportion of repeated concepts to the total 

number of concepts over time (b) number of concepts with regard to interpersonal interaction 

on the CMTs for the specific problems and (c) domain-specific concepts versus procedural 

questions.   

This study provides rich information on qualitative differences in cognitive processes 

used by novice and experienced counselors, with supporting evidence for the applicability of 

schema theory in counseling psychology. Cummings and Hallberg (1990) asserted that 
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experienced counselors have well-developed schemata whereas novice counselors lack a 

developed schema on the basis of the result that experienced counselors used more consistent 

concepts over time and between clients, while novice counselors used more surface-level 

concepts that simply describe client characteristics and counselor activities. It was also noted 

that experienced counselors repeatedly used domain-specific and thematic concepts, such as 

interpersonal interaction concepts, family background, interpersonal relationships, self-

esteem, and self-concepts.  

These results are important for counselor education. It appears to be useful to 

encourage trainees to think about client themes or patterns, on the basis of the schemata used 

by experienced counselors. However, the study has limitations regarding the reliability of the 

data analysis. There is little explanation on how the data was analyzed and how the three 

aspects were derived. It is possible that the researchers’ interest in schema theory in 

counseling biased their interpretation, favoring supporting data. In addition, although the four 

counselors’ CMTs were selected through independent ratings, the raters’ evaluation might 

have been incorrect. This is likely since there was no operational definition of experience 

given, and thus, the evaluation on whether each CMT was done by experienced or novice 

counselors relied on the individual evaluators’ subjective perception. It is possible the raters 

evaluated CMTs simply for a degree of articulation or logical ability.  

Mayfield, Kardash, and Kivilighan (1999) advanced research on counselors’ cognitive 

processing in case conceptualization by controlling a client effect, taking into account the 

reciprocal relationships between concepts and time spent on tasks, along with making 

similarity judgments among concepts. Instead of conceptualizing the clients of their case load 

(Martin et al., 1989), novice and experienced counselors were asked to read a counseling 

transcript and sort cards with 66 statements. After sorting the cards and labeling the sorted 

groups, participants constructed a cognitive map with the sorted cards. The counselors were 
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asked to indicate the relationship of categories by drawing arrows and writing a description of 

the relationships.  

Cluster analysis yielded that experienced counselors used five clusters to 

conceptualize the case, while novice counselors used eight clusters. This is consistent with 

Martin’s finding of experienced counselors’ parsimonious use of concepts in conceptualizing 

specific client problems. The term “concept” in this study refers to the 66 statements from the 

counseling transcript, not the counselors’ conceptualizations. Thus, the number of concepts in 

Martin’s study seems equivalent to the number of clusters in this study. Also, there was no 

significant difference in the number of links among categories by a counselor’s experience 

level. However, experienced counselors’ maps had significantly more reciprocal links per 

concept and a higher ratio of reciprocal links to the overall number of links compared to 

novice counselors’ maps. This result indicates that experienced counselors’ 

conceptualizations had more complexity (Baer, 2004). In addition, experienced counselors 

spent less time on reading the transcript and sorting statements. This reflects that experienced 

counselors are faster in executing basic skills in their domain (Glaser & Chi, 1988). However, 

there was no significant difference in the time spent in making the cognitive map. This may 

be related to differences in quality of the CMTs. Furthermore, the investigators looked at the 

relationship between cluster membership and statement order. Although there was a 

significant correlation in both participant groups, the correlation was significantly larger for 

novice counselors. Again, this is evidence that novice counselors rely on superficial, surface-

level concepts.  

The study appears to have strong internal validity, indicated by clear instruction of 

study procedure, controlling of client effects, and use of appropriate statistical methods. 

However, a critical limitation, which is also true for other studies, pertains to the validity of 

the CMT differences. Although this study found many differences in cognitive processing 
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between experienced and novice counselors, it is not known how these differences are 

associated with treatment outcome. Also, the use of an analogue study design limits the 

external validity of this study’s findings. The participants completed the CMT in a controlled 

environment. However, in real counseling, there are many interfering factors for counselors 

to conceptualize cases clearly, such as different personalities, physical environment, or 

fatigue.  

A study by Eells, Lombart, Kendjelic, Turner, and Lucas (2005) is distinguished from 

the previous three studies by including the expert level. The participants were asked to “think 

aloud” about their conceptualizations regarding six counseling vignettes given as audio 

recording and a written copy. The 390 transcribed case formations were segmented into idea 

units, which were rated by using Eells et al. (1998)’s Case Formulation Content Coding 

Manual (CFCCM).   

A three-way multivariate analysis of variance (Experience Level ; expert, 

experienced, novice  Therapy Mode ;psychodynamic, behavioral orientation  6 Vignette; 

anxiety, depression, and bipolar disorder with high or low prototypicality) indicated a 

significant Experience Level main effect, Therapy Mode main effect, and Experience Level  

Therapy Model interaction effect. The findings from subsequent univariate analyses with 

several subscales on the quality of case formulation showed that experts’ case formulations 

were more comprehensive, elaborated, and complex than those of the novice and the 

experienced therapists. In addition, the treatment plans of the experts were more elaborated 

and better fit to the formulations compared with those of the novice and experienced 

therapists. These results are consistent with previous research on expertise (Glaser & Chi, 

1988, as cited in Eells et al., 2005).  

The result that novice counselors got higher scores on some of the dependent 

measures (overall formulation elaboration, psychological mechanisms, and precision of 
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language) is notable as it is inconsistent with the findings from the previous three studies. 

One explanation provided by the investigators of the study is that the learning of the novices 

matches the teaching of the experts more closely while experienced therapists may be too 

confident to keep attuned to a high standard of case conceptualization skills. This can be 

supported by the fact that the expert group was not defined by counseling experience, but by 

particular criteria designed by the researchers, such as “someone who developed a method of 

psychotherapy case formulation”. However, another explanation can be sought in how novice 

counselors were defined in different studies. Previous studies defined novice counselors as 

those with little counseling experience, such as graduate students in the first semester of their 

master programs. In contrast, this study considered those with less than 1500 hours of 

supervised counseling experience as novices. Thus, a speculation can be made that the 

development of case conceptualization skill increases up to a certain point and then starts to 

plateau or decrease when counselors have about 10 years of experience. However, some of 

experienced counselors continue to develop their case conceptualization skills and finally get 

to the level of experts. This speculation appears to be supported by the findings of Falvey 

(2001) as well. Falvey found that midcareer professionals with 5 to 15 years of experience 

performed better than either newly trained or more senior practitioners. She interpreted this 

result in two ways. One suggested that clinical wisdom in senior practitioners may interfere 

with the ability to consider unique aspects of a case. The other was practitioners who trained 

prior to the 1980s did not get proper training in case conceptualization and treatment 

planning. A summary of research on case conceptualization by experience level is presented 

in Table 3.  
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Table 3.  

Summary of Research on Case Conceptualization by Experience Level 

Study  Method Participants  Significant Results Limitations 

Martin, 

Slemon, 
Hebert, et al.  

(1989)  

Cognitive 

Mapping 
Task(CMT)  

Novice and 

experienced 
counselors  

 Sig. Interaction effect between counselor 

experience and generality of conceptual 
probe in Extent/ the number of concepts  

 As for general counseling process: 

experienced and novice counselors were 

comparable 
 As for specific client problems, novice 

used more concepts 

 The client effect not controlled  
 Potential constraining effects of the CMT 

method 
 Qualitative differences not considered  
 No information available on the relation of 

the study’s findings to outcomes 
 Limited external validity 

Cummings 
&Hallberg 

(1990)  

Cognitive 
Mapping 

Task(CMT) 

Selected two 
novice and two 

experienced 

counselors 

 Experienced counselors’ use of more 
consistent, domain-specific concepts that 

address interpersonal interactions 

compared to novice counselors  

 Low reliability of qualitative data analysis 
(eg. Use of subjective definition of 

experience)  
 No information available on the relation of 

the study’s findings to outcomes 
 Limited external validity 

Mayfield, 

Kardash, 
&Kiviligan 

(1999) 

Cognitive 

Mapping 
Task, Card 

sorting 

Novice and 

experienced 
counselors  

 Experienced counselors used 5 clusters 

while novice used 8 clusters 
 Experienced counselors used more 

reciprocal links, less time on reading the 

transcripts, but as much time on 

developing the CMTs.  

 No information available on the relation of 

the study’s findings to outcomes 
 Limited external validity  

Eells, 

Lombart, 

Kendjelic, et 
al. (2005) 

“Think aloud” 

for  6 vignette 

cases  
 

22 novice, 19 

experienced, and 

24 experts  

 Overall, experts indicated higher levels 

of case conceptualization skills than 

novice and experienced counselors 
 Novice counselors got higher scores than 

experienced counselors in some 

measures 

 Problematic definition of “experts” in case 

conceptualization  
 No information available on the relation of 

the study’s findings to outcomes 
 Limited external validity 
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Training and supervision in case conceptualization 

A final research area of investigation in this review is “How can we help counseling 

trainees improve their case conceptualization skills?” The literature in training and 

supervision of case conceptualization can be divided into three groups by research emphasis: 

research on (a) training tools, (b) training that instruct cognitive process and strategies, (c) 

training that emphasizes knowledge and contents of case conceptualization. Examples of 

studies on training tools and modes include the use of metaphors and drawings (Amundson, 

1988), a visual integrative technique (Hulse& Jennings, 1984), a case documentation format 

(Prieto & Scheel, 2002), as well as simulated multidisciplinary treatment teams and client 

actors (Osborn, Dean, &  2004). Trainings with emphasis on cognitive process and strategies 

are illustrated by a cognitive skills training model (Willhelm, 200l; Morran, Kurpius, Brack, 

& Brack, 1995; Wantz & Morran, 1994; Kurpius, Benjamin, &Morran, 1985) and counselor 

process change model (Kleiner, 2005). Research on content of case conceptualization is 

represented by examination of general and multicultural case conceptualization skills across 

different experience levels (Lee, 2008), comparisons of case conceptualization across mental 

health disciplines (Falvey, 2001), and a study on the effect of generic psychotherapy case 

formulation training (Kendjelic & Eells, 2007).  

Training tools. Hulse and Jennings (1984) claimed that visualizing client information 

for nine suggested categories helped counseling trainees remember, organize, and integrate 

assessment data from any theoretical perspective. The nine categories were expectations, 

motivation, maturity level, cognitions, behavior, affect, environment, health, and 

communication pattern. The visualization technique seems similar to CMT described in the 

previous section, in that the presence or strength of relationships among categories is 

indicated by direction or distance of arrows. Although the authors mentioned they would 

demonstrate the use of the visual integrative technique, the article mainly focused on 
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describing each category and failed to explain how visual methods can be applied to 

conceptualize complex counseling cases.   

A simulated multidisciplinary treatment team approach presented by Osborn, Dean, 

and Petruzzi (2004) seems to be a much more dynamic teaching method for case 

conceptualization.  The method used by Osborn et al. displays a typical counseling course 

that attempts to integrate theory and practice.  For instance, students in teams were asked to 

develop a written case conceptualization for an assigned counseling case with a selected 

counseling theory. What distinguishes the method is the use of client actors as well as 

students’ continual involvement in interaction with the client actor and formulation of case 

conceptualizations over the semester. Although this class is similar to typical courses of 

individual counseling or practicum, the article illustrates how graduate courses can be 

designed specifically to enhance the skill of case conceptualization. Despite a problem of 

reliability, the student course evaluation can be used as qualitative evaluation data. 

Integration of theory and practice was mentioned as a positive evaluation and feasibility of 

the comprehensive and idiographic case conceptualization assignments was noted as a 

negative evaluation.  

Training that instructs cognitive process and strategies. A study by Kliner (2005) 

shows that counselors’ case conceptualization skill is responsive to training. Specifically, this 

study tested the effect of teaching the skill of conceptualizing the counseling change process 

and mechanism. Thirty three pre-practicum master’s level students were randomly assigned 

to either the control group or the experimental group. The control group was a traditional 

course named Laboratory in Counseling, in which students learned to use various micro-skills 

as well as case conceptualization. The experimental group consisted of micro-skill teaching, 

the change process model, and role-playing. A distinction between the two groups was that 

those in the traditional group learn case conceptualization solely based on diagnostic and 
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theoretical information, while those in the experimental group were encouraged to 

conceptualize a case with incorporated processes and stages of change (p. 31).  

The Counselor Process Self-Efficacy Inventory (CPSEI) and the Counselor Process 

Treatment Conceptualization Ability (CPTCA) developed by the investigator were used as 

dependent variables. With respect to the self-reported CPSEI, both groups indicated increased 

process self-efficacy. Thus, regardless of instruction about change processes, students’ self-

efficacy for facilitating the change process was increased. As for the CPTCA, a significant 

interaction effect between groups and time was found. While there was little change between 

pre - and post-tests in the control group, a significant increase over time was found in the 

experimental group.  

Contributions of this study include extending the object of conceptualization to the 

therapeutic process, as well as evidencing that counselors’ cognitive skill can be improved by 

training. However, a question is raised for the measurement used. Both the CPSEI and 

CPTCA appear to be conceptually closer to the instruction in the experiment group. To make 

a fair and meaningful comparison between the two groups, using additional measures that are 

equally related to each of the two instructions should be used.  

Kurpius, Benjamine, and Morran (1983) tested the effect of teaching cognitive skills. 

Various training models of case conceptualization underline the contents of case 

conceptualization, indicated by many case conceptualization models as reviewed previously. 

However, Kurpius et al. found that teaching what information needs to be sought is not as 

effective as teaching how to seek the information. Specifically, the investigators compared 

four different training conditions: Cognitive Self-Instruction Strategy, Clinical Hypothesis 

Knowledge, Combined (strategy plus knowledge), and placebo control group with 32 

practicum students, to see relative effects on hypothesis formulation skills. In the Strategy 

condition, participants were instructed to make clinical hypotheses by thinking aloud about 
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the counseling task needing to be performed, asking and answering questions, as well as 

giving oneself positive reinforcement. On the other hand, in the Knowledge condition, 

participants learned of the elements of a good clinical hypothesis formulation and practiced 

applying the elements to a counseling case. In the Combined condition, participants received 

the combined content with the same amount of time as other groups. In the control group, 

Kagan’s (1973) videotape, Elements of Facilitating Communication, was played, followed by 

group discussions.   

A two-way ANOVA (4 treatment conditions x 2 time points of assessment) was 

performed separately for thought listings and clinical hypothesis scores. The results with 

thought listing scores revealed that participants in the Strategy condition indicated 

significantly higher scores than either the Knowledge or Control group on the posttest. The 

Combined condition indicated significantly higher scores than the Control condition on the 

posttest as well. However, the effect of the Strategy group diminished significantly at the 

follow-up test. With regard to the clinical hypothesis scores, the Strategy and Combined 

conditions endorsed significantly higher scores than either the knowledge or control group. 

No significant differences between posttests were found.  

This study by Kurpius et al. (1983) supports the positive effect of a self-instruction 

strategy on enhancing the skill of case conceptualization, while teaching elements of case 

conceptualization alone without considering why or how may be futile. The cognitive 

strategy instruction seems to be similar to meta-cognition in that it teaches practitioners how 

to think (Brown, 1987; Nelson, 1996). However, several questions can be raised about the 

reliability of the results. First, the Cognitive Self-Instruction Strategy group intervention does 

not seem like pure problem-solving training because it is hard to completely separate the self-

instruction strategy instruction from knowledge instruction. It is very likely the elements of 

case conceptualization were addressed in illustrating how to use self-instruction strategies. 
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Second, a problem of researcher allegiance can be suspected, given the contribution by 

Morran’s research team to the literature on cognitive skill training. It is likely that the 

investigators’ interest and level of knowledge favored the effect of cognitive strategy. This 

could have affected the quality of the comparison group as well. This study could have 

yielded different findings if the Knowledge group training had been delivered by someone 

who is very knowledgeable about and passionate for a certain psychotherapy theory or a 

model of case conceptualization.  

Training that emphasizes knowledge and contents of case conceptualization. The 

study by Kendjelic and Eells (2007) is a good example to show how teaching content or 

elements of case conceptualization can be effective, depending on the quality of training. The 

investigators tested the effect of the case formulation training that provides instruction on the 

four components of the generic case conceptualization. The case formulation training was 

conducted in two phases. The first phase concerns three tasks: (a) discussion of the 

importance of case formulation, (b) instruction of the four components with an emphasis on 

the role of the inferred mechanism, (c) discussion on how to improve the quality of a case 

formulation. In particular, the training emphasized integration and coherence of a case 

formulation, data-based inference, and use of accurate language to describe a client, rather 

than a stereotype.  The second phased focused on practice, followed by a brief 10-question 

quiz to test knowledge of the four components.  

Intake evaluations of 20 clinicians in training and 23 clinicians in the control group 

were compared for overall quality, complexity, degree of inference, and precision of 

language, along with whether each of the four components is present or absent. Results of 

descriptive analysis and multivariate analysis of variance met the investigators’ expectation. 

Participants in the training group (M=3.43) included significantly more of the four generic 

case formulation factors than the control groups (M=2.14). Those in the training group 
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indicated significantly higher scores on complexity, degree of inferences, and precision of 

language. Further examination of the characteristics of the inferences made revealed that 

those in the training group made significantly more inferences with interpersonal 

relationships and with some facets of self-concept for clients’ problems. On the other hand, 

those in the control group tended to use only descriptive data.  

The significant study result above is notable. Compared to the Hypothesis Knowledge 

group (Kurpius et al, 1983), the Generic model seems to provide a sufficient context for the 

trainees to construct the new knowledge of case conceptualization. This was done by 

explaining why the knowledge is important and what makes a good case conceptualization. 

However, there are limitations that make one cautious in interpreting the study findings. First, 

a question can be raised whether intake evaluations are a valid measure to assess participants’ 

conceptualization skills. Although the investigators used informed consent procedures, 

possibly confounding factors existed, such as each clinician’s caseload, schedule, or type of 

clients they meet. Also, the training consisted of many different factors, including the four 

components of the generic model, emphasis on inferences, or the emphasis on the use of 

accurate language. Thus, although the training was found to be effective, it is hard to know 

whether the effect came from the particular model, or from increased awareness of the 

importance of case conceptualization.  

A study by Lee and Tracy (2008) showed a correlation between number of 

multicultural counseling courses taken and multicultural case conceptualization skill. This 

result supports the idea that exposure to a content knowledge base affects the quality of case 

conceptualization. Ninety-one psychotherapy trainees were asked to read three counseling 

cases which varied by clients’ race and the extent to which a cultural issue is explicit. They 

were asked to write at least three sentences for case conceptualization. Four constructs were 

used as dependent variables, (1) general differentiation, (2) multicultural differentiation, (3)  
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integration, and (4) expertness. Each of these four constructs was defined as (1) the number 

of different ideas in the case conceptualization and treatment planning sections, (2) the 

number of ideas that involve cultural factors, (3) the overall cohesion, and (4) a match 

between the ideas of the participants and those of experts in the field, respectively.   

Multiple three-way multivariate analyses of variance indicated that general case 

conceptualization scores were significantly different by levels of clinical training. 

Participants with more than one semester of supervised counseling experience indicated 

significantly higher scores in general differentiation, integration, and expertness.  These 

results provide evidence that the trainees’ case conceptualization skill develops over the 

course of training. With more training, trainees can conceptualize clients from a broader, 

more integrative, and more accurate view. However, it is unclear what factors in a training 

program specifically account for the development as Lee and Tracy noted. Multicultural 

conceptualization was differentiated by multicultural training, not by overall clinical training. 

Those who took more than two multicultural courses indicated significantly more references 

to cultural issues than those who took less than two courses.  

This result is interesting. Although general case conceptualization skill may be high, 

when it comes to a specific knowledge area, such as multicultural counseling, having content 

knowledge in that area makes a difference in case conceptualization. This finding supports 

the importance of having core courses to gain specialized content knowledge. A summary of 

research on training of case conceptualization skills is presented in Table 4.  
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Table 4 

Summary of Research on Training of Case Conceptualization Skill 

Study  Method Participants  Significant Results Limitations 

Kliner (2005) Comparison of a 

traditional course and the 
Change Process 

Conceptualization training 

33 pre-practicum 

students  
 Increased counselor process treatment 

conceptualization ability in the 
experimental group 

 No difference in counselor process self-

efficacy  

 Use of the dependent measures 

that are conceptually more 
related to the experimental 

group training 

Kurpius, 
Benjamin, 

&Morran 

(1983)  

Comparisons of four 
training conditions 

:Strategy, Knowledge, 

Combined (strategy + 
knowledge), & Control 

group:   

32 practicum 
students 

 As for thought listing scores, the Strategy 
group was significantly higher than the 

Knowledge or the Combined group; the 

Combined group was significantly higher 
than the control group 

 As for clinical hypothesis scores, the 

Strategy and Combined significantly were 

higher than either the Knowledge or 
control group 

 Suspected poor quality control 
of different training conditions  

 Suspicious research allegiance 

effect favoring the Strategy 
training  

Kendjelic&Eel

ls (2007)  
Comparison of intake 

evaluations of 20 
clinicians in  the Generic 

Case Conceptualization 

training and 23 clinicians 

in the control group 

43 clinicians   Those in the generic training group 

included more of the four generic case 
conceptualization components as well as 

showed higher scores on complexity, 

degree of inferences, and prediction of 

language  

 Validity of the case 

conceptualization measure 
(intake evaluations) 

 Confounding effect of other 

factors (eg. Increased 

awareness of the importance of 
case conceptualization).  

Lee & Tracy  

(2008)  
Correlation between the 

number of multicultural 
counseling courses and 

case conceptualization 

scores on three counseling 

cases  

91 psychotherapy 

trainees  
 Clinical training level was associated with 

general case conceptualization ability 
(differentiation, integration, and 

expertness) 
 Multicultural differentiation was 

differentiated by multicultural training, 
not by overallclinical training 

 Limited external validity by 

the use of the participants from 
one training program 

 Confounding effect of other 

factors in the overall 

advancement through training  
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Review of Case Conceptualization in Group Counseling 

Case conceptualization is different by the modes of therapy, affected by different 

foci on change mechanisms. In this section, case conceptualization in group counseling is 

reviewed by examining three areas: group counseling theories, supervision models of 

group counseling, and assessment tools of group process.  

Group Psychotherapy Theories. Professional psychotherapists are guided by 

theory in the process of defining a client’s problem. Since the “accidental discoveries” 

(Kline, 2003, p. 8) of the curative effects of group therapy by Pratt (1907), group work 

has evolved significantly. Group therapy has developed from two opposite, but 

complementary directions. On one side, people tried to see how individuals function in 

group by using individual psychotherapy theories, especially Freud’s. As Durkin noted, 

group therapists with this position “wanted to use groups, not to learn about them.” 

(1981, p. 71). Group approach on the other side, represented by Kurt Lewin and Wilfred 

Bion, focused heavily on group-wide phenomena, such as cohesion and leadership. As a 

more extreme group dynamicist, Lewin investigated individuals’ behaviors that are 

influenced by the force of the presence of other people. Reflecting his professional 

identity as a social psychologist, his work centered on group phenomena or group 

dynamics, rather than individuals’ interpersonal and intrapsychic aspects. Group level 

phenomenon was deepened by Bion who brought psychoanalytic concepts into therapy 

group. Along with the increasing interest in the use of group phenomenon, a tension 

between individual oriented practitioners and group practitioners grew. Individually 

oriented practitioners often criticized group as being superficial, stating that group does 
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not allow transferences to occur. However, this tension has diminished with the 

consistent findings of the effectiveness of group therapy over time with consistent 

findings on the presence of transferences in group (Rutan, Stone, & Shay, 2007). 

Contemporary group therapists do not use one approach exclusively over the other 

(Rutan, Stone, & Shay, 2007, 1993; Durkin, 1981; Mackenzie, 1990). In the following 

section, key concepts and characteristics of selected group theories are reviewed.  

Intrapsychicapproaches: Psychodynamic and Psychoanalytic theory. Rutan, 

Stone, and Shay (2007) viewed group psychotherapy using the principles of 

psychodynamic and psychoanalytic theories as the intrapsychic approaches. These 

intrapsychic approaches presume that group is useful because it provides a situation 

where transferences occur and can be interpreted for understanding the individuals’ 

intrapsychic problems. In other words, the presence of other group members is valuable 

because it provides a context for interpretation of transferences and resistances. The 

group therapist is not concerned about the collective effort but with how the group 

members within the group experience the group (Wolf & Schwartz, 1962; recited by 

Rutan, Stone, & Shay, 2007). Modern group analysts attempted to integrate group 

dynamics in understanding the individuals in the group (Durkin, 1964; Glatzer, 1953) by 

showing how individuals’ unconscious and conscious expectations interact with group 

dynamics.  

Group-as-a-whole approaches by Bion. Wilfred R. Bion (1961) is a pioneer in 

developing a group-as-a-whole perspective in group therapy. Rioch (1975) commented 

on Bion’s contribution on a paradigm shift from seeing group interaction as a result of 
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individual group members’ concerns to seeing group interaction as a manifestation of 

concerns of the group as a social system. Bion also is recognized for his contribution to 

emphasizing a here-and-now focus (Yalom, 2005). According to Bion, every group 

behaves “as if” there are two types of group present: the work group and the basic 

assumption group. The work group is characterized by group members who act as 

discrete individuals, have a clear sense of the purpose and tasks of group, and participate 

in group with their own will. Bion stated that the work group is constantly disturbed by 

other mental phenomena, called the basic assumptions. Bion postulated three basic 

assumption groups: (a) dependency group, (b) fight-flight group, and (c) pairing group. In 

the dependency group, group members act as if they can gain security and protection 

from the leader, seeing him omnipotent. In the fight-flight group, group members behave 

as if they can gain security and preserve the group through battle or escape. Group may 

fight the ideas of self-exploration and/or flee the therapeutic task by engaging in 

inconsequential talk. Other flight behaviors include tardiness, absence, or premature 

dropping out of the group. In the pairing group, a fantasy that group produces a messiah 

exists. This fantasy is often manifested as intimacy or sexual attraction. The group has an 

unconscious hope that what is produced through the pairs will save the group from 

intense feelings in the present. Consistent with the conceptualization of group 

phenomena, Bion’s approach utilized interventions that entail the entire group.  

Group focal conflict theory by Whitaker and Liberman. The group focal theory 

is another major group-as-a-whole approach. Whitaker and Liberman (1964) suggested 

that the group focal conflict occurs when group members’ common disturbing motives 
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and reactive motives crash.  Group members may have a wish, called disturbing motives, 

to be known by and become close to others yet they don’t express their wish with a fear 

of rejection, called reactive motives. The group conflict is expressed as heightened 

anxiety. The group focal conflict theory postulates that the way group members interact is 

often an attempt to solve the group conflict. The group focal conflict theory suggests two 

types of solutions: a restrictive solution and an enabling solution. Restrictive solutions 

avoid the conflicting motives whereas enabling solutions confront the fear involving the 

reactive motives and address the disturbing motives. For conflicts to be successfully 

resolved, agreement among all the group members is required. If group members 

disagree, solution conflict can occur. Group focal conflicts can be manifested as themes 

when the conflicts are not resolved and continue to occur during series of sessions. An 

important role of the group therapist is to interpret group focal conflict process. Whitaker 

and Liberman assert that successful interpretations alter the group solution and increase 

the safety of the group culture. This safe group environment, in turn, allows group 

members to explore their individual problems.  

Interpersonal Approach by Yalom. Irvin D. Yalom (2005) suggested an 

interpersonal approach to group therapy, emphasizing the therapeutic value of 

interpersonal learning that occur in the here-and-now group interactions. Compared to 

intrapsychic approaches that value interpersonal interactions as a context for the 

occurrence of transferences, Yalom’s interpersonal group approach presumes that 

interpersonal interaction itself provides therapeutic effects, such as universality, altruism, 

and feedback exchange. The group member’s problems are often conceptualized as 
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interpersonal difficulties and thus, the presenting concern that brings the group member 

to the group becomes less significant than how the group member interacts with other 

group members.  

Group development theory. While the aforementioned theories conceptualize 

group by the hierarchy of interaction levels in group, group development theory 

conceptualizes group events by distinctive phases of group’s life cycle. Tuckman (1965) 

developed a group development model based on his meta-analysis of group development 

research. Tuckman’s model consists of two components: structure and task behaviors. 

Task behaviors refer to group members’ activities that designed to accomplish the goal of 

the group. Group structure refers to patterns of interpersonal relationships that emerge as 

a result of group members’ engagement in task behaviors. Tuckman suggested four 

stages of group development as forming, storming, norming, and performing stage. He 

also defined task activities and structures for each stage. In the forming stage, group 

members try to achieve certainty about what they will be expected to do as group 

members. As a result, this stage is characterized by testing and dependency. In the 

storming stage, group members show resistance to the task demands, resulting into 

intragroup conflicts such as competition and defensiveness. In the norming stage, group 

members start to accept the usefulness of the group’s structure and group cohesion is 

developed. Finally, in the performing stage, group members develop insight and group 

becomes a therapeutic environment with greater flexibility for different members’ roles. 

Group development theory conceptualizes common themes and group members’ 

behaviors displayed in the course of group development.  
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Supervision models of group counseling. Although most case conceptualization 

models concern individual counseling, some models are found in the literature of group 

counseling (Brown, Spenser, & Dlin, 1990; DeLucia-Waack, 2002; Rubel & Okech, 

2006). Brown et al. addresses the importance of developing clear conceptualizations 

about groups, “A group formulation provides a basis for understanding, assessing, and 

determining what is going on in a group from the group-as-a-whole and the individual 

member perspectives” (p. 72).  Brown et al. (1990) presented a schema to assist students 

in developing a group formulation. The schema consists of two parts. The first part 

contains content, process, roles, individual problems/issues, as well as group formulation. 

The second part is questions that students can ask themselves to develop a formulation. 

By answering the questions, students are actively engaged in applying meaning to and 

draw inferences from their observations.  

DeLucia-Waack (2002) demonstrates an excellent written guide to help group 

workers prepare for supervision sessions. The guide consists of a planning and a 

processing sheet. The planning sheet is used to prepare for the next session, as illustrated 

by a component, “discussion on members who need to be checked in.” The processing 

sheet aims to help group leaders organize the great deal of information and plan for future 

group sessions with regard to goals, interventions, and topics.  In particular, the 

component of “comments and hypotheses about the group” in the processing sheet seems 

closely related to the definition of case conceptualization. 

Rubel and Okech (2006) presented a supervision model for group work based on 

an application of the discrimination model (Bernard, 1979). In addition to supervisory 
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roles and supervision foci, Rubel and Okech added the three group interaction levels 

(individual, interpersonal, and group-as-a-system) to address unique needs of supervision 

for group work supervisors. This produces a cubic model of a 3(roles)  3(foci)  

3(interaction levels) as illustrated in figure 2. For instance, if a supervisor helps a 

supervisee identify cultural factors as an element that is blocking communication 

between two group members, the supervisor takes on a teacher role by focusing on 

conceptualization skill at the interpersonal level.  

It is noticeable that conceptualization models for group work place an emphasis 

on conceptualizing group dynamic or group process. For instance, Brown et al. (1990) 

stated that shifting a counselor’s conceptual attention from individual members within a 

group to the group-as-a-whole is a frequently addressed issue in group supervision. 

Delucia-Waack commented that group leaders need to go beyond the behavioral 

observations of the group and formulate a hypothesis about the process, member 

interactions, group dynamics, and the relationship between member behavior in group 

and member goals. Rubel and Okech noted that novice group work supervisors are most 

likely to be unfamiliar with conceptualizing at both the interpersonal and group-as-a-

system level focus.  

Conceptualization of group process. A great deal of efforts has been made to 

conceptualize group process (Fuhriman& Barlow, 1994; Crouch, Bloch, & Wanlass, 

1994; Greene, 2000; Beck & Lewis, 2000) with an assumption that group process is an 

essential component related to change in group (Durkin, 1981; Kline, 2005; Yalom, 

2005). Group researchers developed rating systems with categories considered to be 
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associated with outcomes. Group practitioners and researchers analyze group interactions 

by assigning group members’ behaviors to predetermined categories of the rating 

systems. Beck and Lewis (2000) reviewed nine selected systems of group process that 

have strong theoretical bases in psychotherapy. They compared the nine coding systems 

in regard to the three interaction levels (group as a whole, interpersonal, and individual). 

Fuhriman and Barlow (1994) also reviewed instruments to analyze group interactions. 

According to their review, the Bale’s Interaction Process Analysis, the System for the 

Multiple Level Observations of Group, and the Hill Interaction Matrix as the instruments 

were used most frequently in studies. Although these tools are effective in assessing 

important group process variables, many of them were developed for studying general 

small groups, not particular therapy groups. Although these assessment tools help group 

therapists to organize important group process variables that link with group outcomes, 

they don’t provide rationales of how particular group process variables are related to the 

change process of each group clients (Fuhriman & Barlow, 1994).  

Summary and Conclusions 

Clarification of the meaning of concepts is critical for research and this is true for 

the research on case conceptualization. Despite a consensus about certain attributes of 

case conceptualization such as inference and synthesis of information, the definition of 

case conceptualization is somewhat unclear, indicated by the existence of many similar 

terms, such as hypothesis formation, case formulation, and conceptualization skills.  

The gap between logical argument and empirical evidence on the relation of case 

conceptualization to treatment outcome was addressed several times in this paper. 
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Examination of existing literature gives us ideas on how a future outcome study could be 

conducted to reduce the gap. First of all, a further study needs to done to test the criterion 

validity of currently available standardized criteria (Eells et al, 1998; Baer, 2004). 

Without evidence on the relation of the criteria to treatment outcomes, the reliability of 

an outcomes study cannot be argued. This is true for the study on the effect of counselor 

experience. These findings on the cognitive differences in case conceptualization by 

experience level can be more meaningful when there is empirical evidence that case 

conceptualization quality is related to treatment outcomes. Second, a previous study 

examined a simple model, such as the relationship between case conceptualization and 

counselor effectiveness. Additional research efforts need to be made by diversifying 

variables. Baer’s study (2004) reviewed earlier can be a good model for this. Third, some 

people may have good conceptualization skills, but poor intervention or personalization 

skills. It would be very informative for counselor education to compare differential 

effects of conceptualization skill and other counseling skills, such as intervention and 

personalization skill (Bernard, 1997).  

Previous studies showed that case conceptualization skill development is 

responsive to training. Study on the training of case conceptualization can be improved 

by addressing some problems. For instance, a problem was found that outcome measures 

were conceptually related to an experimental condition in many studies (Kleiner, 2005, 

Kurpius et al., 1983, Wantz & Morran, 1994). The effects of different training conditions 

need to be assessed by using more objective measures, rather than favoring a certain 
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condition. Also, more attention to quality control of different training conditions will 

allow us to examine real effects of a particular training.  

Reviewing the literature on case conceptualization in individual psychology 

informs us of a direction of research for case conceptualization in group work. Similar to 

individual therapy case conceptualization, conceptualization models in group work can 

be further developed by exploring the content and process of case conceptualization. 

Although group theory, supervision models, and assessment tools of group process can be 

utilized in conceptualizing group, investigation on case conceptualization as a main focus 

will help group therapists identify and define an essential issue in group psychotherapy. 

This will in turn inform the group therapists of treatment plans. 
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Chapter 3 

Method 

Research Paradigm 

A qualitative research approach allows researchers to explore the depth, richness, 

and complexity inherent in the phenomenon, especially when there is little understanding 

of the phenomena of interest. There is little research on the topic of conceptualization of 

group counseling in the group literature. Given the preliminary and exploratory nature of 

this research investigation, the use of a qualitative research method is appropriate. 

Qualitative methods are also useful to obtain the complex details about phenomena such 

as feelings and thought processes (Straus & Corbin, 1998). Since this research is to 

investigate the internal thought processes of group leaders while they make sense of 

group experience, qualitative research is a useful research paradigm. The current study 

used a modified version of consensual qualitative research (CQR) (Hill, Knox, 

Thompson, NuttWilliams, Hess, & Ladany, 1997, 2005). Descriptions of CQR, 

modifications and the rationales for modifications follow.  

Consensual Qualitative Research. An essential component of CQR is consensus 

among multiple researchers. The use of multiple researchers’ perspectives enhances the 

trustworthiness of qualitative research findings. Through the process of arriving at 

consensus, the complexities and ambiguities of the data can be discovered (Hill et al., 

2005). The use of multiple perspectives and the process of reaching consensus also 

prevent the impact of a single researcher’s biases and expectations on the interpretation 

of qualitative data in a systematic way and thus increase the confirmability (Lincoln & 
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Guba, 1985). Also, CQR provides concrete guidelines for the process of data analysis. 

CQR follows three steps for data analysis: (a) development of domains and assigning 

each block of data to a domain, (b) construction of core ideas within individual cases, and 

(c) cross-analysis across cases and development of categories.  

Modifications of CQR. The current study made a few modifications to CQR. 

First, although CQR is a rigorous qualitative method, the process in which multiple 

researchers analyzed all the cases and reach consensus requires a tremendous amount of 

work. Researchers should consider not only methodological rigorousness but also 

feasibility. In this modified version of CQR, the first three selected cases that were 

distinctive from one another, rather than the full cases, were analyzed independently by 

two researchers. Once domains and categories were developed, the primary researcher 

analyzed the rest of the cases in continuous consultation with the research team. 

Examples of modified CQR in this manner are Zahm (2009), Zahm, McCarthy Veach, 

and LeRoy (2008), Benoit, McCarthy Veach, and LeRoy (2007); and McCarthy Veach, 

Bartels, and LeRoy (2001). Also, the current study used the consensus approach more 

strictly in the early stages of data analysis when initial domains, core ideas, and 

categories were developed. Yet, in the later stages when the domains and categories were 

continuously refined, the primary researcher played a more active role. The primary 

researcher was responsible for refining the categories and the rest of the research team 

audited changes and provided feedback. While CQR is useful in finding various cases for 

a certain phenomenon, it seems to be less effective in exploring the relationships among 

different categories and structure of a phenomenon and thus developing a theory. The 
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data of the current research on group counseling case conceptualization is highly abstract. 

Thus, the process of finding domains and categories was directed toward constructing 

abstract concepts in a meaningful way. This is different than conventional CQR research 

where the focus is on abstracting concrete data. There are many different ways to 

construct abstract concepts on conceptualization. The research team agreed that it is more 

important to refine the categories and find a way that explains the data in the most 

coherent way. For this reason, in the later stages of data analysis, the primary researcher 

worked independently and used the other researchers as internal auditors.  

Participants 

Master group therapists. The sample consisted of 12 master group therapists (5 

women and 7 men). For this study, the master group therapist was defined as someone 

who is Board Certified in Group Psychology by the American Board of Professional 

Psychology (ABPP). ABPP is a professional organization that governs the advanced 

credentialing in various psychological specialties (www.abpp.org). Jennings, Rønnestad, 

Skovholt, and Lian (2013) stated that one of the methods to identify master therapists is 

to use an independent index to determine a competency level and that ABPP does include 

those indexes due to the requirements of the ABPP exam (i.e., oral exam and work 

sample). Examples of research on master therapists using the ABPP as the sampling 

criterion are Harrington (1988) and Lian (2012).Participant ages ranged from 43-89 years 

old (Mean=68.26 years, Median =70 years). Participants’ years of experience as a 

therapist ranged between 20 years and about 50 years. All the participants had been in the 

profession of psychology for decades, taking various professional roles (i.e., consultant, 

http://www.abpp.org/


 

 60 

teacher, therapist). Thus, it was difficult to query the hours of their experience as a group 

therapist. In terms of ethnicity, the majority were European American. One participant 

was Asian American. Regarding current work settings, six participants reported that they 

worked as a full-time private practitioner, running one or two groups per week. Two 

participants were full-time faculty members. One participant worked as a university 

counseling center psychologist. Two semi-retired participants did not run therapy group 

anymore but provided consultations and ran training groups. One participant noted that 

he was retired. Most of the participants reported that they were currently involved in the 

roles of consultations and training for group therapists.  

Master group therapists’ theoretical orientation. Nine out of 12 participants 

identified their primary theoretical orientation as either psychoanalysis (n=5) or 

psychodynamic (n=4). Out of the remaining three, two participants stated that they used 

the Redecision Therapy model (n=2) and one participant stated that he is influenced by 

Rogerian theory (n=1).  

 Among the five who were primarily informed by psychoanalysis theory, three 

used traditional psychoanalysis and the other two used modern psychoanalysis. Although 

they were mainly guided by psychoanalytic theories, they also integrated other theories 

and interventions, such as those of Irvin Yalom, Wilfred Bion, and Louis Ormont. In 

particular, one psychoanalytic oriented participant emphasized his strong use of Bion’s 

approach. The next four, who identified their primary theory as psychodynamics theory, 

further specified that they use objection relations theory, SASB (Structural Analysis of 

Social Behavior), or self-psychology. Among these four psychodynamic group therapists, 
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two participants also addressed their use of systems theory. One of the two participants 

who indicated the Redecision Therapy model as their primary theory also mentioned that 

he uses a process-oriented group approach.  

The 12 master group therapists used both group-based theories and individual-

based theories. Group-based theories included group process, group development, Bion, 

Tavistock, and System theory. Individual-based theories included psychoanalysis, 

psychodynamic, and the Redecision therapy model. The majority of the participants 

(N=9) integrated group-based theories or concepts into their conceptualization of group 

counseling. These individual-based theories can also be divided into two different 

categories. One category consists of theories that focus highly on the individual’s 

intrapsychic functioning represented by psychoanayisis and the Redecision Therapy 

model. The other category includes theories that focus on the individual’s relational 

needs and patterns, represented by interpersonal theory and modern psychodynamic 

theories, such as object relations theory and self-psychology.  

Table 5 

Participants’ Theoretical Base for Group Work 

ID Primary Theory  Secondary Theory  
Current Work 

Setting 

P1 Modern analytic group theory    Private practice 

P2 Relational Psychoanalysis 
Wilfred Bion, Louis Ormont, 

Irvin Yalom 
Private practice 

P3 Psychoanalysis   
Retired, running 

training group  

P4 Psychoanalysis/ Wilfred Bion 

Early influence of John 

Dewy, Kurt Lewin, and Carl 

Rogers 

Retired 

P5 Psychoanalysis/ Wilfred Bion Psychoanalysis, Wilfred Bion Private practice 
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P6 
Psychodynamic theory (object 
relations, self-psychology)/ 

Irvin Yalom /System theory 

Existential theory 
University 

psychologist  

P7 Psychodynamic theory   
Semi-retired, 
consulting, 

education, training 

P8 
Psychodynamic theory/object 

relations 
System  

Private practice, 

consulting  

P9 

Psychodynamic 

theory/SASB(Structural 

Analysis of Social Behavior) 

Wilfred Bion, Siegfried 

Heinrich Foulkes, Henry 

Slavson 

Faculty, consulting 

P10 
Redecision Therapy with a 
process background 

  Private practice 

P11 Redecision Therapy   Private practice 

P12 Rogerian   Faculty, consulting 

 

Research team. The primary research team consisted of three individuals. Two 

individuals, including the present investigator, who have master degrees in counseling 

psychology served as primary researchers for data analysis. A faculty member, LP, 

ABPP, with extensive experience in qualitative research of expertise in therapy served as 

the internal auditor. Additionally, a licensed psychologist with more than 10 years of 

experience in group counseling served as the external auditor. 

Development of Interview Protocol 

A semistructured interview was developed by the primary researcher based on a 

literature review. The interview was piloted with three experienced group counselors who 

are Ph.D. licensed psychologists in counseling psychology. Based on the results from the 

pilot study, the interview questions were be modified (Please see attached Appendix E, 

the Interview Protocol). An important finding from the pilot study was that using the 

term, “case conceptualization” (i.e., “What is your case conceptualization of group 

counseling?) is confusing. The interviewees provided feedback that case 



 

 63 

conceptualization reminded them of the way an individual counseling case is 

conceptualized. The researcher asked in the pilot interviews whether case 

conceptualization and conceptualization are different. Those interviewed for the pilot 

interviews said they were not. In order to not impose the framework of case 

conceptualization in individual counseling, the primary researcher changed the term case 

conceptualization into conceptualization.  

Hill et al. (2005) suggest that 8 to 10 open-ended research questions can be used 

per interview hour, although the nature and scope of the questions render this number 

variable. Therefore, 12 questions were used in this study.  

In the semi-structured interview, participants were first asked about their group 

experience such as types of group they have led and years of experience. Participants 

were also asked about theoretical base that guides their group work. Participants were 

then asked what they focus on as a group counselor as well as what their thinking process 

was like. Participants were also asked their degree and topic of focus at each of 

interaction levels (individual, interpersonal, and group as a whole). Additional questions 

were about conceptualization of change mechanism, the role of the group leader, and 

participants’ development of conceptualization skill. There were follow-up email 

exchanges when clarification was needed.  

Procedures 

Recruiting master group therapists. Letters inviting participation and informed 

consent forms were sent to 42 therapists who were listed in the ABPP in the specialty of 

group psychology. The letter explained the research questions and procedure of the study. 
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The informed consent included information on confidentiality, their ability to withdraw at 

any time, and a statement that agreement to be interviewed implied informed consent. 

Initially, six people showed interest in participating in the study. Since the targeted 

number of participants was 10, additional supporting letters written by one of the 

members of the research team, who is a senior researcher in master research, were sent. 

As a result, 9 more people indicated agreement or potential interest in participation. The 

principle investigator communicated with all 15 to provide further information on the 

procedure and confirm their agreement for participation. Out of the 15 therapists, two 

were unreachable. One indicated that he was unavailable for the one hour interview. The 

principle investigator scheduled one hour phone interviews with the final 12 therapists.  

Interviews. The phone interviews occurred between August 2011 and January 

2012. Participants were provided the interview questions and informed of the 

confidentiality and audiotaping prior to the interview. The interview files were 

transcribed by the author of this dissertation. Small changes in the quotes were done to 

increase clarity but not change the meaning.  

Data Analyses 

The data was analyzed following the six step procedure suggested by CQR(Hill, 

1997), which are (1) identify domains, (2) summarize core ideas, (3) construct categories 

from the cross-analysis, (4) audit the analysis results, (5) check the stability of the results, 

and (6) chart the findings.  The CQR method is based on the assumption that multiple 

perspectives are more likely to explain the truth and decrease researcher bias (Hill et al, 

1997). In this modified version of the CQR, the principal investigator and the doctoral 
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student in counseling psychology independently coded three selected transcripts into 

domains and then came together and discussed their ideas until they reached agreement. 

The principle investigator conducted the remaining coding based on the agreed list of 

domains. Similarly, the principal investigator and the other researcher developed core 

ideas independently and then came to a consensus. The rest of coding was conducted by 

the principle investigator. The internal and external auditors reviewed the domains, core 

ideas, and cross-analysis.  
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CHAPTER 4 

Result 

Overview of Results 

The purpose of this study was to investigate master group therapists’ 

conceptualization of group counseling. Semi-structured interviews with 12 master group 

therapists revealed four domains and 19 categories based on the Consensual Qualitative 

Research data analysis method (Hill et al., 2005). The results are presented first in 

summary form in Table 5. Based on Hill et al.(2005) ’s suggestion, Categories were 

considered general if they were mentioned by all or all but one of the cases, typical if 

they were addressed by more than half and up to the cutoff for general, and variant if 

they were addressed by at least two and up to half of the participants.  Descriptions on the 

frequency labeling used in this study are presented in the Table 6.  

Table 6 

Frequency Labels for the Occurrence of the Categories 

 

Frequency Label Qualitative Description  Number of Participants  

General  Mentioned by all or all but  one of the 

cases  
10 to12 participants  

Typical  Mentioned by more than half and up to 

the cutoff for general  
7 to 10 participants 

Variant  Mentioned by at least two and up to 

half of the participants  
2 to 6 participants  

 

Exemplary core ideas for each domain and category are presented. Core ideas 

refer to the summaries of the data free of the researchers’ assumptions or interpretation 

(Hill et al., 2005). 
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Table 7 

Summary of Results on Conceptualization of Group Counseling 

Domain & Category Frequency Exemplary Core Ideas 

Group Functioning 

Collective behavior  
Typical 

(n=9) 

My problem with the group was when all the 

group members didn’t say anything.   

Interpersonal 

interaction 

General 

(n=11) 

I look at how they interact with each other in 

the group. 

Mood/Atmosphere of 

the group 

Variant 

(n=6) 

I look for how much agitation is in the group. I 

am alert to the mood of the group. 

Role of the group 

members 

Variant 

(n=4) 

I look at whether group members engage in a 

maintaining or blocking role in the group. All 

of her issues heightened cautiousness in the 

group.  

Universal issue/theme 
Variant 

(n=6) 

A breach of emotional communication in 

childhood became the theme of the group. The 

issue of trust is the key issue in a new group.  

Variables of the group 

as a therapeutic 

condition 

General 

(n=11) 

The leader really has to work to form a total 

group relation. I look at the level of 

engagement level. I try to build a safe 

environment.   

Background 

information of the 

group  

Variant 

(n=6) 
I consider types of the group and membership 

Individual Functioning 

Background 

information of the 

group client  

Variant 

(n=5) 

The client had an abusive family history. I had 

a client who almost could not speak in public.  

The group client’s 

behavioral patterns in 

group 

General 

n=11) 

He would drift off and not really be there. She 

was making a statement wanting attention.  

Other group members' 

reaction to the group 

client  

Variant 

(n=6) 

My thinking process is also to be aware of the 

other people’s reactions in the group. I think 

all these issues she brought up also heightened 

our cautiousness. 
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Internal experience of 

the group client in the 

group 

Variant 

(n=6) 

I ask group members to attend to their own 

feelings evoked in reaction to others. I focus 

on inside.  

Theoretical framework 

of the client’s core 

issue  

Typical 

(n=9) 

My conceptualization of her is that she is not 

only a victim but also a provoker. Using 

transferential concepts, I help the group 

members to identify the origin and impact of 

their problem.  

Integrative Conceptualization of the Multiple Interaction Levels (Individual, 

Interpersonal, Group-as-a-whole)  

Integration of all three 

levels 

Variant 

(n=6) 

I think all three levels are important. I see 

affect in the group, which leads to an 

interpersonal pattern. Then, I focus on 

individuals involved in the interpersonal 

pattern.   

Integration of the 

individual and group-

as-a-whole level 

Typical 

(n=8) 

I try to see both individuals and group. I 

conceptualize individuals in relation to group.  

Integration of the 

individual and 

interpersonal level 

Variant 

(n=5) 

Individual level and interpersonal level are 

intertwined. Interpersonal level transfers into 

individual level.  

Conceptualization Process/Strategies   

Openness  Variant(n=6) 

I have to listen very closely to what people are 

saying and remove your biases. You have to be 

flexible. I try to hear clearly what clients are 

thinking. 

Tracking Variant(n=3) 
I keep track of what is going on in the group. I 

have to be alert in the group.  

Use yourself Variant(n=5) 
I have to be aware of what they are feeling. I 

used my feelings to conceptualize it.  

   

 

Analysis of the Participant Responses to the Interview Questions 

Results are presented beginning with the domains regarding content knowledge of 

group counseling case conceptualization (Group Functioning, Individual Functioning), 
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followed by the domains of structural knowledge (Integration of the Multiple Interaction 

Levels) and finally procedural knowledge (Conceptualization Process/Strategies).  

Domain 1. Conceptualization of Group Functioning. This domain deals with 

identification of important group level problems and inferences of causal explanations 

about the problems. In other words, this domain answers the questions, “What is going on 

in the group?” and “Why is that happening?” Seven categories were identified within the 

domain of Group Functioning: (1) collective behavior, (2) interpersonal interaction, (3) 

mood/atmosphere of the group, (4) universal issues/themes, (5) the group members’ role 

on group functioning, (6) variables of the group as a therapeutic vehicle 

(cohesion/norm/stage/safety), and (7) background information of group. The results are 

presented with conceptualization of problems in group (collective behaviors, 

interpersonal interaction, mood of the group, universal issues/themes), and followed by 

the categories that provide causal and functional explanations of the problems in the 

group (members’ role, variables of the group as a therapeutic vehicle, background 

information of the group).  

Category 1. Identification and interpretation of collective behaviors. Participants 

mentioned that they focus on shared problematic behaviors observed in the majority of 

the group members. The process of conceptualizing a collective problem involves two 

processes. First, the group therapist needs to identify problematic behaviors in all or the 

majority of the group members involved. Then, the group therapist conceptualizes a 

problem by inferring the meaning of the concrete, observational behaviors.  
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For example, the next three participants identified problematic group members’ 

behaviors in that all the group members don’t have anything significant to talk about, all 

group members are silent, and all group members talk about negative things.   

Don’t have anything significant to talk about  

 

It is always easier to talk about new member problems. In 

an ongoing group, whether it is a two day workshop or two 

year group, the process, what you are observing gets altered 

from a point of view. The group has an established norm, 

and has experienced some cohesion. And then all of a 

sudden, it goes stale. Nobody has anything to talk about. 

People start to say, What are we doing here? Why are we 

coming here? And just two weeks before that, they have 

much interacting with each other.  

 

All group members are silent  

 

My technique is to be as quiet as I can and to free associate 

in the group. The only time that I don’t do that, and often 

don’t do that, is this particular inclination of my group 

tends to be silence. That is a lot harder. I have written about 

it. But that is a lot harder to work with when the entire 

group is silent. 

 

All group members talk about negative things 

 

(What did the depression group look like?) All of them 

[sort of] talked about how terrible their life was. They were 

really stuck, so they were all kind of similar. They weren’t 

all vegetative depressed, but they were clinically depressed. 

[They were] college students who were functioning very 

well and it was interfering with their personal life, their 

academic life. They made me depressed. I sort of 

restructured the group and referred some people out, to 

work on individual issues first and that kind of stuff.  

 

Once problematic behaviors were identified, master group therapists conceptualized the 

behaviors by using abstract concepts, such as “avoiding,” “resistance”, or “deflating.”   
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Avoiding  

 

[An example of my conceptualization is] the group seems 

to be avoiding Joe’s question. For example, somebody 

comes up with a very provocative statement about what the 

group is doing or not doing and the group keeps avoiding it 

by changing the subject. …. My hypothesis is that Joe is 

observing something accurate in the group and provoking 

anxiety in the group members. They are resorting to their 

typical defenses to avoid going deeper into that subject or 

exploring it.  

 

You know, a group can be a monster. It can be a pollyannic 

group, or where people sort of ignore “Just look on the 

bright side”. Or it can be a dead group because no one is 

going to deal with conflicts. So the group has a personality.  

 

Resistance 

 

(Interviewer: Can you give an example of group resistance?) 

What about if everybody starts coming late? I never had a 

trouble with that, but that happens. People don’t… [they] 

stop paying their bill on time, [or they are] talking about 

wanting to get together outside. Maybe they (met 

outside)… and [they are] not talking about it at all. Maybe 

people don’t talk [about] their feelings about me. Maybe 

they don’t talk about sexual feelings. Those are some 

examples of group resistance.  

 

And you know when you are operating from that 

perspective, there can also be collaborative or shared 

resistances or blockages in the group. For instance, I was 

saying earlier, one resistance might be [is that] I must 

present myself as a competent, knowledgeable, and in 

control person. And I don’t want to reveal that there are 

aspects to me as a participant in the group with my fellow 

professionals, that there are aspects to me that might be a 

little nutzzy, neurotic, crazy, unintegrated, whatever. So 

when I enter into a two day process group, with the intent 

of emerging unscathed, if that was a shared resistance in 

the group, then I would intervene on the group as a whole 

level.  

 

Deflating 
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Even as I tried several times to be attentive to more 

interpersonal dynamics or the tension, the group chose not 

to deal with it. They pretty much deflate my interventions 

and wanted to support this particular, I would say, high 

maintenance client. 

 

Category 2. Identification and interpretation of interpersonal interactions. 

Participants reported that they pay attention to interpersonal interactions among group 

members. The interpersonal interaction category has overlaps between the group 

functioning domain and individual functioning domain. Indeed, this category was initially 

coded under the individual functioning domain but moved to the current domain based on 

the external auditor’s feedback. Interpersonal interactions serve as a context in which 

each group client’s problem is manifested. In that sense, interpersonal interaction can be 

coded within the individual functioning. At the same time, interpersonal interaction 

occurring in group is often the focus of conceptualizing group functioning. Interpersonal 

interactions among group members are a critical part of group functioning. The research 

team agreed to code this category under the domain of group functioning for two reasons: 

(a) the importance of this category in group functioning and (b) the presence of 

alternative categories in individual functioning domain (the group client’s behavioral 

patterns in the group, other group members’ reactions to the group client). This category 

is differentiated from the rest of the categories on group functioning. While the rest of the 

group functioning categories are related to group-level phenomena, group force, group 

dynamics, and group-as-a-whole perspective, this category on interpersonal interaction 

emphasizes group members’ interpersonal interactions created by group members with 

unique individual styles.  
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How people respond to each other  

 

I look at how and when they respond, who they are 

connected to. I remember having a group where there was 

one woman who, when the emotional content in the room 

got too high for her to tolerate, would talk endlessly and 

repetitively and tell the same stories of her life over and 

over again. So I observe what people do and [I] will 

sometimes step in and ask the group what they are feeling, 

how they respond to another group member’s thought or 

behavior, expressions, body language. So I always bring it 

back to having group members think about what is 

happening as they listen to one another, and as they 

respond or don’t respond. 

 

And then, so I think about how they are going to be with 

each other in the group.  

 

And the group was trying to get him to talk. The more 

pressure, the more they try to encourage him, the more they 

try to help him speak in the group, it did not work. So they 

were getting frustrated and of course he was frustrated.   

 

How group members with different issues or styles 

interact with each other  

 

I had an individual patient in analysis with me, a young 

woman who was severely beaten as a child. I had another 

patient in individual therapy who was a child beater. And 

eventually I put them together in the group with people 

with other problems.  

 

To me for the group to work, you got to be dealing with 

conflicts. I am not saying we [are] getting people to fight, 

but you are getting people, you are focusing on two people 

simply being themselves. They consider themselves 

different. You will never know the languages, you will 

never understand me. I don’t know how I will be 

understood in this group. Saying two different people are 

talking to each other. The point is to highlight what they are 

avoiding in talking to one another.  
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Category 3. Identification and interpretation of group mood/atmosphere. 

Participants reported that they utilize the mood or atmosphere of the group as data in 

conceptualizing group functioning. The mood/atmosphere of the group was used as a way 

to find meaningful material. Master group therapists reported that they see where the 

affect is and will follow the affect to find an important issue in group. Master group 

therapists also focused on the mood of the group to make sense of what is going on in 

group.  

These are examples of how master group leaders use the mood of the group to 

find a relevant issue in group.  

Follow the mood/atmosphere of the group to find a 

relevant issue 

 

And I try to follow the affect of the group that takes me 

into the here and now.  

 

(Interviewer: What question would you ask to a group of 

master group therapists?). What do you think is the most 

relevant issue when you work with a group? And how do 

you intervene in those situations? (What is your answer?) It 

would be I look to see where, in what area group is most 

invested emotionally, and try to facilitate, work toward 

facilitating that.  

 

The mood of the group was sometimes viewed as a manifestation of a problem. 

The participants expressed that they try to understand the meaning of the mood in 

understanding the underlying issue of the group.   

Meaning of the mood/atmosphere 

 

I have groups where I have felt that they were not working. 

I don’t know what you mean by conceptualizing. I don’t 

describe there is a this kind of a group or that kind of group. 
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Group may sort of be sharing feelings or resistances or 

anger at the therapist, or way of dealing with their own 

frustration with the fact that they are not getting enough or 

changing enough or things seem slow.  I don’t have set 

theories about this is this kind of group. But I do try to 

think about what is happening in the group as a whole and 

then find ways at times if I see that the group is really 

organizing itself to just be angry, you know, and critical. [I 

will] ask them first of all what they think is happening. I 

don’t tell the group what is happening. I try to find out first 

what they feel was happening in the room at the time. And 

then, let them think about and feel… as an approach to their 

feelings of what this is like for them.  

 

Because I paid attention to the frustration in the room, 

which was a shared climate. I am interested in what it feels 

like to be here today in this tense. So my focus was to 

understand how it felt to be a member in this moment in 

this tense. [The] climate that I was interested in, what the 

climate felt like to people, I emphasize with that as much as 

with anybody’s individual stories because the group 

therapist has to be, has to help people work together, and 

live together in the group… to be sensitive to what it feels 

like to be in the tense.  

 

I am looking for how much agitation there is in the group 

as other people work. I am looking for the nonverbal 

reactions. I really am attending to the group as a whole, but 

not on a verbal level. it can be anger, it can be compassion, 

sometimes you will see tears in people’s eyes, when other 

people are working.  

 

Category 4. Universal issue/theme. Several participants stated that they look for 

universal issues or themes for group members. This category includes both topically 

universal themes and shared group issues.  A universal issue/theme in this category 

occurred in two ways. First, a group member brings up a certain topical issue to the group 

and this becomes a shared theme to the majority of the group members. Second, a group 

dynamic related issue occurs in the course of group interaction. These two ways appear to 
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be different in that the focus is on the here-and-now (topic issues) versus there-and-then 

(group dynamic issues). Yet, once a topical issue (e.g., relationship issue, health issue) is 

shared by all or the majority of group members, in-session group dynamics (e.g., 

authority, intimacy, dependency, rivalry) are created. Thus, topically universal theme and 

group dynamic related issues are coded under the same category of Universal 

Issue/Theme.  

These two responses illustrate how an issue brought by a particular group member 

is extended to become a universal issue/theme to the group.  

Universal issues  

 

And of course, that also helped the other members (who) 

made a similar decision, not necessary cut off their relatives 

but they had similar ambivalence feelings where they feel 

like they were not in a healthy relationship. They did not 

know what to do about it but at the same time they were 

afraid of being judged by other people.  

 

Although I don’t extend to group processes per se, I am 

aware of group themes. Group begins to, somebody does 

some work and someone else does something similar. And 

that gets someone else to piggyback. So I am looking for 

themes.  

 

The next three responses show shared group issues, fear of developing a deeper 

level of intimacy, fear of the group leader becoming sick, and preexisting group 

dynamics.  

Shared group issue: fear of developing a deeper level of 

intimacy  

 

You sense, whenever there is a conflict, those kinds of 

issues come up, you have to start to think about what is the 

group process issue here. What is the group dealing with? 

Rather than what are individuals dealing with? Because 
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individuals would say, my life is going fine or blah 

blahblah. But you really focus on, this could be, we all got 

into being very close with each other. But moving on to 

another level of intimacy is scary. So we all back up. But it 

is the group as a whole that is backing up. You see? That is 

another process point of view, but not related to new 

comers, or termination, but related to what is happening in 

our relationship to one another. 

  

Shared group issue: fear of group leader becoming sick 

 

And that there was some fear and threat about my being 

sick. I have an MD, a psychologist, and a social worker in 

the group. The MD, who is a woman, and she said to me, 

[it was] amazing that I knew it but I did not want to know it. 

I think this is what goes on in the group all the time. And I 

wanted to work on that reluctance since I was willing to 

talk with them about it. When I told this to the president of 

the international association of group therapy, he told me a 

story about a therapist who died and never told the patients 

she was sick. I felt that this was a repetition of things that 

had happened with their parents. Where their parents had 

not communicated something to them that there was a 

breach of emotional communication and I could not let that 

continue to happen in the group.  

 

Shared group issue: preexisting group dynamics  

 

Sure, among the groups I’ve lead were military groups for 

the Army and Air Force. I was in Europe doing that and 

there was a group of enlisted men and they had been in a 

group earlier, they had worked together and I was working 

with them. I struggled to understand the long seeded 

dynamics that had been part of that group of people. I 

struggled to be able to accept it and understand it well and I 

did quite a lot of blumbering. 

 

Category 5. Group members’ role on the group functioning. Master group 

therapists considered roles of group members in the group dynamics. Two participants 
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noted the facilitative or blocking roles of group members in relation to the tasks and goals 

of the group.  

Facilitative or blocking roles 

 

An important group level phenomenon is roles. Our 

members are engaging in task. The roles our members 

engage in. Are they engaging in maintenance or the 

atmosphere of the group. And are they engaging in 

blocking roles or are they just sort of being anti-group.  

 

If there are individuals in the group that tend to push a 

group away from the work, such as a group monopolizer, 

somebody who distracts the group or changes the subject a 

lot, things like that. I see those factors impairing the 

functioning of the group. I address that by saying, “Joe 

seems to be taking a lot of time and all the people seem to 

be distracted. I wonder what people are experiencing.”  

 

One participant conceptualized the impact of group members’ different styles on 

the group dynamics.  

Role of group members’ style on the group dynamics 

 

And of course, when I am looking from a family 

perspective, I can see that there are different roles people 

are playing. Some people are more grown and mature and 

sophisticated. They play like older siblings. Some of the 

members may be like younger siblings to learn from the 

older siblings, having that kind of role model. I usually 

integrate all these concepts into conceptualizing group 

work and group development.  

 

While the previous quotations illustrate the role of group members as an agent in 

creating a certain group dynamic, this participant, who is heavily informed by the 

Tavistock approach, addressed how a group member can be used as a medium to express 

certain group dynamics. He pointed out how a group member can play a role of revealing 

unconscious group dynamics. 
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Group member as a medium to express group dynamics  

 

I am alert to whether the individual in the group is being 

used, is being drawn into an argument that serves, as an 

issue for other people, not just for the two people who seem 

to be arguing. I am interested in the impact. I am interested 

to see how individuals become voices for group dynamics, 

for tensions … So the group therapist is not there to solve 

or resolve or reveal his own problems. He is not there to 

make, even to get Mary and Joe to get along. If it is couple 

therapy in a group, that is different. But I am talking about 

strangers in a group. I am not there to help them work out 

their differences. I am there to understand if their 

differences, if the argument in the room is happening 

because of something that is not happening with other 

people. Whether the argument between Mary and Joe is 

happening because other people are not doing something, 

and (they) are dumping things or using Mary and Joe, to act 

out things.   

 

Category 6. Variables of group as a therapeutic condition. This category refers 

to variables that constitute the condition of group as a therapeutic vehicle. Participants 

addressed several factors that characterizes group that works effectively, including the 

presence of appropriate level of bonding and anxiety, cohesion, safety, boundary, open 

communication, and norm.  

Cohesion  

 

It really depends. But whether I feel the group needs to be 

more linked to each other, [and] then I may be making 

more linking interventions. Also, I feel they are not 

speaking from their own voices enough, but too linked 

together, but not speaking more authentically to one 

another, then I may make interventions. 

 

The other thing the literature shows you and what I have 

seen happen, in the beginning, the leader really has to work 

to form a total group relation. (Interviewer: Is that like 

cohesion?) Yes. In individual therapy we call it the 

relationship. In group therapy we call it cohesion. The more 
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I did therapy, the more you become aware. You cannot 

jump into the individual therapy without cohesion.  

 

Safety 

 

(Interviewer: “Did you say you don’t focus much on how 

they feel about themselves?”). Yes, not so much because I 

don’t want to do anything which is shaming to people. I 

want my group, above of all, to be a safe place. If people 

avoid talking about their feelings, they’re too ashamed of 

that. I don’t want to say you must feel really bad about 

yourself, because you are not telling him how you really 

feel.  I do a lot of supporting the resistance, and let the 

group members be the one who confront people on things 

that they do that are self-destructive and painful. I want 

them to feel as comfortable as they possibly can in group, 

and by nature, it is not always a comfortable situation.  

 

Again, depending on the stage of the group, I will use my 

theory to try to build a climate or a culture in the group that 

will be accepting, supportive, [and] open that will promote 

honesty, being candid, examining what is going on at the 

moment in the group, not making judgments, but taking an 

explorative, open-ended point of view to stimulate a sense 

of belonging and safety, and some degree of clarity about 

why the group is meeting and how to get the most out of 

the group experience.  

 

Appropriate level of anxiety  

 

One of the things that I will be monitoring will be an 

anxiety level of the group, wanting to keep that in a 

tolerable, moderate range that would provoke people but 

not be overwhelming and not promote an enormous amount 

of regression in the group (laughs), because I have two 

days to work with them.  

 

Category 7. Background information of the group. Several participants reported 

that they consider background information of the group in conceptualizing the therapy 

group. This category consists of two subcategories: types of group and group 
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membership/constellation. Background information is typically available prior to the 

group.  

Several participants mentioned that they take into account the type of the group, 

such as whether it is a long-term or short-term, theme-oriented or process group, and 

training group or therapy group.  

Type of the group  

 

And then, I compose groups. Is it homogeneous, theme-

focused, brief treatment. I want people who are all trying to 

do one thing, deal with depression, quit smoking.  

 

I have to be clear about what the contract is, what the aims 

are, what the purpose is. I have to know who the 

membership is, who is included.  

 

Some participants noted group membership and the constellation that is created 

by different individuals.  

Group membership/constellation  

 

I had one group that actually lasted for almost a year and 

half. The members were pretty solid but from the get go it 

was a very interesting constellation of the group because it 

was comprised by a group of graduate students. They are 

very bright and intellectually oriented.  

 

We are talking about 2008. It is exactly 2007 to 2008. In 

my group I had an African American attorney. I had an 

Anglo educator who was interested in bilingual education 

fluent Spanish and English. I had a wife of a colonel who 

was a Rush Limbaughdevote. I had a young woman who 

was a democrat for life and Al Gore was being absolutely 

abused. And a couple of other people, okay? That is the 

cast character in there. 
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Domain 2. Conceptualization of Individual Functioning. Along with group 

functioning, master group therapists conceptualize group focusing on individual group 

members’ functioning. This domain of Conceptualization of Individual Functioning 

refers to essential content areas that are included in conceptualizing individual group 

members. Participants’ responses relating to this domain were structured into five 

categories: (1) Background information of the group client, (2) the group client’s 

behavioral patterns in group, (3) Other group members’ reactions to the group client, (4) 

The group client’s internal experience in group, and (5) theoretical framework of the 

group client’s core issue. The term client, rather than a group member, was used 

intentionally in order to emphasize the view of each group member as a client and the 

individuality of each group member.  

Category 1. Background information of the group client. Most participants used 

background information of group clients when they conceptualize the client’s functioning 

in group. Examples of background information are family history, trauma history, 

personality, diagnosis, developmental patterns, and symptoms. The information of this 

category is content-oriented, primarily reported by the group client. This category is 

highly overlapped with data used in case conceptualization of individual psychotherapy. 

Some participants used the background information in making sense of the client’s 

problematic in-group behavior. Others developed a hypothesis of the client based upon 

the background information and looked for in-group information that would support the 

hypothesis. 
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One participant noted that she tries to balance her focus between group dynamics 

and individuals, and further described how she utilizes background information of the 

client regarding her focus on individuals.  

Overlap with data used in individual counseling case 

conceptualization 

 

The first thing I do is, when I have the luxury to do this, I 

am composing groups. I try to tolerate the twin tensions of 

[group dynamics and individual dynamics] such as 

individual psychopathology, struggles, and strengths, based 

on developmental patterns, current structures, all the stuff 

that is written of in the literature about how [to] 

conceptualize individual clients.  

 

The same participant differentiated a client’s statement regarding in-group 

interaction from a statement from the client’s past history, and called the latter an 

“intrapsychic” statement. Her description of intrapsychic statements is consistent with 

this category. 

Client’s past history as intrapsychic statements 

 

And internal member comments center, kind of, 

intrapsychic like, they are not really speaking to the group 

when they say things like, “I hate my father for molesting 

me and I am ruined forever.” That is a pretty intrapsychic 

statement.  

 

Master group therapists utilized background information of the group client, such 

as past suicide history, early childhood environment, and diagnosis in conceptualizing the 

client’s individual functioning. 

Past suicide history  

 

(Interviewer: Tell me one intervention that you used and 

hypothesis that led you to use the intervention) Oh boy, this 

is the hardest one. Ah..let me try two, oaky?  One was a 
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really old case. One was when I was younger, I had my 

ongoing group. A man in middle twenties, he was referred 

to me. He had been intermittently suicidal. He was more 

talking about suicide, being angry, getting hospitalized 

when he talked about stuff like that. His wife had, I don’t 

remember whether she left him or died. He was new in the 

group.  

 

Developmental history  

 

(Interviewer: Tell me one intervention that you used and 

hypothesis that led you to use the intervention) This is a 

few years ago. I had a guy in one of my groups who was a 

shaken baby growing up while he was a baby. He has been 

in a lot of time dissociative states. While having a job, 

sometimes he would stay home, not be depressed but 

stayed home, sort of nursed himself.  sort of be dissociated 

and split off from the world, cocoon himself in bed. And 

then around 5 o’clock, he would come back and go out to a 

bar to meet his friends. And he would enjoy them. But he 

spent a lot of time undermining himself this way. And lose 

jobs. He was very talented, so he would get other jobs 

rather quickly. He grew up on a commune, with a mother 

who was rather frail and shook him. Also there was a lot of 

passing the baby around. He was taken care of by different 

people. Sort of, there was no consequence in his life. 

Anything can go. Anything can happen. And in the group, 

he would drift off and not really be there.  

 

Psychopathology   

 

I had two co-facilitators who ran the group with me. One 

was an intern and the other one was a post-doc because the 

work I do is also a training site. So they sort of step in to 

help out. I remember this particular group. I had a member 

who was recruited by my cofacilitator. I did not have a 

chance to meet with this person prior to the group start. 

Then what happened with this particular client was really 

challenging because she definitely had an Axis II 

personality disorder.  
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Category 2. Individual’s Behavioral Patterns in Group. Master group therapists 

focused on the group client’s in-group behaviors to conceptualize the client’s problems. 

Similar to the conceptualizing process of collective behaviors in group functioning, 

conceptualizing the group client’s behavioral patterns involves identifying problematic 

behaviors at a concrete level first and then abstracting them into meaningful patterns. All 

the behavioral patterns observed in group are inherently interpersonal because group is 

interpersonal in nature. There was some debate among the research team whether to name 

this category “behavioral patterns” or “interpersonal patterns.” In the end, “behavioral 

patterns” was selected because the term seems to be more inclusive, embracing group 

member’s behaviors stemming from their intrapsychic issues.  

In order to conceptualize the group client’s problematic behavioral pattern, master 

group therapists pay attention to nonverbal behaviors/verbal styles and interpersonal 

behaviors.  

Nonverbal behaviors/verbal styles   

 

I look for observations, what people are saying and tone of 

voice. Especially what nonverbal cues people are sending 

off or giving off.  

 

I look at body language, [and] facial expression.  

 

Interpersonal behaviors  

 

Until that point, he had only commented on what other 

people said, so he was a good group member, but he 

couldn’t initiate anything. He couldn’t respond to things. 

And a drama was when he actually came to a session and 

said he would like to say something on his own volition 

and on his own initiative.  
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The next two participants conceptualized the clients’ behaviors at a more abstract 

level, such as “provoker” and “wanting attention” by making an interpretation regarding 

the functions of observed behaviors. 

  Provoker  

It was an interaction in which she wasn’t only the victim 

but provoker too.  

 

Wanting attention  

 

This is a very classic pattern of hers. She can be very tardy. 

She came to the group five or ten minutes late. When she 

came to the group, she started to open her backpack and 

grab something out to eat. It is usually like an energy bar. It 

is the foil paper. She opened it up and made a loud noise. 

She was making a statement wanting attention.  

 

Some participants identified the client’s problematic behaviors (e.g., drifting off, 

quitting) and extended the meaning into the client’s functioning outside the group (e.g., 

“he closed his life”, “kept going back and forth”).  

Closed his life  

 

And in the group, he would drift off and not really be there. 

… But also, in a way, he closed his life, making himself 

stoned, dissociated in some way.  

 

Kept going back and forth  

 

So the guy was there in the fifth or sixth session. He was a 

very interactive guy. He was difficult in his own way but he 

was there. And all of a sudden, he said, “I come to a 

decision that this group, just like everything else does not 

help me at all and I have decided to leave”. And he had told 

us about suicide in the past. In some way he scared me. 

What am I supposed to do here?  I said, “Well that is your 

option. My preference will be you stay here throughout the 

session, talk a little more about it”. “No I have seen enough. 

I am just going to leave right now, right now”. I said, “Well 
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as I said, my preference is you stay and we just leave at the 

ending time”. “No this is time”…In a sense, he was 

repeating the same kind of behavior he had been having 

with everybody else. …. The intervention is letting the 

person do what they need to do. If I thought this man was 

suicidal and had a plan or attempt, I would have intervened 

differently.  

 

Category 3. Other group members’ reaction. Participants indicated that they look 

at other group members’ verbal and nonverbal reactions to the client. This category has 

two subcategories. The first sub-category is other group members’ reaction as an accurate 

reflection of the client’s issue. This sub-category assumes that the client evokes certain 

reactions from other group members. In this case, group therapists use other group 

members’ reactions to understand the focal group client’s problem better. The second 

subcategory is seeing others’ reaction as a projection of their own problems.  

This participant interpreted other group members’ behavior of not offering a 

tissue in relation to the client’s hostility at an unconscious level. 

Not offering tissue due to the client’s hostility  

 

So nobody offered [a tissue to] this woman who was crying, 

and she was really sobbing. And nobody made any offer for 

a tissue. So finally after some period of time, a minute or 

two, I got up and said, I am going to get you tissue and 

walked into my office. I do the group in the waiting room. I 

walked into the office and as I passed the door, the woman 

who was crying looked at me and said, if you offer me the 

tissue, I will throw the box back into your face. So that is 

unpredictability, to which I responded now I know why 

nobody offered you a tissue. There was something 

unconscious going on in her crying that kept people from 

making an offer to her. That is what I mean about 

unpredictable. That was revealed in the group’s awareness 

on an unconscious level of her hostility behind the tears. 

This is what I mean by unpredictable. You think somebody 
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would say thank you when you offer them a tissue.  

 

Similarly, another participant implies other group members’ reaction of criticizing 

the client stems from the client’s problematic style.  

Criticizing the client due to his problematic style  

 

And I saw that he was going to be in danger of being 

scapegoated in the group for not being there.  And the only 

way people could get through to him was to sort of shake 

him by criticizing him, come on, get back, shake him 

verbally.   

 

Some participants distinguished the two sub-categories more explicitly. This 

participant differentiated individual resistance from group resistance. She asked a 

question whether a problem is with the client or other group members who are reacting to 

the client. Individual resistance is equivalent to the first sub-category and group 

resistance corresponds to the second sub-category. 

  Individual resistance versus group resistance  

And then, probably the group as a whole, what is going on 

in the group, reacting to him, what did they want to say to 

him that they are not saying? Is the group, in other words, 

is there individual resistance, [or] is there group resistance.  

 

Similarly, this participant distinguished feedback that is “not contaminated by 

their own stuff” from feedback that is contaminated. Non-contaminated feedback is 

consistent with the first subcategory while contaminated feedback is the second.  

Non-contaminated feedback versus contaminated 

feedback 

 

I will often encourage people to talk about what they are 

picking up on a nonverbal level. So that people mindfully 

attend to that nonverbal part. Most of the talking that 

happens between people or among people I think it is fairly 
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structured, or if the group has been together for much 

longer time, and they can give feedback that I think is 

clearer and what is notcontaminated with their own stuff. 

…. I will initially [facilitate the interaction among group 

members], such as “Have you looked at people’s reactions?” 

or “Do you want to know if there is some particular 

question that you have of group members.” 

 

Despite the potential negative connotation of the word “contaminated,” the 

participant commented on the facilitative role of other group members’ reaction that is 

“contaminated with their own stuff” in identifying relevant issues for other people to 

work on.  

 

Facilitative role of the second sub-category of the other 

group members’ reaction 

 

When the person has completed their therapy work, then I 

will attend to other people. Sometimes what happens is, 

when someone watches someone else during therapy, it 

brings up their own issues. And part of the structure in the 

group in allowing each person to have an opportunity to do 

his or her work that people have an opportunity to get some 

completion on their work, and then other people have the 

opportunity to work themselves with what it evokes in 

them.  

 

Some participants also commented that they look at other group members’ 

reactions without specifying the subtypes. 

  General comments on the use of other group members’ reactions  

I also try to observe what the reactions among group 

members are.  

 

My thinking process is also to be aware of the other 

people’s reactions in the group and give them the 

opportunity to do any work they may choose.   
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Category 4.  The individual group member’s internal experience in group. 

Several participants stated that they focus on the client’s internal experience in the course 

of the group, especially feelings, to conceptualize the client’s problem. This is not 

surprising given the critical role and emphasis on emotion in individuals’ psychological 

functioning. 

Focus on feeling  

 

What is the person feeling, what is the feeling that he is not 

saying, what is he having trouble saying? What does he 

want? I think about those first.   

 

But in terms of my analytic orientation, I am more 

concerned about what goes on inside, than the cognitive 

formulation.   

 

I really find the most valuable interpretation, if you want to 

call them, that comes from group members to one another 

in terms of what feelings are evoked. I don’t concentrate on 

the cognitive but on the feelings and associations that are 

aroused in the course of group interactions.   

 

The person will be able to report to you, "Oh, I feel like 

when I am arguing with my sister when I am arguing with 

you. Or I feel like I am arguing with my father when I am 

talking with you."  

 

And when they are in the group, I would ask them at the 

end of the first session, how are you doing, how are you 

feeling, what is your reaction to being here, do you have 

questions of us, people here. You sort of check-in with 

them.  

 

Internal processing  

 

Not allowing feedback directly to the person who has been 

working gives him or her the opportunity to do that internal 

processing, rather than have to come back and respond to 
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somebody else. That gives them space to be alone within 

the group. To process what they want, or process what is 

going on inside them and not have to respond to someone 

else. Being silent challenges how we are with other people.  

 

Category 5. Theoretical framework that explains the client’s core issue in 

group. This category consists of clinical hypotheses of a client’s core issue and functional 

and casual explanations for the core issue guided by theoretical concepts. This category 

includes both general and specific conceptualization. As general conceptualization, 

participants conceptualized a group member’s problem by using theoretical concepts, 

such as transference, projection, association, honest communication, and conflict. As 

specific conceptualization, participants provided conceptualization of what the core 

problem is and why the problem occurs by applying their general conceptualization into a 

specific case. These are examples of specific conceptualization, attributing the clients’ in-

group behaviors to fear of attraction and anger toward the client’s father.  

  Fear of attraction  

This is a young man who is afraid of relationship, afraid of 

attraction, and doesn’t like to say directly how he feels.  

 

Anger toward the father  

 

Somebody wanted to take over the group and thought that I 

was a terrible leader (laughs). He kept attacking me. … 

[My interpretation was] So he wanted to kill the father.   

 

Theoretical concepts such as honest emotion, transference, conflict, and core 

relationship patterns were used to construct conceptualization of a client’s problems. 

Although concepts like transference and resistance can be viewed as the client’s 

behavior, these were coded in this category, assuming that these theoretical concepts 
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contain causal inferences of a certain behavior. Examples of general conceptualizations 

by using theoretical concepts are as follows.  

Honest emotion and communication  

 

And [the other is] having people honestly speak to each 

other. Although I am influenced on a deeper psychoanalytic 

level, the nature of the patients I have has always led me to 

pay attention to the absence or presence of honest emotion 

and communication.  

 

Transferential concepts  

 

I want to promote integration across the here and now 

experience, linking that with important things that 

happened in the past and linking it with important elements 

of current life situations, and using transferential concepts 

to help them identify where these things come from in their 

lives and how they then affect their lives, and what some of 

the alternative ways they are heading.  

 

Individual’s personality style  

 

Then you have to understand that individual people come 

in with their individual styles. You can call it their own 

style, you can call it their neurotic style, you can call it their 

personality styles, or personality disorder. … the different 

styles would actually behave in their own way in the group 

process. For example, if you have somebody who has a lot 

of conflicts individually with authority, when they get into 

the group process, they are going to replicate those 

authority problems in the stages. Meaning in the stormy 

stage, they may want to really fight with the leader a lot or 

they might want to fight with other people. So you have to 

separate these two out because in a sense just being in the 

group will magnify their personality style.  

 

Aggression and “the family in the head” 

 

And I think I really value the psychodynamic contributions 

around aggression. And I think people kind of can’t help 

themselves. And they either consciously or unconsciously 

project their unresolved aggression into the group space, 
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which can be very damaging to your group if its leader is 

not skilled enough to manage people projecting their 

conflict into the group space. The skill here has to utilize 

those, your effort has to be during the storming phase or 

stage so that people see their own aggression and “the 

family in the head” where they haven’t resolved any of 

these conflicts.  

 

Resistance, association, and transference  

 

But I am concerned with resistances. I say jokingly that 

people come into therapy in order to change and then fight 

like hell not to, which is a rough description of resistance 

and defenses. These are things that I pay attention to. And I 

pay attention to what associations are, [and] transferences 

that develop between members.  

 

Transference and reenactment  

 

So [I move] from here and now into some examination of 

some past relationships with significant others in their lives 

… and examining concepts like transference, and the 

reenactment of old relationship in the moment. I am also 

trying when we get into labeling the pattern that we see 

repeating itself in the group. We want to look at where does 

this come from, how does it play out in the group, how is 

this person’s life outside of the group in other important 

relationships in the marriage, in the family, in the 

workplace.  

 

Domain 3. Integrative Conceptualization of the Multiple Interaction Levels. 

This domain is mainly related to the three interview questions: “How much do you think 

at an individual level?” “How much do you think at an interpersonal level?” and “How 

much do you think at a group-as-a-whole level?” This domain explains how multiple 

levels of group interactions are integrated in group counseling conceptualization. Three 

categories were identified within this domain: (a) integration of all three levels, (b) 

integration of the individual and group-as-a-whole level, and (c) integration of the 
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individual and interpersonal level. Given that there are three interaction levels, 

theoretically having one more level on the relationship between the interpersonal level 

and the group-as-a-whole level seems to be natural. Yet, a response rate on this 

relationship was extremely low and the meaning of the integration was insignificant. For 

instance, one participant stated that the interpersonal level changes to the group-as-a-

whole level when an agenda related to two or more people become a universal issue. 

Thus, the relationship on the interpersonal and group-as-a-whole level was not created.  

Category 1. Integration of all three levels. Although three separate questions 

were asked, many of the participants answered the three questions together. Most master 

group therapists explicitly commented that they focus on all three levels and think all 

three levels are important. It is notable that all the participants’ conceptualization of the 

three levels was highly integrated.  

The ways in which master group therapists integrated the three levels showed 

some distinctions. Some participants began with conceptualizing the individual member 

and then expanded the focus into the interpersonal and group as a whole level. Others 

look at what is going on in the group first and then narrowed down the focus to the 

interpersonal and individual level. Additionally, one participant who is informed by a 

system’s approach stated that no matter what level you intervene, it affects all three 

levels. One participant saw the multiple layers of information simultaneously, using a 

description, “matrix” for the multiple layers.  

Here is an example of how one of the master group therapists started with the 

individual member and then expanded into interpersonal and group-as-a-whole levels.  
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Move from the individual level to the interpersonal and 

group-as-a-whole levels 

 

I will answer this question, [how do I think at a group-as-a-

whole level?] with the other two questions, how do I think 

at an individual level and interpersonal level. Usually I try 

to balance them in each session. For example, if someone is 

monopolizing the group, I would probably sit there 

thinking that this person really needs a lot of attention. Or 

maybe the person is too anxious. However, I would really 

think about and look into how this behavior of an anxious 

member impacts each one of the other fellow members in 

the group, and how they react to it. But at the same time, I 

would look at it from a group as a whole. It is like how 

long they will tolerate this, or what is going on in each of 

them that they would not be able to speak up or they would 

react differently. In other words, when I have one person 

have an individual issue to bring to the table, I pay close 

attention to interpersonal dynamics and also think about 

group as a whole, what is going on [in the group]. So in 

general I would say I really try to balance the three.  

 

This is an example of starting with the group as a whole first and then narrowing 

the focus down to the interpersonal and individual level.  

Move from the group-as-a-whole level to the 

interpersonal and individual levels  

 

I think all three are very important. My first reaction is to 

look at the group at a whole level, to see what everybody is 

doing. The second is to see how that is being played out in 

some dyadic or triadic interactions among the group 

members. And the last is where is the individual.  

 

This participant emphasized the interrelation of the three levels.  

Interrelation of the three levels  

 

So I am always thinking across the different levels and I am 

thinking about any interventions that I make in a direction 

of exploring, mediating, reducing resistance, and 

encouraging a fuller, deeper expression of feelings, more 

genuine, full relationships, more accepting relationships, 



 

 96 

more risk-taking behavior, getting out of people’s comfort 

zone, trying some new things. The more I can do that with 

any one, the more I am doing it for the group as a whole. 

So I tend to think across levels.  

 

These participants illustrate how they see multiple levels simultaneously.  

Seeing the multiple levels simultaneously  

 

I am very assisted by verbal analysis system, like SASB, 

Lorna Benjamin’s SASB and Hill Interaction Matrix. Those 

verbal statement by statement allows me to track 

intrapsychic, interpersonal, and group level process. So if, 

let’s say individual members are in a storming stage, 

cohesion is dropping, aggression is rising, and I have five 

out of seven members make individual statements that have 

to do with attack, which is on the Hill Interaction Matrix, 

assertive level, what it means is aggressive. So if five of the 

seven members are aggressive, and I note that there are two 

silent members. Then at the group level,  it is not helpful 

aggression. That is when I ask the two silent members what 

is going on for them because they will start to modify this 

hurtful aggressive talk. And I can also weigh in with an 

explicit description of what I see, which is most people in 

here are very angry and we don’t seem to be problem 

solving very well. Do you want to keep this up? And that 

takes member to member comments being analyzed in my 

head. And member to leader comments, what they are 

saying to me about my ineffectiveness, or what an idiot I 

am. And internal member comments center, kind of, 

intrapsychic like, they are not really speaking to the group 

when they say things like, “I hate my father for molesting 

me and I am ruined forever.” That is a pretty intrapsychic 

statement. So I try to track all three of those things at the 

same time because they all really influence how I am going 

to intervene.  

 

So when I work with a group, I look into the multiple 

dimensions. You know, who the individual is, how does the 

person come across to other people, the interpersonal style, 

and how they communicate and interact with each other, 

and how they co-create a system that can serve in their best 

interest or sometimes triggerpathology or problems that 

they need to be more attentive to or try to work it out.  
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Category 2. Integration of the individual and group-as-a-whole level. A major 

characteristic of group case conceptualization is that group therapists consider both 

individuals and group. This is evident in the emergence of the first two domains: Group 

Functioning and Individual Functioning. While these two domains concern the content 

areas, this category emphasizes structural attributes of the integration of the individual 

and the group-as-a-whole level.  

Master group therapists defined problems in individual and group functioning in 

relation to each other. They emphasized paying attention to both individual psychology 

and group psychology. They may focus on a member’s behavior but make a causal 

inference for the member’s behavior based upon group dynamics.   

Emphasis on seeing both individual and group-as-a-

whole level  

 

As time went on, I had to develop my own way. All 

therapists do this of combining how you understand 

individual and how you understand what is happening in a 

group. What I saw was that there are two errors that can 

easily be made. One error is to focus completely on 

individuals, trying to understand everything from a point of 

view of individuals. The other error is to almost forget 

completely about individuals and simply look at group a 

whole phenomenon.  

 

When I am in the group, I mostly think about group level 

phenomenon, because I do believe that group becomes an 

entity. If you pay attention way too much to individual 

dynamics, you miss the group level phenomenon. So I try 

to tolerate the tension of the two things.  

 

You have to be, as a group therapist, so mindful of the 

context of the social group process which affects people 

individuals have an impact on it, and they are impacted by 

the collectivity. You cannot ignore the collectivity. … 

Almost all the group therapists get, I would say, seduced. 
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They get drawn into one on one, into pairing as it were, 

Bion’s term, basic assumption paring.  

 

Master group therapists defined a problem both at the individual and group level, 

and then determined a level for interventions. This decision can vary by situations for a 

particular therapist. It can also be effected by the therapist’s theoretical orientation. This 

participant commented on his awareness of problems at both individual and group level 

and the use of interventions at the individual level.  

Intervene at the individual level  

 

And because of the silence, I am always trying to figure out 

why people are not talking. And there are two ways to 

focus on that. Why the individual is not talking, or why the 

group tolerates the individuals who are not talking. And I 

have found that the group won’t work on that level. You 

have to work on that individual level.  

 

This participant described continuous change in his focus between individual 

work and group process by calling it “accordion theory”  

Accordion theory  

 

I have been an integration of a variety of different kinds of 

approaches. Right now, basically it is a Redecision Therapy 

model with a process background. I think in terms of group, 

I like to get the process started with group. So people are 

getting engaged and involved. And then, I move into 

individual work, and after the individual work, which 

stimulates feelings and common issues with the people, I 

go back into the process until I think individual work is 

appropriate and I go back into the individual work. It is 

almost what I call my accordion theory. And then, when I 

think somebody exemplifies the most energy in the group 

or the most symbolic form of what the group is dealing 

with, I will zero in that with individual work with that 

person and then back out to the process by asking other 

people what their reactions were and what that reminded 
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them of. And then, when the energy shifts into another area, 

I will focus on that person and do individual work.  

 

Consistent with multiple categories in the domain on group functioning, group 

was used referring to different aspects. For some, group is used simply as referring to the 

majority of the group members. Others used group to refer to group dynamics or group 

force. Still others used group referring to interpersonal group process.  

Category 3. Integration of individual and interpersonal. Master group therapists 

integrated the individual level and interpersonal level as well. Participants addressed two 

types of integration of the individual and interpersonal levels. One is a simple form of 

integration, in which an interpersonal level interaction emerges when group members 

relate to the focal group member’s issue. The other form of integration is more complex. 

Group leaders actively conceptualized an individual member’s issue in the context of 

interpersonal interactions.  

Examples of a simple form of integration are as follows. One participant 

mentioned that when the group therapist works individually with one group member in 

the group, the group therapist should be mindful of including other group members in the 

individual work process. Another participant mentioned the individual level changes into 

the interpersonal level through the “piggyback process.”   

Individual work should be done in the interpersonal 

process 

 

If you start doing the individual work, everybody in the 

group is going to think you are gonna do individual therapy 

with him. You’ve got to focus on what the whole group is 

doing, how are they hearing the individuals. .. yes you are 

doing individual work. You always get it done in the 

process of something happening between 2, 3, or 4 people.  
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Piggyback process  

 

And I think that seeing other people do their work creates 

kind of a piggyback process. Watching someone else do 

some work about their abuse in their family brings up that 

for other people, which is something they might not have 

had if they hadn’t watched someone. So there is a 

piggyback kind of process going on.  

 

Group therapists actively utilized the interpersonal level as a context where 

individual members’ issues play out. Some described this process by using the concept of 

enactment. Others stated that they “find a figure in the room.” One Participant, who 

identified himself as an analytic group therapist, described the interpersonal level as 

“things to begin with.”  

Enactment of individual issues in the interpersonal group 

context  

 

The individual and interpersonal levels start to be 

intertwined. As the group goes on, I keep converting every 

individual issue into an interpersonal issue. If an individual 

has an intimacy issue, you see the intimacy issue played out 

with different people in the group. For example, what 

makes it possible for you to be more open with this person 

than with that person. So they basically give feedback and 

that becomes interpersonal process.  

 

The interpersonal level is alternating with some intra 

psychic work in which I am encouraging people to think 

about where these patterns come from in their lives. On the 

part of each of the members, let’s say that [they] are caught 

up in some pattern that has meaning for both of them. 

Where does this come from and what are the implications.  

 

Find a figure in the room  

 

(Interviewer: “How much do you think at an individual 

level?”) Quite a bit. I am thinking, I start at thinking at all 

different levels. I will probably intervene the most at an 
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individual level. First of all, I think how they use the group 

and what is going to be most beneficial for them. So that 

way then I will intervene according to that. So it might be 

better for them to find work more in the here and now, to 

find a figure in the room that is like someone who the 

person is talking about outside of the room, to work on 

their interpersonal problems, to make even an intrapsychic 

problem …. 

 

Begin with the interpersonal level and end with the 

individual level  

 

(Interviewer: How much and when do you think at the 

interpersonal level?) I use that all times. That is the surface 

of the group therapy. (Interviewer: “And where does it 

end?”) It ends inside them, what their conflicts are, what 

their fantasies are, what their projections are.  

 

Domain 4. Conceptualization Process and Strategies. This domain regards 

participants’ conceptualization process and strategies. Three categories were identified 

within this domain as follows: Openness, Tracking, and Using Yourself.  

Category 1. Openness. Master group therapists strive to be open to perceiving 

data about clients’ experience and their unique story. Despite having highly generalized, 

integrated, and comprehensive schemata, master group therapists reserved their 

knowledge and tried to listen to be open to each client’s unique story as well as unique 

dynamics of each group.  

Reserved their knowledge and be open to the client’s story 

and the group process  

 

I am open to discovering what is going on with me and 

what is going on with them. And it is not that there is a 

negative goal to be found but that it is always being 

constructed and changed. There is not one ultimate truth. 

We can never fully know what is actually going on in 

individual session or in a group session. We can only get 

part of it. And it is always changing.  
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So the conceptualization is usually I do have a bigger 

picture, but when I step into the group work, I need to be 

very flexible and spontaneous and sometime trust the 

process. I think the process itself informs me what might be 

going on in a particular moment.  

 

And then, when I am sitting in a group, I experience each 

individual client as a person who has a story. And they 

have told that story to themselves a lot. And I try to 

intervene with that.  

 

Participants addressed the limiting role of existing knowledge on understanding 

clients’ experience. One participant commented that therapists should remove their 

theoretical “filters” that keep them from being open.  

Remove filters  

There is the intellectual group process model and the 

intellectual individual personality model. The other thing 

you really have to do is listen very closely to what people 

are really saying. You really have to listen closely and 

remove all your filters as [you listen]. I guess this is what 

my early Rogerian roots still operate at. Really trying to 

understand what the individual person is saying and helping 

everybody in the group learn to listen. … Also, you have to 

avoid really being abstract with people. You have to avoid 

being theoretical and see the individual stories. You never 

lose your track. No matter how much you have your 

theories, you should never lose your sight of the individual 

stories.  

 

One participant stated that when she was a novice therapist, she 

focused on what she thinks should happen. 

Focused on what should happen  

 

Stay with what is happening in the room… I think when I 

was a novice, I think I focused much more on what I 

thought should be happening. You know, you read, you 

hear from everybody about their great group successes. 
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You have a feeling that, you know what should be 

happening and you try to make things happen.  

 

Category 2. Tracking. Some master group therapists stated that they are alert and 

keep track of what is happening in the group. The participants explained the reasons to be 

alert and keep tracking in relation to the group therapist’s responsibly to create and 

maintain a conducive group environment as well as the complexity of group with 

multiple participants.  

These two participants commented that group therapists should monitor the group 

because taking care of the group environment is a basic group leader’s responsibility.  

The group leader’s responsibility of taking care of the 

group environment  

 

I would teach and I believe that the group therapist is the 

only one in the room who really can speak about the group 

as a whole. ….  I am not saying the group leader or group 

therapist is the only one who has insights or has 

interpretations, or has any special knowledge of what is 

going on. What I am saying is the patient is there to be a 

patient and the therapist is there to be a therapist. So as a 

group therapist, if you don’t keep track of what is 

happening to the group as a whole, there isn’t anyone else 

to find that out. So in order to let patients be patients, you 

have to keep track of what is happening in the room.  …of 

course patients help each other a lot. And patients can help 

the group a lot. There is no question about that. But 

remember that they don’t have that role. They don’t have 

the responsibility and the job to keep the fabric working.  

 

You ought to be alert. So if you are a highly charismatic 

leader like in Lieberman, Yalom and Miles’ study in the 70s 

[. They did in the San Francisco area with the T group 

leaders. There was one guy who was terribly, terribly 

charismatic, and this research documented patient 

deterioration. So as a leader you have to be somewhat 

subdued in how you intervene and the group can’t be about 

you, so if you’ve got a big ego, do something else. Don’t 
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lead group… and you have to really watch what the group 

is turning into. And you have to make it explicit as you 

move along stages, keeping track of the goals in the group, 

and keeping the maintenance, the atmosphere for the group 

useful enough. 

 

This participant mentioned that group therapist should be alert in group due to the 

unpredictability of group created by multiple group members.  

Unpredictability of group  

 

(Interviewer: Is your approach in group different from your 

approach in individual therapy, or the same?) No my 

approach in group is very different. Because I am 

analytically trained.. I think the nature of psychoanalysis in 

group is very, very different from the nature of 

psychoanalysis in individual work. (Interviewer: Okay, can 

you tell more how it is different?) You don’t have multiple 

personalities. You don’t have multiple contributions. Group 

is a much more unstable entity. Bion talks about 

containment. The group has to be contained by the therapist. 

There is much more focus in individual work on the 

therapeutic alliance about what patients will tolerate. The 

group is a much more unpredictable entity. You never 

know what is going to go on in the group, you never know 

what somebody is going to say, what levels their 

interventions are going to be. … the therapist has to be alert.  

 

Category 3. Use yourself. Master group therapists indicated that they use 

themselves in identifying relevant issues and understanding what is going on in group.  

One participant described this use of self in conceptualizing by using the term 

“participant-observer.”  

Participant-observer  

 

I think the role of the group therapist is not the role of the 

group leader but somebody who is a participant-observer 

and has to become very aware of what they are feeling in a 



 

 105 

group as well as what the patients of the group are feeling 

or trying to express.  

 

Another group member emphasized the importance of knowing one’s feeling and 

differentiating different sources of feelings (feeling as a group therapist versus 

countertransference ).  

Know your feeling  

 

You have to make sense of your own feelings as a group 

therapist to understand what is happening to you as an 

authority figure, how they are using you as a leader …. 

And you have to be able to separate out what is you from 

what they are doing to you. But that is a lot of group as a 

whole phenomenon, but also makes use of transference and 

countertransfernce.   

 

Master group therapists were not only aware of the utility of using one’s own 

reactions as data but also of the blocking role of countertranference in one’s perception.  

Blocking role of countertransference  

 

And then of course I have to ask, “What is going on with 

me?” why am I having trouble with it. And then, what is 

my resistance. How would I possibly be keeping the group 

from being forward into more direct expression of their 

feelings? … One example I gave you, that challenged me a 

little bit because I was raised in a family which if you love 

somebody, you don’t get angry with them. So I had a group 

that was way too nice to each other. And I got some 

consultation and began to be able to say something that 

would give them permission and encourage them to talk to 

me. (Interviewer “:How did consultation help you?” ) The 

consultation made me aware of how I was inhibiting the 

expression of anger because of my own irrational belief: 

you are not supposed to be angry with those you love.  The 

consultation built upon things I already knew from my 

work with Modern Analytic Group Psychotherapy, but I 

had been as yet unable to take the risks of letting someone 

get angry with me.  The consultation was actually more 
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than just consultation.  It was expert supervision which 

helped me examine my own countertransference resistance.  

 

Master group therapist’ intuitive learning was coded in this category as 

participants perceived intuitive learning as knowing by one’s own feelings.  

Intuition  

 

I try to get a sense of what the feeling is in the room. And I 

may use my own feelings. I may use what I think other 

people are feeling. And then, I may wait a bit and not 

intervene so much. Or I may decide to intervene if I feel I 

can do something. ……. It is not something that I thinking 

about before I walk into the room. I am using what is 

happening in the moment.  
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Chapter V 

Summary, Discussion, and Conclusions 

Given the complexity of group counseling, case conceptualization skills are 

critical for group therapists. The purpose of this research was to investigate case 

conceptualization in group counseling. The current research defined case 

conceptualization of group counseling as a process of defining a problem that is the focus 

of group work and finding an explanation for the problem.  

Interview data with 12 master group therapists were analyzed by using a modified 

version of Consensual Qualitative Research (CQR; Hill, et al, 1997; Hillet al., 2005).As a 

result, four Domains emerged which are Group Functioning, Individual Functioning, 

Integration of Multiple Interaction Levels, and Conceptualization Process/Strategies. The 

first two Domains on Group Functioning and Individual Functioning are related to the 

content knowledge of conceptualization, or data that is considered to be important in 

conceptualizing group counseling. This result indicates that master group therapists not 

only pay attention to each group member’s functioning but also attend to the group as a 

therapeutic vehicle. The third Domain on the Multiple Interaction Levels pertains to the 

structure of group therapy conceptualization. Master group therapists’ conceptualizations 

were highly integrative considering the relations among the three group interaction levels 

(individual, interposal, and group-as-a-whole level). Finally, master group therapists had 

procedural knowledge that facilitates their developing group therapy conceptualization. 

Domain 1: Conceptualization of Group Functioning 
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Since group is a therapeutic vehicle that allows group members to make changes, 

malfunctioning of the group is a fundamental problem. One participant described this by 

using a metaphor of family, stating a malfunctioning family cannot nurture its children 

properly. Using the interview data of this study, it was found that master group therapists 

focused on seven content areas to conceptualize group functioning: (1) Collective 

Behavior, (2) Interpersonal Interaction, (3) Mood/Atmosphere of the Group, (4) 

Universal Issues/Themes, (5) Group members’ Role (6) Variables of the Group as a 

Therapeutic Condition (cohesion/norm/stage/safety), and (7) Background Information of 

the Group.  

Category 1: Collective Behavior. In conceptualizing Group Functioning, master 

group therapists used group members’ Collective Behavior to define a problem of a 

group focusing. The most commonly mentioned collective behavior was avoidance. An 

example of avoidance is when group members do not say anything or they say only nice 

things. The entire group engaging in a common maladaptive behavior is a problem as 

there is no one to regulate or change the behavior except the group therapist. Without the 

group therapist’s intervention to change the flow of the group, the group cannot work 

appropriately as a therapeutic vehicle and, therefore, group members cannot achieve their 

goals.  

Category 2: Interpersonal Interaction. Master group therapists also focused on 

Interpersonal Interactions in the group. Examples cited by the participants of 

Interpersonal Interactions are two group members engaging in frequent arguments or a 

female group member being criticized by male group members. This Category is 
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distinguished from the rest of the Categories in the Domain of Group Functioning. While 

the rest of the Categories are group-level phenomenon, the Category of Interpersonal 

Interaction is related to the individual and interpersonal level. Unlike group level 

phenomena, Interpersonal Interactions focus on group members’ individualities, unique 

intra-psychic attributes, and the interpersonal interactions created by different 

individuals’ styles. Including the Category of Interpersonal Interaction in the Domain on 

Group Functioning highlights the fact that group functioning is not identical to group 

level phenomena or that group functioning is not explained only by group level 

phenomena.  

Category 3: Mood of the Group. Another important observational data that 

master group therapists use is the Mood/Atmosphere of the Group. The 

Mood/Atmosphere of the Group is used as a way to find meaningful content. Master 

group leaders look for where affect is and follow the affect to find an important issue in 

the group. When a problem is not yet clear to the group leader at an intellectual level, 

trying to understand the meaning of the mood is an effective way to reach clearer 

conceptualization of a problem.  

While the first three Categories (Collective Behavior, Interpersonal Interaction, 

and the Mood of the Group) are related to defining a problem, the rest of the Categories 

refer to functional and causal explanations of the problem.  

Category 4: Role of Group Members. Master group therapists were also aware 

of the role of group members on Group Functioning. Since the group is a collective entity 

as a whole, one member’s style, problems, and/or actions can impact the whole group’s 
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dynamics (Yalom, 2005). Group members can play both a facilitative and impeding role 

in effective group functioning.  

Category 5: Universal Issue/Theme. Master group therapists conceptualize 

Group Functioning focusing on Universal Issues and Themes. Some issues, such as 

authority related issues, are common to any group in the course of group development 

(MacKenzie, 1994). Other issues, such as sexuality and competition, are unique to 

specific groups. The level of inferences varies within this category, ranging from a 

surface or concrete level (i.e., health problem, women’s issues) to a deeper and abstract 

level (i.e., avoidance of honest communication or competition).  

Category 6: Variables of the Group as a Therapeutic Condition. In addition, 

master group therapists focused on variables that constitute the condition of the group, 

such as cohesion, safety, norm, and appropriate level of anxiety. Group therapists have to 

create an environment where group members can openly and safely explore their 

problems and interact with each other, and lack of this condition is a critical problem. 

Master group therapists pay attention to this Category on the group condition particularly 

in the early stage of group development. Once a safe and open group environment is 

created, more focus is placed on group process and interpersonal dynamics among group 

members.  

Category 7: Background Information of the Group. Finally, master group 

therapists take into account background information of a specific group, such as the types 

of the group or memberships, in order to understand the functioning of the group. 

Although the Background Information of the Group is not viewed as a direct problem in 
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the group, it is considered among variables that impact or contributes to a problem in the 

group. For instance, one participant attributed the group dynamic where all the group 

members talked about negative things to the background information of the group that 

was homogeneous and composed of only people with depression. 

Domain 2: Conceptualization of Individual Functioning 

As one participant commented, the group therapist’s contract is always with the 

clients and group therapists use groups to advance clients’ progress. In other words, 

group therapists focus on Group Functioning due to the importance of the context that 

enables the individual to make changes. Yet the primary and fundamental goal is still in 

treating the group clients or group members. Thus, conceptualization of each group 

member’s individual functioning is an essential part of conceptualization in group work. 

The present study identified five Categories within the Domain of Individual 

Functioning: (a) Background Information of the Group Client (b) the Group Client’s 

Behavioral Patterns in the Group, (c) Other Group Members’ Reactions to the Group 

Client, (d) the Group Client’s Internal Experience in the Group, and (e) Theoretical 

Framework of the Group Client’s Core Issue. Individual Functioning is defined as 

conceptualizing the group client’s problem and developing functional and causal 

explanations for the problem.  

Category 1: Background Information of the Group Client. The first Category, 

Background Information of the Group Client, is equivalent to most of the data that is used 

in individual psychotherapy case conceptualization. Examples of Background 

Information of the Group Client Category include family background, diagnosis, risk 
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level, and presenting concerns. Compared to other Categories (the Group Client’s 

Behavioral Patterns in Group, Other Group Members’ Reactions to the Group Client, and 

the Group Client’s Internal Experience in Group) on Individual Functioning, this 

Category is mainly based on there-and-then information.  

It is notable that although the Category of the Background Information of the 

Client is broad and inclusive, only five participants endorsed this category. This may be 

related to the interview questions asking how master group therapists conceptualize 

group counseling. If questions are asked specifically referring to the group client, such as 

“How do you conceptualize your group clients in the group?” or “Can you give an 

example of your conceptualization of a group client?” this Category may have had more 

responses. Despite the potential limiting effect of the interview questions on the 

participants’ responses, the current research provides clear evidence that master group 

therapists utilize in-group data much more compared to the there-and-then background 

information of the client. In fact, two participants commented on the negative impact on 

their leadership of having too much background information.  

Category 2: Group Client’s Behavioral Patterns in Group. The majority of the 

participants conceptualized the client’s problem by focusing on the Client’s Behavioral 

Patterns shown in the group. The high response rate of this Category is in contrast with 

the low response rate of the Background Information of the Group Client Category, 

indicating that a group member’s problem is frequently defined by the group members’ 

in-group behaviors rather than their history or presenting concerns. Garland (1982) 

mentioned the importance of helping the group members take their “non-problem” 
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seriously. The non-problem refers to the reenactment of group members’ problematic 

relationships within the group. The Category of the Client’s Behavioral Patterns” fits 

with Garland’s description of “non-problem.” This finding will be further discussed in 

the section of comparison of case conceptualization for individual and group therapy. 

Category 3: Other Group Members’ Reactions to the Group Client. In the 

process of developing conceptualization of the client, master group therapists also used 

information from other group members’ reactions to the client. Master group therapists 

differentiated two types of reactions; one as an accurate reflection of the client’s problem 

and the other as a projection of other group members. Other group members’ reaction as 

an accurate reflection of the client’s problem is based on the assumption that the client 

has a problem that evokes a certain reaction from others. In this case, other group 

members’ reactions serve as a reference of the client’s interpersonal problems outside the 

group. Other group members’ reaction as their own projection is not really about the 

focal group client, but an expression of other group members’ issues. This category can 

be viewed as an interpersonal link among group members, facilitating the group to 

continuously shift the focus of the group work. Although most of the participants value 

and facilitate the exchange of interpersonal feedback, one participant was also aware of a 

potential harmful effect of inaccurate feedback exchange, especially in the early stage of 

group development.  

Category 4: Internal Experience of the Group Client in the Group. Master 

group therapists also focus on the client’s internal experience, particularly feelings, in the 

group. The use of affect was important both in individual and group functioning 
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conceptualization. The rationale for considering the client’s internal experience in group 

treatment seems to be similar to the one in any individual theory.  

Category 5: Theoretical Framework of the Client’s Core Issue. The final 

category within the domain of individual functioning is a theoretical framework of the 

client’s core issue. Theoretical framework helps group therapists to apply individual 

psychotherapy theory and concepts to developing a conceptualization of the group client 

when in the group setting. One of the most commonly addressed concepts was enactment, 

a term from psychoanalysis. Master group therapists conceptualized that the client’s core 

issue is played out or is enacted in the group. Psychodynamic-oriented relational 

concepts, such as transference, projection, association, and resistance were also 

commonly addressed. Additional concepts utilized in conceptualizing individual 

functioning include honest communication and conflict.  

Domain 3: Integrative Conceptualization of the Multiple Interaction Levels 

Many modern group psychologists use the three multiple interaction levels as a 

framework to conceptualize various group data, such as different group theories (Runtan, 

Stone, & Shay, 2007), instruments of group process (Fuhriman& Barlow, 1994; Greene, 

2012; Beck & Lewis, 2012), and group interventions (Kline, 2001). One of the research 

questions asked of each of the 12 participants was: How do master group therapists 

conceptualize the multiple interaction levels in group.  

Category 1: Integration of All Three Levels (Individual, Interpersonal, 

Group-as-a-Whole). This study found that master group therapists consider all three 

interactions levels (individual, interpersonal, and group-as-a-whole level) as important, 
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holding a highly integrative view of the relationships among the three levels. The finding 

that master group therapists consider all three levels as important is nota new finding. 

What is notable about the master group therapists’ conceptualization is the high level of 

integration and interrelatedness of their conceptualizations. This is different than most 

supervision and training models of group counseling in which group data is categorized 

and simplified. For instance, according to Rubel and Okech’s(2006) illustration on how 

to use their supervision model, the effect of a group member’s sexual orientation on the 

therapist-group member relationship is sorted as the individual level. The impact of 

cultural differences on communication problems between two group members is 

categorized as the interpersonal level. Finally, the dependency of the whole group 

members on the group therapist is considered as the group-as-a-whole or system level. 

Similarly, the first and second domains of this research also are an attempt to categorize 

various group data into categories. This categorizing approach is especially effective for 

training beginning therapists (Loganbill & Stoltenberg, 1983). A problem within this 

approach is that relations among different pieces of information can be lost in the 

categorizing process. Fuhriman and Barlow (1994) commented on the limit of using 

category dependent measures, stating that the significance of the dynamics properties of 

interpersonal interactions in group is limited to the categorical definition (p. 215). Master 

group therapists tend to conceptualize a problem from multiple perspectives, seeing 

relations among different interaction levels. This is consistent with the research finding 

that experienced counselors’ conceptualization have more reciprocal links between 

concepts (Mayfield, Kardash, & Kivilighan, 1999).  



 

 116 

Integration of the three interaction levels was made by the participants in different 

ways. Some master group therapists began with conceptualizing the group client’s 

concerns and problems (individual level) and then looked at how the group client’s issues 

are manifested in the interpersonal interaction (interpersonal level), as well as how the 

whole group responds to the group client and/or the interpersonal interaction (group-as-a-

whole level). Others looked at the whole group picture first, asking what is going on in 

the group or where the affect is (group-as-a-whole level), which leads to identifying 

relevant interpersonal interactions (interpersonal level). Then, master group therapists 

explored the meanings or implications of the interpersonal interactions for each group 

member involved in the interactions (individual level). Also, the relations of the three 

levels are not linear. Master group therapists viewed group interactions at any level as 

interrelated to one another, which is consistent with system theory (Agazarian, 1997). 

Category 2: Integration of the Individual and Group-As-A-Whole Levels. 

Two distinctive patterns were identified with regards to how master group therapists 

conceptualize different interaction levels. First, master group therapists considered both 

individual level and group-as-a-whole level. This is consistent with Battegay’s assertion 

on the group therapist’s need of bifocal attention (Battegay, 2003). A close examination 

of the relational structure of these two domains reveals an important question regarding 

the definition of a group. Although most participants mentioned their bifocal attention on 

the individuals and the group, describing it as a “tension between individuals and group” 

or “balancing between individuals and group,” there appears to be a difference in their 

definition and practice of the bifocal attention. In a simple form of bifocal attention, 
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group therapists pay attention to the focal group member’s issue, while seeing how the 

rest of the group members respond to the focal client. In this case, the term “group” was 

used to refer to all or the majority of the group members. The other form of bifocal 

attention is more complex. Master group therapists conceptualized how individual 

functioning interacts with group functioning. For instance, master group therapists were 

mindful of how the client’s problematic style impacts the mood of the group or serves 

group level issues (e.g., sexual attraction, intimacy, aggression). In this case, group refers 

to group process, group dynamics, or group force. Karterud and Stone (2003) stated that 

an expression like “The group tends to avoid” implies the existence of a supraindividual 

mind, or group mind, in the group. However, the present study clarifies that group 

therapists use the term “group” not only to refer to group dynamics or force, but also 

simply to refer to all, or the majority, of the group members and their actions.  

Category 3: Integration of the Individual and Interpersonal Levels. The other 

pattern of integration pertains to the relation of the individual and interpersonal level. 

Similar to the integration of the individual and group-as-a-whole level, a simple and a 

complex form of integration were observed. In a simple form of integration, when two or 

more people have a common problem as the focal group client has, the focus is viewed to 

change from the individual level to the interpersonal level. In a complex form of 

integration, the interpersonal level is used as a context where an issue at the individual 

level is manifested or played out. Thus, master group therapists facilitate the creation of 

interpersonal interactions intentionally to provide a context where group members’ 

different individual issues are revealed. Many master group therapists mentioned that the 
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interpersonal level is probably the most important level. This is not surprising given that 

most of the therapeutic factors relate to the interpersonal level, such as interpersonal 

learning, feedback exchange, and interpretation of transferences (Yalom, 2005; Rutan, 

Stone, & Shay, 2007). Yet, how master group therapists define and use the interpersonal 

level seems to differ by their theoretical approaches. This will be further examined later 

in the section on comparing differences in group case conceptualization by theoretical 

orientation.  

Domain 4: Conceptualization Process and Strategies 

With regards to master group therapists’ conceptualization process and strategies, 

three categories were identified as follows: Openness, Tracking, and Using Yourself. 

Initially, more domains were developed regarding the conceptualization process based 

upon the literature review. For instance, Brown, Spender, and Dlin (1990) proposed a 

group formulation model consisting of Perception, Affect, Cognition, Validation, 

Intervention, and Evaluation. Similarly, initially, the research team developed three 

domains of Seeing, Constructing, and Communicating. Yet, since data on Constructing 

were already coded in the previous domains (Individual Functioning, Group Functioning, 

and Integrative Conceptualization of Multiple Interaction Levels), there was no category 

left to analyze independently. Also, identifying important data or patterns (Seeing) and 

constructing conceptualization (Constructing) were often difficult to differentiate in 

master group therapists’ thinking process as master group therapists tend to know 

intuitively due to deeply embedded cognitive schemas developed over hundreds of hours 

of group therapy practice (Glaser, 1984; Martin et al., 1989; Cummings et al., 1990).  
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Category 1: Openness. Despite their high conceptualization skills, master group 

therapists were very mindful of the importance of being open to the clients’ experiences 

and not assuming from their existing knowledge. Master group therapists were flexible in 

utilizing different frameworks. They were also open to the possibility that their 

conceptualization can be wrong.  

Category 2: Tracking. Another strategy used by master group therapists in the 

conceptualization process is to keep track of what is going on in the group. Although this 

procedural knowledge is used in individual treatment as well, this tracking skill appears 

to be particularly important in group therapy. This emphasis is closely related to the role 

of the group therapist in maintaining a positive environment. One participant commented 

on this unique role of the group therapist.  

I would teach and I believe that the group therapist is the 

only one in the room who really can speak about the group 

as a whole. ….  I am not saying the group leader or group 

therapist is the only one who has insights or has 

interpretations, or has any special knowledge of what is 

going on. What I am saying is the patient is there to be a 

patient and the therapist is there to be a therapist. So as a 

group therapist, if you don’t keep track of what is 

happening to the group as a whole, there isn’t anyone else 

to find that out. So in order to let patients be patients, you 

have to keep track of what is happening in the room.  …of 

course patients help each other a lot. And patients can help 

the group a lot. There is no question about that. But 

remember that they don’t have that role. They don’t have 

the responsibility and the job to keep the fabric working.  

 

The group therapists do not have to intervene directly all the time, but they need 

to be alert, keep track of what is happening in the group, and intervene when the group 

environment as a therapeutic vehicle is treated.  
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Category 3: Use Yourself. Also, master group therapists used their own feelings 

and intuition to make sense of what is going on in the group. One participant described 

his use of affect in perceiving information as a “participant-observer.” Master therapists 

actively used both their intellectual understanding and emotional experience to make 

sense of the functioning of the group clients and the group.  

Communicate Conceptualization in an Interactive and Safe Way. An additional 

finding of this research is that master group therapists communicate their 

conceptualization in a very interactive and safe way. This was not included in the results 

section, as this skill is among the intervention skills. However, examining this quality of 

master group therapists is important in understanding the master group therapists’ 

conceptualization process. Even though the research questions asked about 

conceptualization skill, a number of participants emphasized the importance of an 

interactive and safe delivery and utilization of conceptualization. As a way to 

communicate their conceptualization safely for the clients, master group therapists 

reported that they use their feelings, take a tentative position, and make a comment based 

on their observations, rather than giving direct interpretations.  

One participant noted that what is difficult for him is not about conceptualization 

but about how to use and communicate it.  

For me it is too easy to conceptualize. So that, my dilemma 

has been once I conceptualize it, how to really get the 

materials working, how to get it in and to communicate it in 

an authentic way, which speaks to the person in a life, 

which speaks to what we need to get at. That is why I 

mentioned using metaphors. 
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The following two participants mentioned they speak about their feelings was a 

way to communicate their conceptualization safety.   

I do not impose what I feel on the group. I will ask them if 

they want to hear it and I will be very selective when I do 

that in terms of what I think would be useful for them to 

know as to what happens to me as somebody who was 

there with them and concerned about them, in response to 

what is going on. 

 

You are the leader, you are the conductor, but you are also 

present in the room as a kind of a member. So occasionally, 

my comments might be quite self, personal, not the…. 

Because you are modeling not just your role as a leader, 

you are also modeling your personhood I think.  

 

From a perspective of information processing, the process of perceiving data and 

constructing and communicating conceptualization corresponds to encoding, processing, 

and decoding data respectively. Master group therapists put a great emphasis on openness 

in the encoding process. They develop highly integrative and comprehensive 

conceptualizations. Finally, master group therapists strive to be interactive, engaging, and 

safe in delivering their conceptualization.  

Group Case Conceptualization and Theoretical Orientation 

Although all the master group therapists reported that they consider all three 

interaction levels in their conceptualization, qualitative differences were observed in their 

emphasis of the interaction levels and the way of integrating the levels by the group 

therapists’ theoretical orientations. How group case conceptualization differs by group 

therapists’ theoretical orientation is an area worthy of systematic research investigation in 



 

 122 

the future. Yet, in this section, qualitative differences are discussed from a tentative 

position.  

In order to discuss differences by group therapists’ theoretical orientation, the 

author of this dissertation first assigned each Category of the Domains of Individual and 

Group Functioning corresponding to relevant interaction levels as shown in Table 7. This 

assignment is based on this author’s judgment, so there can be different views.  

 

Table 8 

 Interaction Levels of the Individual and Group Functioning Categories 

Level Group Functioning Individual Functioning Level 

G Collective behavior Background information I 

IP Interpersonal interaction Behavioral pattern in group I/IP 

G Mood/Atmosphere of the group Other group members' reaction I/IP 

G/I 
Role of the group members Internal experience 

I 

G Universal issue/theme Core issue I 

G Group condition as a therapeutic 

vehicle 
 

 

G Background information of the 

group 
 

 

*I:Individual level, IP:Interpersonal level, G:Group-as-a-whole level 

 

Among the domain of Group Functioning, categories of group members’ 

collective behavior, mood/atmosphere of the group, universal issue/theme, group 

condition as a therapeutic vehicle, and background information of the group were 

assigned with the group-as-a-whole level. The category of interpersonal interaction was 

considered as the interpersonal level. The role of group members seems to be related to 
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the group-as-a-whole primarily. Yet, it also has a strong relation to the individual level, 

given that the group member who plays a certain role in group dynamics is likely to have 

a unique characteristic that can be a focus at an individual level. Yalom (2005) articulates 

on the interrelation of an individual client’s problem and the group’s dynamics. He 

suggests that a client’s problem is defined in relation to the environment where the client 

is.  

The term “problem client” is itself problematic. Keep in 

mind that the problem client rarely exists in a vacuum but 

is, instead, an amalgam consisting of several components: 

the client’s own psychodynamics, the group’s dynamics, 

and the client’s interactions with comembers and the 

therapist. We generally overestimate the role of the client’s 

character while underestimate the role of the interpersonal 

and social context (p. 391)  

 

All five categories of the Individual Functioning domain are related to the 

individual level. Among them, categories of the group client’s behavioral pattern and 

other group members’ reaction have a strong relation with the interpersonal level, as the 

focal group client’s action and others’ reactions constitute an interpersonal interaction. 

Group-as-a-whole level oriented approach versus Individual level oriented 

approach and interpersonal level oriented approach. Two participants identified 

themselves strongly as  a group-as-a-whole therapist. Many of the participants integrated 

the group-as-a-whole approach with varying emphasis. A difference between the group-

as-a-whole level oriented approach and the other two was found with regard to the 

emphasized focus between group functioning and individual functioning. Say a group 

member has difficulty opening up in the group and other group members start to feel 
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frustrated. The group-as-a-whole level oriented therapist focused more on the group 

functioning, such as frustration in the mood of the group, rather than on the group client. 

Group-as-a-whole therapists seem to emphasize the group therapist’s role to create and 

maintain a therapeutic environment. They seem to assume that once the environment is 

created, then group members’ change and improvement naturally ensue. On the other 

hand, although individual and interpersonal level oriented group therapists are very much 

alert to the group functioning, they seem to focus on facilitating interpersonal interactions 

and intervene with individual group members.  

Individual level oriented approach versus interpersonal level oriented 

approach. Although the current study did not look at differences by group therapists’ 

theoretical orientation systematically, a tentative finding is that frequently both 

individual-level-oriented and interpersonal-level oriented group therapists utilized the 

category of interpersonal interactions. Yet, there seems to be a subtle difference in the 

view of the group interaction. Individual-level oriented group therapists, represented by 

traditional psychoanalysis and the Redecision Therapy model, see the group therapist as a 

main therapeutic agent, while seeing other group members and their interpersonal 

interactions as stimulus material or part of the supportive group environment. Rutan, 

Stone, and Shay (2007) stated that the basic premise of psychoanalytic group therapy is 

that “in group settings significant transferences develop and that through interpretation of 

these transferences, neurotic conflicts and character styles can be analyzed (p. 15).”On 

the other hand, interpersonal level oriented group therapists, represented by interpersonal 

group theory and modern psychoanalytic/psychodynamic theories, seem to view the 
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interpersonal interaction as a place where therapeutic factors operate through feedback 

exchange, interpersonal connection, and support. In this view, group members are 

considered as auxiliary therapists (Rutan, Stone, & Shay, 2007).  

Comparison of Case Conceptualization for Individual and Group Therapy 

Comparison of case conceptualization between individual and group therapy will 

deepen our understanding of conceptualization of group work. A similarity is that the 

group therapist conceptualizes the group members and their problems, seeing them as 

clients. A difference is that unlike individual case conceptualization, conceptualization of 

the group client focuses less on the client’s background information, such as symptoms 

and problem, precipitating stressors, and predisposing life events (Eells, Kendjelic, & 

Lucas, 1998). Instead, case conceptualization of the group client utilizes the group 

members’ in-session behaviors and experiences. The low response rate in the present 

research study on the group client’s background information is partially explained by the 

interview questions as discussed earlier. However, the low use of the client’s background 

information also seems to be closely related to different mechanisms of change as well as 

different therapist activities between individual and group treatment. In individual 

therapy change occurs through the relationship with the individual therapist. Based on the 

client’s self-report, the individual therapist develops an in-depth and comprehensive 

conceptualization of the client. On the other hand, a number of therapeutic factors in 

group are related to the interactions among group members in the here-and-now group 

setting. Developing conceptualization of each group client similar to individual therapy 

case conceptualization is not compatible with the therapeutic factors of group therapy. In 
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that sense, it can be said that a problem is defined in relation to solutions available. 

Participants’ comments on the benefits of group counseling highlights this different 

emphasis on the client’s background information and in-session behaviors.  

People in group I think more readily than the individual 

therapy situation begin to see very clearly the meaning and 

impact of repetitive behaviors. Because when one talks 

about it in private with a therapist, what always can 

[happen] sort of, what I would call, decorate the situation, 

is to explain away, and rationalize. But when it happens in 

a group and other people share what they have observed 

what is going on, people get a real sense of how repetitive 

certain behaviors are, which are not conducive to their own 

happiness. So I think what group members get from each 

other is extremely important. 

 

In individual therapy, the client produces the material and 

is more in control of what goes on in the session. In group 

therapy, the individual gets much more stimulated by 

material that doesn’t necessarily come up spontaneously in 

individual therapy. Like, for example, somebody may 

withhold a lot of material in individual therapy to get more 

comfortable with the therapist. But in group, that material 

might be provoked much more quickly and, therefore, the 

individual probably will get to that material sooner than 

they would in individual therapy. For example, if a man has 

a problem with a woman, he may not discuss that in 

individual therapy for a while. But if he is placed into a 

heterosexual group, those issues are gonna come up quickly, 

because there are women in there, they are going to 

provoke his feelings. 

 

Another difference is group therapists include group functioning in their group 

conceptualization. Yalom (1995) described that the most significant aspect of their 

change process is not the interactions with the group therapist but the interactions with 

other group members. Thus, the group therapist’s role is not to provide empathic 

responses to group clients directly but to create a group culture that allows group 
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members to exchange empathic feedback with one another. Compared to the individual 

therapist who works directly with the client by providing empathy, interpretation, and 

validation, group therapists work indirectly with the group members, by facilitating the 

interpersonal interactions and positive group environment.  This indirect approach of 

group therapists and direct activities of individual therapists is supported by empirical 

evidence (Kivlighan & Kivlighan, 2007, Kivlighan &Tarrant, 2001; Shechtman & Ben-

David, 1999). For instance, Holmes and Kivlighan’s study (2000) on helpful impacts in 

group and individual therapy shows that the dimensions of direct therapist interventions 

(e.g., Emotional Awareness-Insight, Problem Definition-Change) had higher 

endorsement in individual therapy, while the dimensions of indirect therapist 

interventions (Relationship–Climate and Other Versus Self-Focus) had higher 

endorsement in group therapy.  

Common Attributes of Case Conceptualization 

The present research provides more clarification on common attributes of case 

conceptualization that can be applied to other modalities of therapy. Case 

conceptualization consists of two parts: defining a problem and developing functional 

and causal explanations for the problem. In order to define a problem, the therapist first 

recognizes the presence of a problem and identifies relevant supporting data. Then, the 

therapist defines a problem through a search for the meaning of the concrete data that was 

identified earlier. Therapists can refer back to descriptive or concrete data in the process 

of defining a problem. Finally, the therapist conceptualizes the functional and causal 

explanations guided by relevant theories.  
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An application of this framework to group therapy is as follows. The group 

therapist recognizes that there seems to be a problem in the group functioning and 

identifies relevant information by looking at group members’ behaviors, interpersonal 

interactions, and/or the mood of the group. Based on this concrete observational data, the 

group therapist conceptualizes a problem. Conceptualization of a problem at this level 

involves higher levels of inferences and interpretation. For instance, the group therapist 

has recognized irritation in the mood of the group (observational data) and now questions 

the meaning of the irritation (conceptualization of a problem). Or the group therapist has 

noticed that two group members fight frequently (observational data) and questions 

whether this has any significance (conceptualization of a problem). As such, a problem is 

being defined through examining the meaning and significance of observations and 

phenomenon in the group. Sometimes conceptualization of a problem is sufficient for 

interventions. Other times, the group therapist asks why the problem occurs. The group 

therapist may have a hypothesis about the causal explanation but can ask the group 

members the question as part of interventions. There can be many different 

conceptualizations of causal and functioning explanations. For instance, all the group 

members may avoid difficult conversations(Identification of a problematic behavior) 

because of their shared fear of intimacy, concerns about a particular group member’s 

hostility, or lack of safety in the group (functional or causal explanation) which 

corresponds to universal issue/theme, the member’s role and group condition as a 

therapeutic condition respectively. One of the core attributes of conceptualization is that 

the clinician makes an inference of the problem. Inference or interpretation with varying 
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degrees is required in every steps of constructing conceptualizations. Inference is needed 

when the therapist determines what data is more relevant. It is also needed when the 

therapist conceptualizes objective and concrete data into a theme or a pattern of a 

problem. Finally, inference and interpretation are critical when the therapist develops a 

hypothesis about the causal and functional explanation of the problem.  

Conclusions From This Research Study 

Main conclusions gathered from this research investigation are as follows in 

bullet form.  

 Conceptualization of group counseling consists of individual functioning and 

group functioning. 

 Master group therapists integrate group psychotherapy theories (e.g., Bion, 

Yalom, group development, group process) and individual psychotherapy 

theories in conceptualization (e.g., Redecision Therapy Model, psychoanalysis, 

psychodynamics, object relations theory). 

 Group functioning is explained not only by group-as-a-whole phenomena but 

also by interpersonal interactions among group members. Thus, when one 

says, “Group therapists use group to promote the client’s change” group refers 

to both group-as-a-whole phenomena and interpersonal interactions.  

 Group is defined in various ways, including all or the majority of the group 

members, group process (what is happening in the group), group 

dynamics/group-as-a-whole phenomena, and a therapeutic condition or setting  
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 Compared to individual case conceptualization that relies heavily on the 

client’s background information, conceptualization of the group client’s 

individual functioning utilizes the group client’s in-session behaviors.  

 The case conceptualization process involves identifying relevant data, 

defining a problem, and developing casual and functional explanations for the 

problem.  

 Master group therapists’ case conceptualization was highly integrative, seeing 

interrelations among different interactional levels, particularly between the 

individual and group-as-a-whole level and between the interpersonal and 

individual level.  

 Master group therapists were highly open in perceiving data and highly aware 

of the potential limiting effect of their preexisting knowledge on their 

perceptions. 

 Master group therapists keep track of what is happening in the group with a 

responsibility to keep the group environment therapeutic.  

 Master group therapists use their feelings and intuition to identify and 

understand group information.  

 Master group therapists communicate their conceptualization in a safe and 

interactive way.  

Strengths and Limitations of the Present Study  

A primary strength of this study was to apply the concept of case 

conceptualization to group counseling and enhance our understanding of the phenomena 
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that the concept refers to, which includes the content and process of conceptualization. 

The current research asked a question in the introduction, what case refers to when we 

apply the concept of case conceptualization to group counseling. As a conclusion, this 

study shows that in group counseling, the case refers to both the group and the group 

members as clients. This study suggests differentiation between conceptualization skill 

(Bernard, 1979; 1997) and case conceptualization or case formulation (Baer, 2004; Eells 

et al, 1998; Hollway & Walleat, 1980) in order to emphasize the unique aspect of case 

conceptualization. While the conceptualization skill refers to the therapist’s skill and 

process to encode and organize the information, case conceptualization or case 

formulation refers to the object being conceptualized or the constituents of 

conceptualization. The constituents of case conceptualization are the client and the 

client’s problem in individual counseling and the group and the group clients in group 

counseling.  

Use of an master group therapist sample is another strength of this study. 

Although there is no criterion on the effectiveness and accuracy of good group case 

conceptualization, master group therapists’ conceptualization can be assumed to be 

closest to the best quality of conceptualization, given their high level of experience and 

knowledge. Due to the high responsibilities in the profession, access to master therapists 

is limited. This is why most research on counselor development and skills employs 

novice and experienced therapists. Despite some limitations of the current sample, the use 

of master group therapists provides invaluable information on conceptualization of group 

counseling that can be obtained only from years of group experience and learning.  
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Another strength is the sample. The present study considered group psychologists 

certified by the American Board of Professional Psychology (ABPP) as master group 

therapists. Jennings, Rønnestad, Skovholt, and Lian (2013) state that the ABPP exam was 

set at an master stage in the past but in the past decade, it is set at a competent, not master 

stage. Given the high mean age of the participants (Mean=68.26) and the high range of 

experience as a group therapist (ranging between 20 and 50 years), it is likely that these 

participants were certified when the expectations were at the master level. There are only 

about 45 group therapists with ABPP status, which is significantly lower than the 

numbers of ABPP diplomats in other specialty areas (i.e., counseling and clinical 

psychology have about 2000 ABPPs in the U.S.A.), indicating that the group therapists 

with ABPP in the specialty of group psychology have unique commitments to and 

leadership role in American group psychology.  

This research also has several limitations. The findings of this study are limited by 

the characteristics of the sample. The majority of the participants were White Americans, 

informed by traditional psychotherapy theories, such as psychoanalysis and 

psychodynamic theory. It is possible that conceptualization by group therapists with 

different theoretical orientations and/or from different countries may reveal different 

results. Similarly, the finding of this study is mostly about conceptualization of therapy 

and counseling process groups and cannot be generalized to different types of groups 

such as theme-oriented or psychoeducation groups.  

Another limitation of this research is the exclusion of the group therapist variable 

in data analysis. Given the critical role of the group therapist as a therapeutic agent, it 



 

 133 

would be ideal to take the group therapist variable into account as a unique variable. 

However, the inclusion of the therapist variable would add complexity to a great extent. 

Examination of the effect of the therapist variable was beyond the scope of this research.  

The participants were given the interview questions in advance with the intent to 

prepare the participants for the interview answers. Although this approach appeared to 

facilitate the participants to have reflected on their answers more deeply prior to 

interviews, participants’ knowledge of later interview questions seemed to have 

influenced their answers to the earlier questions. For instance, although the first few 

questions do not ask about multiple interaction levels, many participants integrated their 

view of multiple interaction levels in their early responses. They may have answered 

differently without having the interview questions before the interview.  

Implications 

The current study provides an integrative model of group counseling case 

conceptualization, consisting of individual functioning and group functioning. One caveat 

of assessment tools of group process or group analysis is that although they provide 

frameworks for conceptualizing group process, group members’ behaviors, and 

interpersonal interactions in the group, they do not explain how those group processes are 

related to the progress or change of each of the group members who are the clients. The 

findings of this study provide a rationale and guideline for connecting knowledge of 

group process with understanding of each group member’s functioning. Also, the 

findings of this study illustrate how the individual level, interpersonal level, and group-

as-a-whole level are integrated in group case conceptualization. Although group 
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psychotherapy has developed toward the direction of converging different approaches of 

group psychotherapy, there seems to still be a tension among intrapsychic group 

approaches, interpersonal group approaches, and group-as-a-whole approaches. The 

present study supports that master group therapists use all three levels with varying 

emphasis. The findings of this study can be used as a tool to integrate different group 

psychotherapy approaches. Finally, this research presents a pan-theoretical model of 

group case conceptualization by integrating conceptualizations of 12 master group 

therapists. The findings of the study can serve as a basic structure for applying other new 

individual psychotherapy theories. Group psychotherapy has developed by adapting 

individual psychotherapy theories. Unlike leadership groups or education groups, therapy 

groups require deep understanding of individuals’ intrapsychic and interpersonal aspects. 

Given the finding that conceptualization of individual functioning is an essential part of 

group case conceptualization, it is important to continue to use our understanding of 

individuals’ psychology in group work. The findings of the present study can be used in 

integrating other individual models and as a result continue the development of group 

psychotherapy as an independent and effective therapy modality.  
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Appendix A: Consent Form 

 

Dear expert Group Psychotherapist,  

 
You are invited to participate in a qualitative research study that investigates case 

conceptualization of group counseling. This dissertation study is being conducted by Yoonhee 

Sung, M.A., a doctoral student in the Counseling and Student Personnel Psychology program at 
the University of Minnesota, under the supervision of her faculty advisor, Thomas Skovholt, 

Ph.D.  

 

Background Information:  
The purpose of this study is to increase our knowledge of group psychotherapists’ group 

conceptualization skill.  

 
This proposed study seeks to investigate how expert group psychotherapists conceptualize group. 

Specifically, this study will answer four major research questions in regards to (1) components of 

group conceptualization, (2) conceptualization of multiple group levels, (3) conceptualization of a 
change mechanism in group, (4) development of group conceptualization skill.  

 

Procedure:  

If you agree to be in this study, you will be asked to participate in one hour audiotaped phone 
interview and respond to a set of questions about your way of thinking group.  

 

Risk and Benefits of being in the Study: 
The study has minimal risks and benefits.  

 

Confidentiality:  
The records of this study will be kept private. In any sort of report we might publish, we will not 

include any information that will make it possible to identify a subject. Research records will be 

kept in a locked file; only the researchers will have access to the records. Audiotapes and 

transcripts of the audiotapes will be kept in a locked file ad audiotapes will be erased after a 
period of time.  

 

Voluntary Nature of the Study  
Your decision on whether to participate in this study will not in any way affect your current or 

future relations with the University of Minnesota, or the investigators. If you decide to 

participate, you are free to withdraw at any time without affecting those relationships.  

 
If you have any questions or concerns about this study now or later, please contact Yoonhee 

Sung, M.A. by email at sungx032@umn.edu or telephone at 612.807.3138.  You may also 

contact YoonheeSung’s faculty advisor, Thomas M. Skovholt, Ph.D., at skovh001@umn.edu or 
612-625-3573.  

 

Your participation is greatly appreciated and stands to benefit many other group therapists. 

  

mailto:sungx032@umn.edu
mailto:skovh001@umn.edu
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Appendix B: Recruitment Letter I 

 

Dear Dr. ____________________,  

 
I am a Counseling Psychology doctoral student at the University of Minnesota. I am an advisee of 

Dr. Thomas Skovholt who is ABPP, a former President of the American Board of Counseling 

Psychology, and a current APA Fellow.  
 

For the dissertation, I am conducting a study of expert group psychotherapists. The expert group 

has the ABPP in the specialty of Group Psychology. I am writing to solicit your participation 

because you are a Board Certified group psychologist. This study will be part of a series of 
dissertations on expert psychotherapists. Three of these studies are included in the book, Master 

therapists: Exploring expertise in therapy and counseling (2004) by Skovholt and Jennings. 

 
Although many group researchers and practitioners addressed the importance of research on 

group expertise, there are actual few studies of group expertise. This study will examine expert 

group therapists’ conceptualizations, how they integrate multiple layers of group interaction in 
their conceptualization, and how their group conceptualization skills have changed over time. I 

hope, Dr__________, you will be willing to participate in this study. Your answers will provide 

invaluable information for future group psychologists and group researchers 

 
For a decade, I have had a strong interest in group therapy. This interested began during my 

master program at Seoul National University in Korea. The excitement that I had when I saw 

expert group therapists’ group demonstrations and the desire to emulate their insights and 
intentionality have continued with me till now.  

 

This study will be conducted through one-hour phone interviews. I am aware that your time is 
valuable and that we are not able to compensate you for your involvement in this work. However, 

we are trying to minimize our request in terms of your participation. Also, we will do our best to 

make sure your wisdom, insight, and knowledge will be used effectively for future group 

practitioners and researchers. When the study is finished, I will send each participant a copy of 
the dissertation as an expression of my appreciation.  

 

Please consider participating in this study. I will contact you in the next two weeks to answer any 
questions you might have and to determine your willingness to participate. 

 

Thank you for your consideration. 

 
Sincerely, 

 

Yoonhee Sung, M.A.  
Counseling & Student Personnel Psychology  

Department of Educational Psychology 

University of Minnesota  
 

Invitation for participation in a research on expert group psychotherapists (ABGP) 
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Appendix C: Recruitment Letter II 

 

 

 
September 30, 2011    

 

Dear  Dr.               :  
 

At the University of Minnesota, we have a research program investigating the characteristics of 

master therapists. These experts have been selected either by peer nomination or by membership 

in ABPP. Both of these are evidence of actual practice expertise rather than expertise via 
publication or presentation of a method or theory. 

 

Our series of studies comprise the largest research study of experts in the practice of 
psychotherapy and counseling. We have also helped initiate studies of master therapists in 

Singapore and Japan. 

 
I am writing to ask if you would be willing to participate in one of our studies. You have been 

selected because of your membership in the American Board of Group Psychology.   

 

Since outcome equivalence across therapy approaches has been found more and more in studies 
(i.e. Castonguay et al. (2010) Bringing psychotherapy research to life), the characteristics of 

experts have been more central in research and also in successful psychotherapy outcome. One 

way of saying this is that in the past the practitioner was the vessel delivering the theoretical 
approach, now the theoretical approach is the vessel delivering the therapist.  

 

We are quite willing to share results from earlier studies as well as this current one.  
 

Our experience is that the use of instruments and then an examination of the relationships 

between instrument subscales does not produce the richness of research interviews. We have, 

therefore, evolved to use the richness of interviews. Our request to you is for an hour research 
interview. 

 

I have enclosed a card for you. Please return. 
 

Thank you for your consideration. 

 

Sincerely, 
 

 

Tom Skovholt, Ph.D., LP, ABPP 
Professor, University of Minnesota 
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Appendix D: Sample Response Card 

 
 

 

Regarding the research study of group therapy experts,  

 

□: I am willing to participate  

□: I can not do it 

□: Iwould like more information. Please call________________ 

or email________________ 

 

 

 Signed  

 

Dr. ___________________________ 
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Appendix E: Interview Protocol 

 

 

1. Would you tell me about your group experience? What types of group have you 

led?  

2. What is your theoretical base that guides your group work?  

3. When you conceptualize group, what do you see? (Optional prompt: What do you 

focus or not focus on? What do you direct your attention to?) 

4. Can you give me a specific example of how you conceptualize your group? I am 

looking for a conceptualization “process”, the process that you develop a 

conceptualization. 

5. I want you think about one intervention that you have used in the past. Now tell 

me about the intervention. What conceptualization or hypothesis led you to use 

this intervention? This question has two parts: intervention and 

conceptualization/hypothesis.  

6. Can you give me an example of a group that you struggled to conceptualize? 

7. When do you intervene at a group-as- a- whole level? 

8. When do you intervene individually? 

9. When do you intervene interpersonally? 

10. How do you conceptualize the leader’ roles? 

11. Compared to when you were a novice group therapist, how has your 

conceptualization skill developed? 

12. If you were interviewing a group of expert group psychotherapists, what question 

would you ask them about conceptualization in group work? What would be your 

answer to this question?  

 


